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Critical lllness Claim Form

fgdtas femdn a&H ean

POLICY NUMBER / UfsHt o&ra L T T T T T L L LT 11

Important instructions:

HISTUTS HI'S:

. 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.
BT 73 TN € 378 FI T EMR € TOH & AHY! FaTe e, UTTBHT € feaz Aist duat e Scerdhit € Tni® € gu &9 adt gerfenr A 31 I
gHe /fedmdits Juat €t 39€ fan 2 ffiedt & ews J96 et huara3 I #f froaas I 7 &t

. 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.

Jat f&3 nigHg, 7adt eRsT_Ra’ € 78 feH T9H & mad! € I, 3T8 TR & 3! '8 MHE g fenrEe feg Arst vew J=aft UhiaHt Hesrete nad
TR € TOH & AHJT J96 M3 / 7T Agdl EASTRAT & &7 AHIT 996 € EmiR & ugfaont feg fan 2t €9t et fiiere ot aadfh
. This form is to be filled in completely in BLOCK letters.
984 niygt feg feg ean ydt 3o sfamr e 31
. Please Counter-sign where amendments/alterations are made in the form.
fagur 999 g =9-Aets 99 g eraH few Aut / Igeitehr it arent Ta1
. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
Afaes meng / dedt ufasa / Afarede At marsd »ardet € fonast € g erzv3 st Is)
. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
Uhiset Hegmdie © snands 999 € 39 77 §Ud ©F d1E U3 3 AHdT a9 et gTaH w3 Ardhnt 3311
Section A: DETAILS OF THE LIFE INSURED
Rams A: srete e Areard! € yar [a=T
Name: Age:
STH: Sva:
Address (Current Residential Address):

YT (TIIHS BIITeHt U3T):

City Pin Code State

]Z?:riactﬂ Number: Landline few Mobile i

Eﬁzlﬁress: m./ Form 60:

ii?zij:'\lo: | X | X | X | X l X | X l X | X l | | l | *g—(rflzls?:srt/f;?;é?o be mentioned.
* 354: * 3% mT3H 4 nig Tare Are)

Section B: MEDICAL HISTORY OF LIFE INSURED
fans B: Asftas fefsam

Name of Illiness/Disease/Injury Sustained:
Hhreft/dar/feadt &1 s ga99a
Symptoms:
BES:
Duration of symptoms: Date of Diagnosis:
BEST T AN feersdizrdh:
When were these symptom:s first evident/occurred:
fog Be< Fe fuast ne Az /e
Date and Time of Admission Date and Time of Discharge
Ty I =t it w3 At fevaraq <t it w3 mt
Name of hospital:
JHUITS €T &TH:
Have you ever had the similar condition in past: I Yes [I No (If “yes,” provide details)

ot 3t a2 <t ugst ire & foi g3 feg 39 3 O of O &t (7 “Tf,” <3< fe6)

= = <
CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
aidta fanrdt <t arfte msy
Policy number(s) , , , ,
yrfgHt o899 Company Seal &
Name of claimant Stamp with Date
em_ETd &7 &H and time
Branch name & code HH w3 At e
TS SH M3 a8 & quat ot Hiw
Date: Employee name & Code w3 Hag
et FIHTTH B EH M3 dF
Documents Submitted: [ Original Policy Document  [] Claimant’s photo identity proof [ Family physician certificate
THIRH TS o3 @ s ufsHt engrew Tm2es T 32 USTE FES ufgered ST T AYS
[ cancelled cheque / Copy of bank passbook [ Attending physician certificate
dn® ftgr ¥ / §a uAda <t anft 3 AI& T I'd ¥ Hadtigae
[ PAN card/ Form 60 of the [ Medical Documents (if any) [ All past medical records for any
nominee Hflas ez (Agd d8 9R) treatment taken
sHaE foradt e s Fgere o fan & feom @ AO YT
a3/ TaH 60 BEICCREELEES

[ complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation

reports, discharge summary, indoor case paper

T FaATE At fanret €t we w3 few 996 Bt YT sacdt foaas wat fa Ae e falet, fsreren wa,

fessa an tug
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.
Y3 Je <t fen arfte 3 adn & nAfaat = adt Hienr e adten| Ut 3% a@H = yfafonr '3 SHeT a9s Bet @Y eHSTRAT, Areardt »3 & fait 9 83 =¢t a® F9s
o1 mifgarg gt 3
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Nature of lliness and Habits Date of diagnosis of lliness
et w3 mrezt &t ufgaast ehdt & 7ie & 3y
[0 Hypertension [J Diabetes O Asthma [ Heart O Cancer
[ Tuberculosis (0] 1T O
ufeq Jg
[ Smoking O Alcohol O Tobacco [ Drugs
If yes, Duration of Consumption & Quantity Consumed
o gf, 3T yuz <t v w3 yuz <t farcsst

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

HBINE ATBIH, 98 & We, war e T8), Hed 186573 dd), 339417, 359 I &f I8! B 558 HIas Afes] 88! 5aed e Aaciiede 79

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

ardta fardft w3 reendt (fagur grga it & ugre it et 9)

[0 Heart attack [ cancer I CABG (Coronary Artery Bypass Surgery)
fes 2 €9 i .2 g (I3t nirgedt sretum Aaadh)
[0 stroke [ Apallic Syndrome [J Benign Brain Tumor
Aedd nufesd fHsaH farets gas feGHa
[J Blindness [ Brain Surgery [0 Coma
nfenus fermaft Aandt IHT
[0 End Stage Liver Disease [ Heart Valve Surgery [0 Major Head Trauma
Wi3H Us™ fraarg <t fardht feg &t Trze &t raadt AT I8 20T
[0 Angioplasty [0 Major Organ Transplant [ Paralysis
[0 Aplastic Anemia [ cardiomyopathy [ Deafness
MUSHIET matHT FrafsorelH BT
[0 Parkinson’s Disease [ Poliomyelitis [ SLE with Lupus Nephritis
yrafars’m =t fanrdt TSeHderdifen BUH 3E9THH € &S SLE
O Primary Pulmonary Hypertension [0 Muscular Dystrophy [0 Multiple Sclerosis
yferdt ysHadt oetugesns HHISI STeirceret H&IUS RIS
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
Hed SWas ad1 IHGST HAfeq dar g = gars
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
Jae B WBHTEHT I £6ger 3 Aawdt
0 Major Burns [ Terminal lliness [ Loss of Limbs
FAd g98H coftes dyrdt »aTt =7 SIATS
[ Loss of Independent Existence [ Chronic Lung Disease
A33d J€ @ 5aH S Tidta St ff faurht

Section C: PAYMENT — NEFT
AIHE C: IIS3'S — NEFT

Bank Account no:
g9 Y137 B°a:
Name of bank:
§9 T &H:

IFSC code:
IFSCa3:

Section D: DECLARATION & AUTHORIZATION

RS & D: M&T& w3 mEadt

| 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 iliness 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.

i fed feg uner gaer 9f fa Gudas A famis wdt »13 HYTs g6 w3 g3 & HY UG Tafent adt famr 3 w3 a7 ot S famr 31 A avser gt fg emR @ qu
&9 Um 996 f&T Ut s ot Hearele 3 ufer € nidfls Jet Ecetdt Aetag adt it 3 @ ferer Jet wiftad &t wre aftsT 31 H fed feg e #f o= ©
g3 gger gt fan & fan fanrdt At favrdt a9 Wt areardt set w1t vt a3 &t nfet w79 foaras Un 995 = fan favrdt At favrdt et vt ot st
79 1t 7t G e femm 3T, 7 OFd / €9t 3 Y3 &3t I HaeT I 3t 3 ufgst 7t amie feg Ut s €t Regrete enar wrdt o3 famm)

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.

