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¥ TS 21 ET i

[ POLICY NUMBER / wiordll it I T T T T T T T T 1T T T

Important instructions:

Hexar=AT AT

. The submission of the filled-up claim form, along with the required mandatory documents, is not to be construed as an admission of liabilities of
our Company under the policy. No agent/intermediary has been or is authorized to admit any liabilities on behalf of the Company.

Ffard IEqUASTaE, AT TLATT FAH BIHAT GAHAT G SFqAT ST=aT HUAT=AT FIAATHLT TALT FFUA T eTaqm AT ATAL.
FIUATRT TUSTEAT [ HETTATAT FIATSAT AT HIOTART STLRTIAE TATRCTATATST AfFa F AT A7 Fhar Fer Jrome Ara.

. Early submission of this form along with the required mandatory documents, as provided below, will enable us to process your claim faster. PNB
MetLife shall not be responsible for any delay in the processing of the claim on account of submission of incomplete claim form and/or non-
submission of the mandatory documents.
Grefte RIHAT AATFATATT Al F&4, Gt {Feraare qf{ard aequasiag TaHT qTay Fedqrg qu=a1 aTeaT=1 THRAT sIry A
FE AF. AT FH AT FeATqes Ao/ fFar o ard swauas gafiz T Fearqe arar afwT=ar frorargt Faamardt foadt aeares
SATAITL AT

. This form is to be filled in completely in BLOCK letters.
TR A1F AFTAT IO AATAT L.

. Please Counter-sign where amendments/alterations are made in the form.
FIAT FTYET ATST FA T FIH AT TIA el AL

. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.

TSafa srfawr/ared afeas /Afoeee fFar wafas sl arefiare =T adt s ard g,

. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
Fuadt FedATzw=AT TaB=AT ATAT FAT 9T AT FAT TATAL G HH A0 TF AqT9AF ATSr AT FATSAT A,

Section A: DETAILS OF THE LIFE INSURED
v A: fauT SacaeeET A audhie

Name: Age:
BICH ERH

Address (Current Residential Address):

T (FFHT Faret 747):

City Pin Code State

a7 faT #re LSER)

Contact Number: Landline Mobile

U% FAF ASdATET wrarss

E-mail Address: PAN No./ Form 60:

A o %./ HIH 60:

*Aadhaar No: XX IxIxIx[xIx[x]T T T T] *Only last 4 digits to be mentioned.
ST 7. *Fe AT 4 T TR FIA AT,

Section B: MEDICAL HISTORY OF LIFE INSURED
s BT STt =fET dudn 3R
Name of Illiness/Disease/Injury Sustained:
AT/ T/ F@TTATS T4
Symptoms:

A
Duration of symptoms: Date of Diagnosis:
AL FTATIET: IEEACESIRALCE
When were these symptom:s first evident/occurred:

T A TAF Fagr TY THAT / AT

Date and Time of Admission Date and Time of Discharge

AT TAATHT TG AT T fewrer=t arde arfor 35

Name of hospital:
FITAATH AT

Have you ever had the similar condition in past: I Yes [I No (If “yes,” provide details)

TEETAT AT A8 FHTet AT g 1: O g1 O ATEr (ST “21,” erare a< qaefier =)

=1 =N =
O — = g o —
CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
3T seTRwr STt
Policy number(s)
giferft waiE
A Company Seal &
Name of claimant Stamp with Date
AT FITAT 7T P wit
Branch name & code ;,Fq:é‘:ﬁtl%
T
TE ATT Arfer Fre i Rrgr ariw
Date: Employee name & Code arfer I
arira: FHATAT 719 Ao e i
Documents O Original Policy Document O claimant’s photo identity proof O Family physician certificate
Submitted: @ Tiferdt swas ITAT FIUTAT e ABEITT [T Ha frstfra worore=
TEUGS GTE< FAd:
[ cancelled cheque / Copy of bank passbook [ Attending physician certificate
TE HAAT GATRA/AF ATHAT THA ITATT HTOMAT i A== qaTorT=
[ PAN card/ Form 60 of the [ Medical Documents (if any) [ All past medical records for any

nominee T TUAT (FrEr treatment taken )

arafaERed=T o AYATY) fFrarrardt @yl derdrg Aidr swfr

FTE/T97 60 Rt @98, 38R FEuR

[ complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation
reports, discharge summary, indoor case paper

AT SATTAOT=AT FA=TATaret Srfor ST=Trardi=ar T e At o a4
ATTT/TOATH FgATH, o qud, TEreR ¥ I
This acknowledgement slip should not be construed as acceptance of the claim. The Company reserves its right to call additional documents, information and any
further requirements necessary in order to decide on processing of the claim.

