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Attending Physician’s Statement - Disability Claim
YR BT RIfec® (Saex) o Qe — fAseriar amar

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
=Hia: yAr d yIiaR wWiell HE T

DOCTOR'’S DETAILS:

SgexHr gyEiier:

Name of the Attending Physician:
Yy FeomT fafsca e

Name of the Clinic / Hospital:
Fafaneg / e -

Address:
UHT:

Contact No.: E-mail address:
Huyd wmHIF g—Hel YT

CLAIMANT/PATIENT’S DETAILS:
TR / SomEr e

Name of the Claimant:

SRSRIY A1

Address:

YT

Age & Sex: Hospital/Indoor Patient Number:
T g f¥in FNEd [ AidRE wor wHiE:

SPECIFY WHICH DISABILITY IS APPLICABLE:
WIVT YT 17 SNE o TS B

O Loss of sight of one Eye O Loss on use of one Limb O Loss of sight of both the eyes
y&I SeaH gt Est YT QT &1HaT Ml <N Sredr g TEet
O Loss of Hearing O Loss of use of two limbs O Loss of one limb & loss of sigdpt of one eye
A[qUT &3 T Q1= sraaait e wTaE YT JAYAIE! &1 T T YT Swdidr g IrHaet
O Loss of speech and hearing O Loss of Speech
HTHUT T AFOT HHAT AHTAT HTYUT BT IHTAET
HISTORY
EGIEk)
Date of first Consultation:
Yfeer Hee v a:

Details of the Doctor who treated first:
yfEeuiar SuuR wRvarT Saewr agdie

Date of appearance of first symptoms:

Has the patient ever had the same or similar condition in past: OYes ONo
o =T Tar srene uRfRerlger ydi A /Al and 3 = E

(If “yes,” state when and provide details. Kindly attach another sheet if required):
(1T “Bra” e av Hear 7 auellel YIar. IR S¥e 9¥ 3= BT wiren)
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PRESENT CONDITION:
wemdt yftferd:

Subjective symptoms:
gAY TR

Obijective findings (include results of current X-rays, ECGs or any other special tests):

xR frend (zreman & o, giof fbar gy=ar ey =r=fls Fraed / Fisie)

DIAGNOSIS:
AFAEE

Please provide details:

pyar queiter yan:

TREATMENT:
RCIES

Date of first visit:

yftear A= @i
OP Number/Hospital No/Indoor Patient No.:

Nl HHiF [ TN HHiE [/ ATARE H07 HHiS:

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
e A8 T A= FgRar (e / wifhE [/ 3R)

Date of Last examination:

rae=r yRReor fanwi o

Is this Disability permanent:

famerirar s wawd ang s
Is this Disability Reversible:

faweriar Radr ang &
What was the cause of disability:

RwaiRa SR HF B
Is this disability result of Accident:

R@erivar syyurareT Ry g @i

PROGRESS:
LI

O Recovered O Improved O Unimproved O Retrogressed

yofa: 937 HEROT HHETROT =18 g}

MENTAL CONDITION:
R e

Is the patient competent to endorse checks and direct the use of proceeds there of?  Yes 0O No

HAISTET YE BRAHAT ST R IANE BT T T ¥ Iey=T YT HIEIGHT S ¥dbel BI7 B Rl
DECLARATION:
IO
These statements are true and complete to the best of my knowledge and belief.
Hrg SO @ gy yamy € R wd 7 gl snaa
Name & Signature of the Physician: Date:
fafpcya (Sraex) o +ma 7 ward GIEiic)
Qualifications:
TR
Reg. No.: (Seal)
Higul} wHiw: ar (¥fer)

Note : The present policy servicing form contains original content in English along with its vernacular translation. In the event of any disagreement arising between the

translated version and the original English version, the English version shall be considered as final and shall prevail.
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