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Important instructions:

ik b UlGECH

. 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.
ATTATS TEQTAS o AT 9Y g GTAT IO T STHT FA HT TIHAHT 5 TEd G 9T T AT TR Tl AT SIo| Fheft wsie/meadt gear
T ST T S & AT TR F % forw srfega gt AT @ 2

. 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.

AT AT TEATASI o T TH B T ol STHT HLAT, Star o F= 7 12 §, 38 srae aver 7 9oir & SEiierd Fed § 9e09 90| =898 7
TS STLIT ITAT BIH STHT F 3T /AT AT TEATAST T STAT Tl FE & HT00 T o6 THeneor 7 et off 38 & forg e /gt grm)
. This form is to be filled in completely in BLOCK letters.
TH R BT a2 AL qe 7 oy s 2l
. Please Counter-sign where amendments/alterations are made in the form.
W H e / TREdT & T 9 F9AT Tiagedrea] w0
. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
TSIt sty /A afeas / afege v v vg ¥ =xfte i aneft gearae afvard 21
. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
A ATEF & (Aoeaw e Ftad § a7 ST 99 I 6B i Tl srasaware w1 ST w0
Section A: DETAILS OF THE LIFE INSURED

FaTT A: it =afe ¥ e

Name: Age:

qTH: EIRH

Address (Current Residential Address):

TAT (ATHTT T TAT):

City Pin Code State

TET fowwre T

Contact Number: Landline /Mobile

U Fa: ASATET JarETE

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

et T A Feg/w 60:

* . * . . .
Aadhaa.r No: | X | X | X | X I X | X I X | X I | | I | Only last 4 dIgItS. to be m?ntloned.

*SITETT AT AL 4 3 TS HiL

Section B: MEDICAL HISTORY OF LIFE INSURED
Fgam B: fifag =afke #7 R sem
Name of Illiness/Disease/Injury Sustained:
EreeRTene ST HT 9719
Symptoms:
&I
Duration of symptoms:
TN T e

When were these symptom:s first evident/occurred:
£ TR TEAT AT F4 THhe gu/fems 7w
Date and Time of Admission

yaw #it ffr s 7wy

Name of hospital:
STEAAT Rl ATH:
Have you ever had the similar condition in past: O Yes [ No (If “yes,” provide details)

Date of Diagnosis:

e 6 fafan

Date and Time of Discharge

el &7 fafer siw awT

F7 syt eft oft el 7 Ut S Rafa @ &: O et O 7= (@R “gf,) a1 e wwm #1)

S F<< P
CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
T fard srfdedipha o=t
Policy number(s) , , , ,
giferft deam() Company Seal &
Name of claimant Stamp with Date
FTETHRAT HT AT and time
Branch name & code Fot Fit dier iz
AITET T ATH X FE 7R femm ofx
Date: Employee name & Code T F 91T
fei: FHATEY 7 T S He
Documents [ original Policy Document [ claimant’s photo identity proof 1 Family physician certificate
Submitted: T qiferft Tearasr FrETHAT T HIT T THTT qrianiie frfere Fr T
TS AT T [ cancelled cheque / Copy of bank passbook [ Attending physician certificate
T e e e / & Tags A Iy TgwTaRat e T ST
[ PAN Card/ Form 60 of the [0 Medical Documents (if any) [ All past medical records for any

nominee e swamaw (afe w1 ) treatment taken

& e/ =i T =1 &1 B ety <ft So=me S forg fre sy

60 Aftwe Rals

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

ar$ 7 AT F Rar sl ST gt R R sfa aft eonests Raide Ret aade wEr
ELEE S

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.
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Nature of lliness and Habits Date of diagnosis of Iliness
FATE F e 7 wghRr e fr Rt
[0 Hypertension [J Diabetes [0 Asthma [0 Heart [ Cancer
ITHFATT HYHE ST =T Fav
O Tuberculosis (0] 1T
T (S[ECFA ) 2 L
[0 Smoking O Alcohol [0 Tobacco [ Drugs
LT 9T T T
If yes, Duration of Consumption & Quantity Consumed
73 gf, ¥a T srafy TE o A 7T

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

T S F are & S (Foar e f 1€ S 9w R )