FUTAAT TS IrATAT SR AT TH. HIAT a1 AQRF Tequas, Arfgat snfir qraar=r whwar Froar=ar Fofar=ar g srordt srasas T arror=n
TH g 54d.
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Nature of lliness and Habits Date of diagnosis of Iliness
AT ST A7 T srstTer=aT fEmEr=h ardw
[0 Hypertension [J Diabetes [0 Asthma [0 Heart [ Cancer

FTATTERITT YT ST =T
[0 Tuberculosis

g
[0 Smoking O Alcohol [0 Tobacco [ Drugs

EeRIC) ELES) qaTg |

If yes, Duration of Consumption

& Quantity Consumed

ST E AU, T HTATAT FIATA T,

ATTLATH THTOT

Note: Kindly fill additional Doctor’s Certificate available for Paralysis, Parkinsons Disease, Stroke, Muscular Dystrophy, Major Head Trauma, and
Doctor’s Certificate for Neurological condition for Alzheimer’s Disease, Deafness, Multiple Sclerosis, Loss of Speech, Loss of Limbs, Motor Neuron
Disease, Blindness, Loss of Independent Existence

&g srerfrarg, grfFea T, T2, ST FEIIT, T A STASraTT IraSt SIS e Siae<i sk THTTT SO SIHATIHT T, TR,
fAF19 #1270, TG, STTTTT T, FCF FAT7907 [@FE, SereT, waaT dieaed Tarav Trasi=ar AT fRIdiarst siFe<ia JarTTT 93T

Information about the Critical Iliness (Please tick the illness diagnosed)

T s AR (FoT e weeT e o )

[0 End Stage Liver Disease
TFATAT AT AT ey

[ Loss of Independent Existence
T Afeqe THTI

[ Heart Valve Surgery
HEEIECIISIEE]

[ Chronic Lung Disease
FFEHTAT AT TSI

[0 Heart attack [ cancer [0 CABG (Coronary Artery Bypass Surgery)
FERIEEIE I CED] & T HUETST (FIAFL AT FTA9TH qIALT)
[0 stroke [ Apallic Syndrome [ Benign Brain Tumor
= shifors g ERIEREREE LR
[ Blindness [ Brain Surgery [ coma
s g aartEar AT

[0 Major Head Trauma
STFATTL TIST AT

[0 Angioplasty [0 Major Organ Transplant O Paralysis
ufrareaTet T AT TATLIT JEATETT
[0 Aplastic Anemia [ cardiomyopathy [ Deafness
weerfee® wofaT EERIEIRIEE T FRTTT
[0 Parkinson’s Disease [ Poliomyelitis [ SLE with Lupus Nephritis
arfd=E T qrferamarrfes I THATCHAE THUAS
O Primary Pulmonary Hypertension [0 Muscular Dystrophy O Multiple Sclerosis
Tt geREd graaeEerT CIECIREEI Afceqe eFaarfae
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
HYaTX FRTST AT Fgad faftes Tw FIAT THTF
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
[EERIR I EES HEATINT T AETEHATHT T AT
0 Major Burns [ Terminal lliness [ Loss of Limbs
TIAT T FEEEECIEIEY AT THTAT

Section C: PAYMENT — NEFT

Y39 C: T - TIRUHRE

Bank Account no:

&% @1 FHF

Name of bank:

EEEEICE

IFSC code:

AATHHT FIe:

Section D: DECLARATION & AUTHORIZATION
e D: s anfer stférepaar

| do hereby declare that all the above statements are true and complete and that nothing has been suppressed or with - held from my side. | understand
that in furnishing claim form PNB MetLife has not admitted liability or waived any of its rights under the policy. | hereby authorize the physician or
hospital who has attended upon or examined or treated me for any ailment or illness to divulge any knowledge or information or furnish the records
regarding my state of health which he/they may have acquired whether before or after the policy was issued by PNB MetLife.

HY ATETY A AUT FEAT T a0 g9 [SgrT g Arfor Qo snga arfor /7 #1era ggaad qrel fhar F ars[ar sao arer. €t gasar f arsar
IO IIL FLATAT TUAA FeATTHT STea TaHreer arar fFhar qiferdi=ar siasta o= fTder ATIHTT BTF el ATal. W T T g
fhrar wwmeATeT AfAFT FF g AT AwATEr AT AT swsraaEe wreht quraeft FeR swg Ghar war Wiyt e sy fhar froadt
HTATSE ATAT TrET ST Fearaae far swet wreamsft sfaa sra Ji<t ars¥ Fear snga.

I/We hereby further consent, and authorize, PNB MetLife to use and disclose any of the personal and sensitive information of mine/our collected or
available with PNB MetLife (whether contained in this statement or obtained otherwise) which may include KYC documents to any individual /
organisation / entity associated or affiliated with or engaged by PNB MetLife, including reinsurers, claim investigative agencies, vendors and industry
association / federations, for the purpose of processing this claim and/or for providing subsequent service.

