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Critical lliness Claim Form
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Important instructions:
KLk R EECIH
. 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.
IS ARF B 7 FA1 AE T @7 SN @A A G @FEAE sRAMEEAE [{EeN 791 7791 @A A0 TFeRRFAIS @FFAT &7 i @@E
ST AR

. 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.
TASMAT HFl ARSI AT (© 92 T 4F A SN T, ACNAE WfF A FA AFE I T ST T e WS T J7 T@eAT A S [ i T @ae
@ET TR @ FaAfd 6% MRE @A w@ A5
. This form is to be filled in completely in BLOCK letters.
98 TN AT T JeRIHA 7 IR APE
. Please Counter-sign where amendments/alterations are made in the form.
TR FE TN ATT TTAHAT / FAA FAT &R CR IR© FIGHR B IIF|

. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
SER T AT TGS [/ § S9N S0/ ERIEe A1 TNEDRE a9 TSR]

. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
T SHRAT T AFOAT TRES IR Py 66 TRHT M FOET I 3% T @Redeare o 7 M|

Section A: DETAILS OF THE LIFE INSURED

T A: 7 FaT Stgaq Hgq
Name: Age:
q: ERER
Address (Current Residential Address):

B (I I IR 27T B

City Pin Code State

F59 e @S EIN)

Contact Number: Landline /Mobile

SIS S TSR / TR

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

2ER S I F./ TH 60:

*Aadhaar No: [X IxIxIxIxIxIx[xT TTT] *Only last 4 digits to be mentioned.
ST TIT: *@FT IARH 4 B ImF SEN FI9

Section B: MEDICAL HISTORY OF LIFE INSURED
=TT B: AT FI7T Naax fBfFssT oz

Name of Illiness/Disease/Injury Sustained:
@A @SR YT/ SMETeS A:

Symptoms:

T

Duration of symptoms: Date of Diagnosis:
THEET T R oy

When were these symptoms first evident/occurred:
9% THT T @OTT GAT AR/ SR

Date and Time of Admission Date and Time of Discharge
% @A oy A T AFE Oy oy

Name of hospital:

[SEIEIgRERICH

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

Jfeee @BIE AEMAT a@: oew G @ O 23 O av3 (3@ o3 feed bGw)
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CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP

[ [b(d GICLTEEIIERIEICRE k)
Policy number(s) , , , , Company Seal &
AfTSt T=I(CTR) Stamp with Date
Name of claimant and time
Branch name & code e @rETaT
AT I A F1S (12T A B
Date: Employee name & Code
Sifa: FACTRT a1 A FTS
Documents [ original Policy Document [ claimant’s photo identity proof [ Family physician certificate
Submitted: areet Afest afy @3N FEIO1T TET AT AfaETe fofFsseeas aemaTa
Afarsg wIfder a9
FET = [ cancelled cheque / Copy of bank passhook [0 Attending physician certificate
@ (CFNIAF MRJF AfSTAT fofFenr a7 fofFswss sorasa
[ PAN Card/ Form 60 of the nominee [0 Mmedical Documents (if any) [ All past medical records for any treatment taken

T FTE/ AETAS ST 773 60 et Jfysa (qft anw) T T fofF ST TF e GfewT @ 6

[0 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge
summary, indoor case paper
HIT 79T @19 TSR g fBfFssim wo=g+f @forw @F6, a1 NFET ARSI Foenb, o= s,
2R G (F= (7T
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.
2% fERteTs e @R arg fTend 3 77 TN @A @3 AETEIaT T e @ e wfsfye afiea, swrfs ey
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Nature of lliness and Habits
@IE 7P A ST

Date of diagnosis of Illiness
@erE BFST g wifdy

If yes, Duration of Consumption

I W, @@ I FR ¥FT THF

[0 Hypertension [0 Diabetes O Asthma 0 Heart O Cancer
TE 35 O TTARR rfa R @R
O Tuberculosis Other....
OO Smoking O Alcohol 0 Tobacco 0 Drugs
ERKIE] ATFE BT REC]

& Quantity Consumed
g axed FAT AR

Information about the Critical lliness (Please tick the illness diagnosed)
WFh AT (19T [T OAT (o =R /il 721 @6 ks v99)

