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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, Karnataka. 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 1st Floor,
Techniplex -1, Techniplex C lex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203
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Disability Claim Form
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Important instructions:
& WILD T 6aT § 360 61T

To be completed by the claimant in BLOCK letters

2 _feow Csr@mueuyred Guiflw sTpsdgdhseflsv Blriiuine. Geauesr @b

Please answer all questions, use “Not Applicable” (N/A) as appropriate instead of leaving it blank. Countersign where amendments/alterations are
made in the form.

Bwey OFiIg emaTSF allerTéseEns@w alleweaflssab ur@sswrer @)L ksaflls QaupplLrs al@ausn@Ll uglers
“@urmpbsailsens” st GO a)b. @)bs Ligeussled Smssniser O i’ Gerer @)L Biseaflsd G@eoriiib @)L ajLb.

Witness signature is mandatory. Witness should be a Gazetted Officer/Notary Public/Magistrate or Person of local standing. CLAIMANT SHOULD
SIGN ON ALL PAGES AT BOTTOM
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The filling of this claim form is not to be construed as an admission of liabilities of our Company. No agent has been or is authorized to admit any
liabilities on behalf of the Company.
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Please submit the form & the requirements at the nearest branch office or the address mentioned above.
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Early and complete submission of requirements would enable the company to process claims at the earliest.
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CLAIMANT DETAILS:
2 fenw Carmueuflsr aflairsissir:

Name of the Insured:

STUTH Qi Leuflesr Guwir:

Address:

(psHeuil:

Contact No.: E-mail address:

QB TLiTL] eTevOT. LOGHTERT EH &6V (Lpds6uil:

Bank Account Number of the Claimant*:

(favoring which the claim cheque is to be issued)
2 Meww CampLeulsT eukid sHewrd @, sTevr

(2_Mewio Carrev HTCFTeMeV supBIsSLILIL. Coussrrigweuiflesr GLwMeL 2_sTar He6wrd )

Name & Address of the Bank*:

sumduflesr Quwir & waseuli:

DETAILS OF THE DOCTOR/HOSPITAL TREATED THE INSURED FOR DISABLITY:
Fallr CrmilsaErs sruf@h QFintiug L oumsE AfFams oafis wESsiauT [ wESsie wensrulleT afllaurtiser:

Name of the Doctor:

L (hdgleumesr Guiwii:

Name of the Hospital:

L (HHSEBLD HSGIeu eneTUleT GLiwii:

Address:

pseurl:

Contact No.: E-mail address:

QB TLiTLy 6TevOT. LOGITERT EH&F6V (Lph6uitl:

SPECIFY WHICH DISABILITY IS APPLICABLE (List as per Policy Definitions):
6T @lwevreniy GBS sLomesrg) erarml GO eyib (LTedlerd sushrwenpuilet Lig L 1qu1ed

O Loss of sight of one Eye O  Loss on use of one Limb O  Loss of sight of both the eyes
(h SHevTewstledT LrTeneat @)pri] S SuwGHler LweTuT® @)Ly B\ sevwTHafleT LTiensy @)L

O  Loss of Hearing O  Loss of use of two limbs 0O  Loss of one limb & loss of sight of one
G glmeir @)piiy @) eumwBiIseafleT LweTuT® eye

O Loss of speech and hearing Grpiiy 20 é!mm"‘j’g’%ﬁ “'“6?”“”@ iy
Guaib wHmib CsL_ G Flmesr O  Loss of Speech w;p@.;m PO ST LT eu
Gy Guarid Fpsir Gipriny iy

Note: In case of disability due to Accident, kindly fill additional Doctor’s Certificate available for Accidental Disability
S LI5S HTTeRTLONS 29T60TLD TMLIL g (BHST6L, LIS/ BT TTLONS TDLIL L DTGTSHD &S BIeWL_GLD I (BIB6V FITOTIIBLI BN
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Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (10:00 am to 7:00 pm) OR Version 2.3/Feb'24
Write to us at indiaservice@pnbmetlife.co.in ugiy 2.3/ Aoreuf'24
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DETAILS OF ACCIDENT:
afllug gl afleurbiser:

Cause of Accident:

allLiGFeiT & TrewriD:

Date of Accident:

allugg) plaphs:
Is FIR lodged: 0 Yes 0 No
FIR ugley Qauwiiulc Beirergm: ) 3)svemev

If “yes” please attach the copy of Accident:

‘10" sTerflev Hwey QFiig alLGHT o (h hHeWeV (3)eWenTd 6 LD

HISTORY
QIrsOTMm|

Date of appearance of first symptoms:
Y3 PGPl Gararhlu Gagl:
Have you ever had the similar condition in past: O Yes O No

Biigs6T 3)C%5 Y PlGHlsamer g @S P55 BleweVenil &HL_bs HTVSHlV sTLICUTSHTouGI ClaTewTiy hhSTHeTT:  QYb  [GF)sVewev
(If “yes,” state when and provide details):

(“op1d” sTesflev Fuwiey CQFIgI QLSS 63(h BV (3)eM6mTdhHaLD):

PRESENT CONDITION:
SHBUTSW Blemev:

Present symptoms:
SHCBUTewS W B GDs6i:
Findings (include results of current X-rays, ECGs or any other special tests):

SMTLMG6056T (HBLTmSW 61dh6V -Créser, rddlser 9vevgl e78sead LIp ApLiyl ufGsTgemersst GUTaTDauDMIET LpLgeydemar

2 66T &&6yLD):

TREATMENT:
Adsens:

Date of first visit to Hospital/Doctor in this regard:
@51 QBTLTUTS WSS We6sTdhE /WHESIUTL D PoH6d aumens Lfhs Cagl:
OP Number/Hospital No/Indoor Patient No.:

Gleuafl Grrwime etevst /D(HSGI0 LewerT sTervt [ 2 6T Gpmwimef] srevor:

Date of last visit: Frequency of visits (Weekly/Monthly/Other):

soLAWTs aumpens Llhs Csd: umemas Lflujb srev @ewL_Glsuaf] (surrib/wmsid/wHmenen):

Date of Last examination:

sewLdwrs ufll@srgléssiiu’_ L Gagl:

PROGRESS:
peTGaTHMLD:

O Recovered O Improved O  Unimproved O Retrogressed

(&ENTLOEDL_[BGI6TONTIT (LpeTEITHM LOEDL_BGI6TerTT T (psTGarHm o6 L_wieilsVem 6V GurFwenL_pgisTenTi

DECLARATION:
rsL_surip:

| do hereby declare that all the above statements are true and complete. | understand that in furnishing claim form PNB MetLife has not admitted
liability or waived any of its rights. | 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 regarding my state of health which he/they may have acquired whether before or after the policy was
issued by PNB MetLife.

GuoBev euBISLILIL (HETOT W EBTHEId Fon DI EHLD 2_630T6W LOWITEITENEY LOHMILD (L (LYSHLOWITETEW6U 6T6IT M BT 6T (F)SH6dTeLpsvid o mygluterld S Cmedr.
o fleww Casrysv uyeusens PNB Metlife s swinilsse starug 9@ Qurmilisnu ghms6sTarerGaur g o6 TCSeID
o fewwsmars searepLiy GFinuGar G)sene sTaTLemg BreT LM baQETarEGmeir. TGgamId 2 L sUbevs Gswmey jsvsvg Gnrit PNB MetLife
9460 LTedlend aupBISLILBUSNE, (WPTOTT THUL L ST 6L6VG LTI THULL ST 6TETLINSS FnMIDLILG STTERTLOTS 6TETENETd 5%6U6sIdhd
vevg LfGeTss svevg AdldFens eaflds WHSSHIUT 6Taargl 2 L VBlemeL QST TUTES eui CETasrBsiter s7CHeID ailaguwibisener
H|6VVG HHaUVBMET GleualILBSSHIISD S |BISSTTID H6afldhsEmer.

I/We hereby further consent, and duly authorize, PNB MetLife to use, store, share, transfer and disclose any of the personal and sensitive information
of mine/our collected or available with PNB MetLife (whether contained in this document or obtained otherwise) which may include but not limited to
my KYC documents to any individual / organization / entity associated or affiliated with or engaged by PNB MetLife, including reinsurers, claim
investigative agencies, vendors and industry associations/federations, for the purpose of processing this claim and / or for providing subsequent services.
PNB MetlLife @sv GeasMasiiu’ i gsvevg PNB Metlife @lev SlewL ssl@Qumin (@)hs psusnrssled o starsr ojsvevg Coumiallsiorst
Qupliu’L_sneu) ersiTeniewLwisThigeafsit Sesfliu’ L wHMID WoHSEwWLTeT Fsauvsmar LweaTuBSS, CFllés, uHr, wWrHD WHMID
Qeueluieusn@ PNB Metlife-sg Gueauid  liysesrstdl@omrd whmid yeopwrs uEsNsSACDTL. @hs o MewBsrrenss
QFwouBsgId Crrésssimsrs wMETUT L Tarissr, 2 MeawCasrred allFrrenent wWohemwaser, alDusnaTwrerisst wHMID CFTifled
FhisBIs6T gl Lenwiiyser 2 1 uL PNB Metlife o_1sir Qariirysnw ojsvevg) G)enanthg Sjsvevg mELUGLD 6ThgCleur | sesflibuii [ ey

| Bmisusirg @i stergy KYC g euemrmisenar 2_sirerL_dd&lull méseomrid. 9jvevg BSS0ES CFenausenar suLphi@ousnHETs.

Signature/Left Thumb impression of claimant: Date:
2 fleww Casmmusuller enswriiu / @)L g Qu@mailrs Crens: G
Name & Signature of Witness: Date:
Fri_fufer Quwir & ep&sQuirliui: Gag:
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Address of Witness:

Fri_fuiler wpoHeur:

Official Seal of the Witness:
Fr_fullet QeieusFHTeT pdhsleny:

Note: Signature in Indian languages must have their English translation written beneath. Further the claimant signing in the Indian language should
give a declaration in the Indian language that he has understood the contents of the above form fully and properly as explained to him in the Indian
language by an English knowing person who shall also sign to the effect that he has fully explained the contents of the above form to claimant.
Goi Qusw Curflseafley o sdrer ensewriiuniseflsst 9 migle CLTAGLWTLIL FGY eTwsIL_1ghEs CausntBb. Gaib, @)bHlw
Curfluflsd swasQuirtiLlfl@n o fepwGsTmueut, kg Csflhs ¢meur eumsbse @bHw Curifluiley allardsalusreruiy G
LG euSSBl6T 2 6T _d%dhens (LPppswwrasad peopwrsa|n yflbsi6sras_sres @hsw Curiflulsy o midlewryfl oeflss Gsusnr(Bib,
Guaih jeui CHEHTL LilgeushsleT o sTerL_dasmigsemer 2 flenwCasrmualHed@ pUpewWTs allerdslulsTersraan enagseuwmiiubl
Goussr(HLb.
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