7 [ ot wigt Ut s ot Restdie o idt / meft fodlat st aret 7 Ut v &t Reordte o Sumey fai <t foradtas w3 HewsHts Areardt T Y& W3 yomT
95 Bt AfgHSt T2, M3 miftaazs Fa7dl (F= for fanrs &g mHs I8 A 99 Y3 3T I%) fan &9 dedit € ensen aHg J Aae 96 Wl is . iese
&% 93 7 143 fovadtas / Harss / feardt, fan fee gargr i 99w @8 mHS I6, TR dhvit Ag S, fegrasT w3 Gedar Hw / S3owat, fer T
fafanr € Gen st i3 / 7 gmiE € e o6 996 BE

Signature/Left Thumb impression Date

TMRETd/ SHAT fonadt @ ersu3/de J8 Ity

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
gfired ST »ifen: dise % 701, 702 M3 703, H< Haw, e ffar, 9w ereaw, 26/27 M +t 33, TS - 5600011 3793 & fHIA IaBedt W5 WU weTadt wie fedn afmens otg 117,
ClI No. U66010KA2001PLC028883, 5~ 1-800-425-6969 ‘3 A3 a5 &3, 2Rl www.pnbmetlife.com, #1: indiaservice@pnbmetlife.co.in 7 Frg ufaat Hirs
TSN -1, TSN sudaH, nie g Aedad eoiGeq, dadie (UeH), Haet-400062, ‘3 fsth E: +91-22-41790000, 8517 +91-22-41790203
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Declaration by the person filling in the Critical Illness Claim form. (in case the Critical lliness Claim form is filled up / signed in a language different
from that of application form)

didta faurdt @ IBH T €9 3T We & fomadt eva WHe (R99 didtT Rt & I&H S9N wiawt gaH &8 Syt g f&'T sfomr wrer I/
THSHS A3 A8 I5)

| 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.

H fer gt umer ggev/agdt 7f fa H emiderd § 81 It A »ige et 9 T afdfta favrdt € a@n erau &t mdardt § ydt 397 mHsfenr 31 fom o 6F ot
ydt 3gt mafenr famrm 3 w3 emiRerg It yErs i3t Areardt vigad €397 ¢ faaras 13 famm I w3 €33 U I AT I) Is, ydt 37 AHS I I w3
emReed & for <t urdt fiFt

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

TTIH 3 TAFTRT € Aardt I3 Ha ydt 3t Anstenr famr 3 w3 feg fa H fem fi&T Tamel mHardt o3 yAaes 98K wEt fen € w3 g ydt 39
AHY fomr 3

Date Place Signature of the Declarant/ Signature / Left thumb Impression Claimant/
e S Witness Nominee
TR/ LT € THINI TIEd/ sHAE fonigt @ eARusME Jg ©
»iqrs = fors
Name of Declarant/ Witness: Address of Declarant/ Witness:
WUHESEE/ IET T STH: UHSHIIT/A=T & U™
Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
WHEaTd/ e € AT 94: WHETTg/ IET &7 eeeTd € fanaT:
Date: Place:
3t HYTS:

Mandatory Documents to be submitted along with this form:
for graH € o5 AT I3 e T8 st THSTRE:
. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
F9ed T Aactede (3fHet € Iaca At feoa 996 T8 Iacd =) feim g9a fimrdt Uhiadt Resrdie gane fieg
. Discharge Summary confirming the surgery undergone
it areft moadt <t undt 9w et fsmaaw = HRy
. All past medical records for any treatment taken
B2 e fan < fegm ot e U Rstas faargs
. Cancelled cheque / Copy of bank passbook

s 3T 99/ 8 & ued €t anft
. PAN Card/ Form 60 of the life assured
U5 993 | fies dtiaa3 €7 g7aH 60
. Current address proof
U3 € TI3HG HY3

. Photo identity proof
32 T USTE U39
. Hospital Cash Benefit Claim Form to be attested by concerned doctor
HETU3 3deg It 3Rl o3 A ot U™ © aad! B9 a&H a0
. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
ry/ #hihie '3 YUz 3 @+t st A fag ot a@H € mee YUz J9s f Has fiie Teed @8 wiftea Usd
Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
&< faaur 39d WU 399 € Ufas 8 »idt & Bd #ad 8531 995 '3 dTEIH € HES @1 W19 I35 AT 13T famr 3

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
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