[0 Loss of Independent Existence
RS OIE CNHAT I Y @E@IET

[ chronic Lung Disease
wfie 8wET @1

[0 Heart attack O cancer [0 CABG (Coronary Artery Bypass Surgery)
T @IS TF Rafdfs (FUE AGT TR FIETR)
[ stroke O Apallic Syndrome [ Benign Brain Tumor
@ afifes feews @RSt wergE foTIF
[ Blindness [ Brain Surgery [ coma
EEx AT ISR 0
[0 End Stage Liver Disease [0 Heart Valve Surgery [0 Major Head Trauma
o3 THET frew @ TN TF G S I SMHT®
[0 Angioplasty [0 Major Organ Transplant [ Paralysis
adTafe Sfoa SRSt SRETTA [GISRIRIXY
O Aplastic Anemia [0 cardiomyopathy [ Deafness
asfes afafiar FRETIT AR FNCME A
[0 Parkinson’s Disease [ Poliomyelitis [ SLE with Lupus Nephritis
AIFFTT QTS stferer sTAffR o @FfoRs oo avamR
O Primary Pulmonary Hypertension [0 Muscular Dystrophy [0 Multiple Sclerosis
MAF MTT @R TS IF TIT EerE BB ARG FEI fow
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
o ST @IS e fowfew @rst I F°F @EIET
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
FoA FFT @@ AR @TST 28T51F BT
0 Major Burns [ Terminal lliness [ Loss of Limbs
Sfod o1 CTaT B @rsr e-8R @@EET

Section C: PAYMENT — NEFT

=t C: AT - 99396

Bank Account no:
&F AFIOH AT:
Name of bank:
@FT A

IFSC code:
M2.a%.a%w. 5. @5

Section D: DECLARATION & AUTHORIZATION
=TT D: BFT T9IA- Tu9F

| 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.

E TER WX @Rl R0 @ 87T [ R ey oN1 WA A OF ARTEE @19 TE1 AFR 0 @& a3 N JF N @ 9F T T [ FE(© AT AT’ T
TG ¥FT A @A 58 TIR @ AT T T 7EAR MR R BfFlve w7 a1 ffFlAen 257 aqEme s 7 fuafl @bt 4 4@ S 39 Qe 31 Twe 6
AT @ RS T @59 oTTTE oW @G FEAT TAtre afeer A= FEfT 7y Bl wiEE

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.

TX/AM TMT TR F© FITT FAF AN HAdARF MRHF @IFFT 35F0 ¥FT AR/AMT T @ J[fFTe A VIO oW FIWNT OV TIFTT FRIE S@EWS  FwTT
FEA® (WA 9} WESE ¥FAT I8F I @EIT I (@R 8F) TS W AI9E I NE @@ [feTe/ afcdaTe/Haay @cmivy e WIS & I3 ToE
YRS, @@ R3FE, W APEE amRH, ©@WF Aq 29fE, WA/ EOEE, A% @ afFm st MAfeIE oAy SSIprE. |

Signature/Left Thumb impression Date
AFI/A8Ted oI AMEFE B RIEEY

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)

o 3 Ew @3S S 7 T4 Bfesas TaT @= AT (@ AqAEEE T7ATT SINIF 76T WF 28T TNTe I FOwT TEw @I
Hofyd T / ITHA FAT 2T, (O (F39)

| 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.

MR WE TR @R FE @ MR FHET IR @R TRAe e FAEE FEFEeE @8 I O SR1e T /R el (1R FNEE @38 T [ TRE I @HFEeN
TR @A 3T O PIE TQEIER @6 9 &R OF IPIIEHR FPFEeN TNe @3 TF & onane A T = g o @8 ffte 7@

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

A I qNTEe AR FNEE @ T Feme 3R G o e SERe FEE O e @Y AE W J§E WX OPARer 3R ke

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
Praafy aribanes 3foar igEs @A Mg s,
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Date Place Signature of the Declarant/ Signature / Left thumb Impression

iy = Witness Claimant/ Nominee
EEFIS/ ST THT AHI/AETEF FpI AR MBI FRF@ETST/ Al

Name of Declarant/ Witness: Address of Declarant/ Witness:
AR /ST T AET TS
Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
EFRFR/ T @ R AFAFIS/FT B T_AwET T
Date: Place:
oI KIGH

Mandatory Documents to be submitted along with this form:
9% T TS AT foF T wIES:

. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
fofFstea nasta (AfRTEE BRFsws a1 e ¥ =1 fffFTss f@n) f1 a7 {7 abTRes e webe TE S

. Discharge Summary confirming the surgery undergone
AR FEEG! e Fa1 6 sraT

. All past medical records for any treatment taken
Tz F97 AT BfFTT T TSted TN G @F6

. Cancelled cheque / Copy of bank passbook
@G 6F/ @& P AofeirT

. PAN Card/ Form 60 of the life assured
o IS / Siea fafse I 773 60

. Current address proof
FOTAT BFAR =A

. Photo identity proof
S AREIT T

. Hospital Cash Benefit Claim Form to be attested by concerned doctor
e F5m Mered Wt B R ffFTes 5@ Jenfie ¥ M

. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
/S 3we M @ET T GEe @RI I YOI THT SEA© FI ZR ©F THMET & FIT @S 7T

Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
Fems:- 3 T F6 & IR B B oW WA FE@ @@ IqEET K ANEF TIIF W b 5 IMF oo INF
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