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Call us Toll-free at 1-800-425-6969, Website: www.pnbmetlife.com, Email: indiaservice@pnbmetlife.co.in or write to us at 1st Floor, Techniplex -1, Techniplex Complex, Off Veer
Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203

Uit Hesrde g figsn dust s,
TEIT; WA §59. 701, 702 W3 703, HIS s, Vet a1, IIvT g, 26/27 W 7t I3, S84 -560001. IIoTET. m@w@m%aﬁ‘éaﬁna@a 117. Hi e &, U66010KA2001PLC028883,
S 26 G oS 9 1-800-425-6969, 2EFEE www.pnbmetlife.com,, STAE: indiaservice @pnbmetlife.co.in 7 A &5 UTE! 1irs, SaaIUBam- 1, SHSIUSIH SUBTH, e A9 Areded comged
2B, Jear= (feH), YEH-400062, 35: 91-22-41790000, STH: 91-22-41790203

HOSPITAL CERTIF]CATE

JRUSTS =7
(TO BE FILLED IN BY THE ATTENDING PHYSICIAN)
(€ FI= TH Soed & ed FlanT JFET grdeT J )

Patient Details:

Mt =
E%rge of the Patient:
o &H
Age: (Please Tick box) Sex: Male |:| Female |:|
& g @9 feq adte ) fdar : U3d EiCi]
Address of the Patient:
o y3T
Telephone No:
Hes 3.
Name & Address of the Physician:(As Appllcable)
T T EH MI U (e T I 97
Telephone No:
BT 3.
Name & Address of the Hos ital: (As Appllcable)
TAUSTS T &TH W3 U3T ¢ F I )
Telephone No:
' : THEE B.
Hospital Inpatient No / MRD No:
TAUSTS T HAI &. / Svorast &.
Particulars of Complaints and Symptoms:
faarfes iz sest o f&Gar .
1. Reason for Hospitalization:
TS 9 3931 di3 7€ ©F 995
2. Date of first diagnosis/surgery: ___ /__ _ /___ _ _ (DD/MM/YYYY)
ufg® Buam / wiugrs @ Idhy @9 ( fes / water / 773 )
3. Date and time of admission: ___ /__ [/ (DD/MM/YYYY)___ :__ _ (in 24 Hrs format)
I3t A& T IT9Y ni3 AT ¢ ( fes / wdteT / A& ) (24w T gufem)
4. Date and time of Discharge: ____ /____ /___  (DD/MM/YYYY)____ :__ __ (in 24 Hrs format)
gedt 9z T Id wig mt ¢ (fos / vt 1 A'® ) (24 w2 29y f&¥%9)
5. Exact diagnosis (es)/condition(s) : -
Aat € / Bt &3
6. Date of first Consultation (prior to hospitalization) _l__/__ _ _ (DD/IMM/YYYY)
yfast Sed o 39y ( TRUSTS 99 Sa5t a9 © utae) ( fos / HateT / 7% )

7. Was the Patient admitted to ICU? Yes El No Ij If “Yes” Please specify below details:
St HIE & et /it @ €9 g9t &l famrm 7 O adl, a9 af"szﬁf%araﬁe'aﬁuaa'é

®  Date and time of Admission into ICU: .'__ AP %FDIMMIYYYY)_ __(in 24 Hrs format)
Wit /i @ g g9st gaE ot 3ty w3 A ( / HAt&T [ AT ) (qvzTgufee)

® Date & time of Discharge fromICU: _ _ /_ _ /_ _ _ _ (DD/IMM/YYYY)__ _ :_ _ (in 24 Hrs format)
e At § @% g2 T ©f 3 wiE AN ( fos / Hat&T / 75 ) (4ueegufRe)

8. A) With what complaints was the patient admitted for?
o fearfes © F9s HelH @ 931 FgrfenT famir 9
B) Since when was the patient suffering from the said complaint?
853 73 e e

8Y 3 A< fa Haw 8 THT et fF = Jfenr 7Y 7
9. Please give previous medical history of the patient:
faqur watw <t fues fofasar o fesor 56 ¢

10. Is the ailment a complication of pre-existing disease or condition? If ‘Yes' please give details.
At a1, yI= € o8 7 yTE 99 ¥ Jes 8FEr I 7 Feg ot 3 faqur fagar el

11. s the present ailment attributable to the influence of alcohol or |nt0)(|cat|ng drugs?
& TIIHS 941 T F9E HOW UET 7 sHIG eEini € ygw 5% J

12.  Exact cause of lliness: (if others Please specify)

91 T HAE 95 : (79 o8 &% Je 3T GFer g9ur &9 )
Ccmgemtal [:l Acmdental [:l Pre—emstlng :' Dlsablllty :l Others
ufgst =& dt Jar
13. ICD 10 Code: Details of Procedure/s done:
wrEtET 31 10 9 si=t argt ufgetn o faGar ¢
14. Additional Remarks by Attending physician/ Surgeon:
Bugrg ads @& ey / AIAS ©F feuufant :

15. Nature of identity proof submltted by patient:
HIH © 2 UR o3 JF Ufgas € yH'E @ U ¢
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HOSPITAL CERTIFICATE
TAUSTS & YHTE U39

16.

[ Sr.no Hospital Details To be filled by Physician/Hospital
EECGU TRUzS = fEGT TAUSTS [ STolcd o FianfT dTaT IrdieT

Hospital Registration number

TRUSTE © Udtfes &,

No. of inpatient beds in the hospllal mcludln CcU)

b. THUSS © % Ul & farEst (ot ﬁgw&

No. of fully mpped operatlon theatres in the hospital

ugr AfI3 wmEns T g A

a.

C.

d No of qualified nurses in the Hospital

) TAUS 99 tfamEodt sont & far=st
8 No.offully qualified doctorsthe hospital have round the clock
17. Details of Doctor’'s / Surgeons treated or advised %1_; patient.

FdeT / Aone = H8T gt & viH @ yaHeR

Name of the Doctor / Surgeon Contact Details
2T / AOW& 27 &H Hugd @ fa&ar

Declaration:

WHET

By The Hospital

THUS'S & g
We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. We
hereby authenticate the identity of the above person who underwent treatment at this hospital.

WH mius Hadt &% fog wHE w90 77, fa for omier gran 2o 3t ot o Treardt He Ad=3H famras wiz fepem © onid Ao
w3 BT T | Afonr Budas feniast &t ufaes aist 7iet O, fa farer feaw fer orus &9 a3 famr |

Doctor's name & Qualification:
FEEd €7 &H WiF WargT
Doctor’s Signature: Date:
FHed & JASHT
Address & Seal:
(To be attested with Hospital Seal) .

usT w3 {i® ( gruEE OF s @ enrd 3Adle de grdter O )

I:lote: All the questions are mandatory.
&2 1 AT YHS SHHE 36
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