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Write to us at indiaservice@pnbmetlife.co.in 
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Version 2.2 
kf]ÕV 2.2 

 

Disability Claim Form 
RRv-W-s|-¾]-jO-ç R„p]U SlLrU 

 

POLICY NUMBER / SkL -t]-y] jÒ-¡              
Important Instructions: 
NkiL -j j]¡-SÇ-w-°-¥:  
To be completed by the claimant in BLOCK letters 
R„-p]U DÐ -p]-¨O-Ð v|©] CU…} -xV vs]-p Aƒ-q-°-t]-¤ kP¡ -¾} -W-q]-S¨-º-fV  
Please answer all questions, use “Not Applicable” (N/A) as appropriate instead of leaving it blank.  
hp-vL -p] IŠL S\Lh|-°-¥-¨OU D¾-qU j¤ -WO-W, Wt-°-¥ wPj|-oL -p] v]aO -Ð -f]-jO kW-qU AjO -SpL -^|-oL -p v]iU  “mL -i-W-o-Š” (N/A) IÐ -fV Dk-SpL -Y] -¨O-W- 
Counter-sign where amendments/alterations are made in the form. 
SlLr-¾]-¤ oLãU vqO -¾-¤/f]qO -¾-¤ ja-¾]-p nLY-°-t]-¤ SoRsL -ÕO vpV¨OW. 
Witness signature is mandatory. Witness should be a Gazetted Officer/Notary Public/Magistrate or Person of local standing.  
yLƒ] -pO-Ra KÕV j]¡ -m-Ì-oL -eV. yLƒ] KqO Yy -ã-cV KLl} -y-¡/SjLŸ -r] k‡]-WV/o^]-yVSNaãV ARŠ-Ë]-¤ -NkL -Sh-w]-W-oL -p] of]-ÕO-ç B¥ Bp] -q]-¨-eU. 
CLAIMANT SHOULD SIGN ON ALL PAGES AT BOTTOM 
IŠL Sk^O -W-tO-Ra-pOU Aa] -p]-¤ -R-„-p]U DÐ -p]-¨O-Ð v|©] KÕ] -Sa-º-fL -eV  
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. 
CT R„p]U SlLrU kPq] -Õ]-¨O-Ð -fO-RWL -ºV `-°-tO-Ra WÒ -j]pORa mLi|-f-W-¥ yÚ-f]- -̂fL -p] kq]-Y-e]-S¨-º-f]-Š. WÒ-j]-¨V Svº] mLi|-f-W-¥ -J-R-ã-aO -¨L -jL -p] JRf-Ë]-sOU J^-£]-Rj ARŠ-
Ë]-¤ AUY} -WQ-f v|©]-Rp J¡-RÕ-aO -¾]-p]-Ÿ] -Š.  
Please submit the form & the requirements at the nearest branch office or the address mentioned above.  
Jã-vOU AaO -¾O-ç wLX-p]-¤ ARŠ-Ë]-¤ -oO-W-t]-¤ kqL -o-¡-w]-̂  v]sL -y-¾]-¤ hpvL -p] SlLr-vOU, oãV Bv-w|-oL -WO-Ð SqX-W-tOU yo-¡-Õ]-¨O-W. 
Early and complete submission of requirements would enable the company to process claims at the earliest. 
-WL -s-fL -o-yU WPaL -Rf-pOU kP¡-e-oL -pOU Bv-w|-oL -p Sq-X-W-¥ yo-¡-Õ]-¨O-W-pL -Re-Ë]-¤ -R„-p]-oO-W-¥ INf-pOU SvYU kq]-Y-e]-¨L -¢ -W-Ò-j]-¨V yLÈ|-oL -WOU. 
CLAIMANT DETAILS: 
-R„-p]U DÐ -p]-¨O-Ð v|©] -pO-Ra v]w-hLU-w-°-¥: 

Name of the Insured:   

^}v-¢-q-ƒ j¤ -W-RÕ-Ÿ v|©] -pO-Ra SkqV:    

Address:   

-v]-sL -yU:    

Contact No.: _________________________________________ E-mail address:   

yÒ-¡-¨ jÒ--¡.: _____________________________________  C&Rop]-¤ v]sL -yU:   

Bank Account Number of the Claimant*:   

(favoring which the claim cheque is to be issued) 

R„p]U DÐ -p]-¨O-Ð v|©] -pO-Ra mL -ËV A¨T -ºV jÒ-¡*:   

(R„p]U R\¨V j¤ -W-RÕ-Sa-º Bv-w|-¾]-Ss-¨V) 

Name & Address of the Bank*:   

mL -Ë]-R£ SkqOU v]sL -y-vOU*:   