AFET ATYE HHAT ZAr enfor fruaR Fearzw (A Fagara avarfae smeear Far g foaer Taer) srvardr dates Magadia
ATRATT aTaT Arfor WHETHTT HTOATATE ATAFT FIAT AN AT FATTHT FEIETT FIATET A<H / TEIT FHTTEEY HF AHATAT. AT FTATAT

TR FXoATETEr oy / AT qEe AT GE HIOAr=AT TAS A, [Afahararg, fuadt Hears® gataq GHar g@w fhar qacer g
[T HTOT=AT Ut BT rfor SR @y / SeeAr A= gurIer 9y,

Signature/Left Thumb impression Date

T g8 [ =TT SAMSATAT ST IEAEC)

PNB MetLife India Insurance Company Limited
Registered office: Unit No. 701, 702 & 703, 7th Floor, West Wing, Raheja Towers, 26/27 M G Road, Bangalore -560001. IRDA of India Registration number 117.
Cl No. U66010KA2001PLC028883, Call us Toll-free at 1-800-425-6969, Website: www.pnbmetlife.com, Email: indiaservice@pnbmetlife.co.in or write to us at 1** Floor,
Techniplex -1, Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203

ot Aeare SR S F Rifes
Ftavfipa Frataa: IR F. 701,702 swfr 703, 737 o, TR Fi, T 2T, 26/27 T St TS, SR - 560001, F7TEF; AR A S Ateoft i 117,
Cl No. U66010KA2001PLC028883, ARgraT &1 shY a< @i #<r 1-800-425-6969, Asrdrse: www.pnbmetlife.com, $- indiaservice@pnbmetiife.co.in, ffar amgreT fergr, 1T @,
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Declaration by the person filling in the Critical lllness Claim form. (in case the Critical lliness Claim form is filled up / signed in a language different
from that of application form)

TR SITSTIRT ST B TOTAT SHIEI TTOma= (73X SIST=aer Srar i oSt Ta=T=aT ATIYET AR SN AATEET FAT ST TEIT)

| hereby declare that | have fully explained the contents of the Critical Iliness Claim form to the claimant in the language understood by him/her. The
same have been fully understood by him/her and the replies have been recorded as per the information provided by the claimant and the replies have
been read out to, fully understood and confirmed the claimant.

HY ATETY e FEANT AT ITET FLOTATAT AT/ AT FESTOT=AT AT AT SIS T AT A9 €Y FE G g, qr e/ faar
IO AHSTAT AL AT ZTAT FLOTATT AT AR IETE ST A1@aerell Slgd ST 30 TaT FLOMATAT AT ar@adtt, Tt/ faar quidor ettt
ifr TR T R,

The content of the form and document have been fully explained to me and that I have fully understood the content mentioned herein and its significance
for the proposed Claim

T SO TETUASIIA HSTHY AT qUrT0r THSITEA SRTUATT AT S AT 67 ATT THE Herell ASIHE A0 TEAT(Ad ITATHIST AT Hgwd weAT qureor
THSTA 3.

Date Place Signature of the Declarant/ Signature / Left thumb Impression Claimant/
SIRAEE] fraror Witness Nominee
TR T /AT T JEt FTAT FOTATHT / AT =T 7= / 1ear
SRTSATHAT ZET
Name of Declarant/ Witness: Address of Declarant/ Witness:
TR /AT AT HTIOTT FEOTT/EATE =T 9=
Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
TR = T/ATE =T 60 . EHERRERCIE R ETR IR TE E HARIES IRE
Date: Place:
SIRAECH fToT:

Mandatory Documents to be submitted along with this form:
T HIHEE q9HE =T
. Doctor s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
TATOTO (Figftas st et Su=m Feom=r SiFetnsd) e Tqriog FuAs’ Feerss® Ir&ard

. Discharge Summary confirming the surgery undergone
o c
FEA AqAT R fHI=T TEF FORT =Tt M

. All past medical records for any treatment taken
AT HITATT STATTEATST AT q9 AT Afar
. Cancelled cheque / Copy of bank passbook
TE FAAT AT/ TTHGFTAT I
. PAN Card/ Form 60 of the life assured
U 1S / STEe AraTfRarET w60

. Current address proof
FEAT=AT TATAT AT

. Photo identity proof
. Hospltal Cash Benefit Claim Form to be attested by concerned doctor
TTATTRT FXEAAT WA TG AT 3T
. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
ATET/SA o= T2 ITH SATAAT ITATATS ITATHT AT {37 TR fHeTerelt SIeeam ITaRIFSie ST 757
Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
& BT e Farai=aT Wit FA S HE T ol JEA T FAAT AT RIS T 8 3 ATHT

PNB MetLife India Insurance Company Limited
Registered office: Unit No. 701, 702 & 703, 7th Floor, West Wing, Raheja Towers, 26/27 M G Road, Bangalore -560001. IRDA of India Registration number 117.
Cl No. U66010KA2001PLC028883, Call us Toll-free at 1-800-425-6969, Website: www.pnbmetlife.com, Email: indiaservice@pnbmetlife.co.in or write to us at 1** Floor,
Techniplex -1, Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203

ot Aeare SR S F Rifes
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