[0 Heart attack O cancer [J CABG (Coronary Artery Bypass Surgery)
R wrda FT CABG (RTTFTEY 4wt aTuTe asi<y)
O stroke O Apallic Syndrome [0 Benign Brain Tumor
= wifers fgm HATST 3 =AY
O Blindness O Brain Surgery O Coma
e e At
O End Stage Liver Disease O Heart Valve Surgery O Major Head Trauma
[0 Angioplasty [0 Major Organ Transplant O Paralysis
O Aplastic Anemia O cardiomyopathy [ Deafness
FeeATiees THTEET ENIERIEIDIERTY TR
O Parkinson’s Disease O Poliomyelitis O SLE with Lupus Nephritis
RS T TRE e T A § S TR
O Primary Pulmonary Hypertension [0 Muscular Dystrophy O Multiple Sclerosis
AT TR 37 T FEpere et TedITer SRR
[0 Motor Neuron Disease [0 Medullary Cystic Disease O Loss of Speech
BIRIE I BRI PR REC B Azt faftes Rsher T SR
O Kidney Failure O Alzheimer’s Disease O Surgery to Aorta
TS T Tt FTEHT T wETere Y T
0 Major Burns [ Terminal lliness O Loés of Limbs
ey e sz
[ Loss of Independent Existence [ Chronic Lung Disease
AR TITAT F FH TET AT S0 T

Section C: PAYMENT — NEFT

AT C: AT - A5

Bank Account no:

& GTaT HEAT:

Name of bank:

& T AT

IFSC code:

ASTHTEHT FIS:

Section D: DECLARATION & AUTHORIZATION
AT D: =19 S wrieR

| 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.

H TIETT ST FAT/FAT g o6 ST aft w97 9 & i I07 & 997 72 13 57 0 & gy off GO 7€ AT § A7 A7 AE1 6T AT @) qH 97 ara
#T wae g & mar wiF e ¥ & froadt deeres T gifedT & qga ff s s w=hew 98t fBFar g ar G sfetee 1 sftomr a8 G g &
TagTT Ferfeheass AT sreqarer e #wr freft Tr A S i Stiw Y & ar ST AT & S8 AT wEre i S=e T A1 AT F 1 The FO AT TS e
% forw srferspa Far g o Sae fiuae feare 7 aiferdl & e ar are | grta T an

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 /
organization / 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.

HegH TTETRT TAAT TgHT 2 T ALiegAT T At o garamsefier STt Sit uaet JeedTew ZTer Shiord ¥ T2 g1 AT I I ITqH 21 (AT T
FAAgAEET # RRT 87 37 s=g ww &y v T 2n) Pred FuAd’ Aedrsw T qrag 47 39 517 A e srieeasredese Sad qae Al

(REea), =TaT St TSR, SETIETar i s Saehe T ATH § &7 30 a9, AGaET I FIarel H ALl dAqad] Gari Sqerse HLd h
orw, e 2T e & Soaer a3 ff anfoer €, [Rw Tw Farset awarey off oo 27 9 8, T STANT 3T Yhfed Fe o et Jearss &7
TTTErha e &

Signature/Left Thumb impression Date

TR &40, ]S 1 AT EuIc

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)

T AT e BRF W e = Re g s (@ AT S ErET e srde e & e A & sregsanET T T )

| 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.

F g @ Frarewdt § 5 &9 i A arar o i fFreeg F aw F qrErnat S8 g9 § o arelt 9Ty § @ avg ¥ awsn A g
IHF I QUi qe o 1w & i ararshdt gy 4 TS gEATet F A ST RS R T € i SO IRt g U 2 S JTarehdt g i a%g

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 C lex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203
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e U E S gy fr )
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

W ST FEATAST 1 AT G T AYE | SEATS S T 2 S A At it avlt i O a3 § g6 o § i yeartad wee & o ghe qee

Date Place Signature of Declarant/ Witness Signature / Left thumb Impression Claimant/
LG T HTIUTHATETATE & FEATET Nominee
FEATER/T A3 kT 9T araehett/ ATHT
Name of Declarant/ Witness: Address of Declarant/ Witness:
TR TETATE T ATH: TR TEATT T IaT:
Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
FTIUTRATE] ITATE T T Aa<: HTIUITRATY TATE & HTT TSI T Haer:
Date: Place:
AEGIED T

Mandatory Documents to be submitted along with this form:

T I % A T g S A st s
. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
Frfereere =1 o (arRETes i ar Terst we arer R 1) At e sgs sueery e §
. Discharge Summary confirming the surgery undergone
f¥ T T T IS A ATt RE=TS qrqer
. All past medical records for any treatment taken
Tge FLATy T Rt off Su=me F gt afewa R
. Cancelled cheque / Copy of bank passbook
TE WH/ §F ATEEE T FHA
. PAN Card/ Form 60 of the life assured
& 1< | fifa =fe #1 wid 60
. Current address proof
FAFTT T FT THTT
. Photo identity proof
HIET TEAT ST
. Hospital Cash Benefit Claim Form to be attested by concerned doctor
FEIAT oha AT ITAT B Fetera Sihersh g qeantud gHT A1
. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
aTETEATS VaGPHY: | 9T 14t & forg arar F=ET d19e 0e7 & 719 § I g1 o7 fRufa § araem & srqare o

Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request

12~ R STRrer 3 | FATEHT (KYC) THIOT 36 T H ST FTE THT 36T AT & A7 FHAT ST AT 6 Tg 8 37t 7 fyam &

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,
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