DETAILS OF THE DOCTOR/HOSPITAL TREATED THE INSURED FOR DISABLITY: 
RRvW-s|-¾]-jL -p] ^}v-¢-q-ƒ IaO -¾ v|©] \]W]-Ã Sfa]-p ScLWVarO -Ra/BwO -k-Nf]-pO-Ra v]w-hLU-w-°-¥: 

Name of the Doctor:   
ScLWVa-rO-Ra SkqV:    
Name of the Hospital:   
BwO-k-Nf]-pO-Ra SkqV:   
Address:   
-v]-sL -yU:   
Contact No.: _________________________________________ E-mail address:   
yÒ-¡-¨ jÒ--¡.: _____________________________________ C&Rop]-¤ v]sL -yU:   

SPECIFY WHICH DISABILITY IS APPLICABLE (List as per Policy Definitions): 

J-fV RRv-W-s|-oL -eV mLi-W-oL -p-Rf-ÐV v|© -oL -¨O-W (SkLt] -y]p]-¤ j]¡ -v-\]- -̂f-jO-y-q]- V̂ kŸ] -W-pL -p] j¤ -WO-W): 

 Loss of sight of one Eye 
KqO W¹] -R£ WLuV -\ jì-RÕ-a-¤ 

 Loss of Hearing 
SW¥-v] CŠL -fL -W-¤  

 Loss of speech and hearing 
yUyL -q-Sw-x]-pOU SW¥-v]-pOU jì-RÕ-a- -¤ 

 Loss of use of one Limb 
RRW-WL -sO-W-t]-Ss-Rf-Ë]-sOU jì-RÕ-a-¤ 

 Loss of use of two limbs 
-qºV RRWWL -sO-W-¥ jì-RÕ-a-¤  

 Loss of Speech 
yUyL -q-Sw-x] jì-RÕ-a-¤  

 Loss of sight of both the eyes 
CqO-W-¹] -R£-pOU WLuV -\ jì-RÕ-a-¤ 

 Loss of one limb & loss of sight of one eye 
RRWWL -sO-W-t]-R-sL -ÐOU KqO W¹] -R£ WLuV -\-pOU jì-RÕ-
a-¤ 

DETAILS OF ACCIDENT: 
Ak-W-aU yUn-v]- -̂f]-R£ v]-w-hLU-w-°-¥:  

Cause of Accident:   
Ak-W-aU yUn-v]- -̂f]-R-£ WL -q-e-°-¥:    
Date of Accident:   
Ak-W-aU yUn-v]- -̂ f}p-f]:    
Is FIR lodged:   Yes   No 
IlV RI B¡ yo-¡-Õ]-ˆ]-qO-SÐL: -D-ºV CŠ  
If “yes” please attach the copy of Accident:   
DºV I-Ë]-¤ hpvL -p] Ak-W-a-¾]-R£ SqXpO -Ra KqO kW -¡ÕV KÕU S\¡-¨O-W:   

http://www.pnbmetlife.com/
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HISTORY 
\q]-NfU  

Date of appearance of first symptoms:   
Bh| SqLY-s-ƒ-e-°-¥ Nkf|-ƒ-RÕ-Ÿ f}p-f]:    
Have you ever had the similar condition in past:   Yes   No 
-j]-°-¥-¨V yoL -j-oL -p Av-ò oORÒ-SÕL -Ru-Ë]-sOU DºL -p]-ŸO -SºL:  DºV  -C-Š 
(If “yes,” state when and provide details):   
  
(DºV I-Ë]-¤ ISÕL -uL -Re-ÐV v|© -oL -̈ O-W, -v]-w-hLU-w-°-¥ j¤ -WO-W):    
  

PRESENT CONDITION: 
-j]-s-v]-Rs Av-ò: 

Present symptoms:   
-j]-s-v]-Rs SqLY-s-ƒ-e-°-¥:    
Findings (include results of current X-rays, ECGs or any other special tests):   
  
W-Rº-¾-sO-W-¥ (j]s-v]-Rs IWVyV&SrW-tO-Ra, C.y].^]W -tO-Ra A-RŠ-Ë]-¤ oSã-Rf-Ë]-sOU NkSf|-W k-q]-SwL -i-j-W-tO-Ra ls-°-¥ D¥-RÕ-aO -¾O-W):   
  

TREATMENT: 
\]W]-Ã: 

Date of first visit to Hospital/Doctor in this regard:   
CfO-oL -p] mÌ-RÕ-ŸV Bh|-oL -p] BwO-k-Nf]-p]-¤ SkLp-fV / ScLWVaRr Wº f}p-f]:   
OP Number/Hospital No/Indoor Patient No.:   
K.k]. jÒ -¡ / BwO-k-Nf] jÒ-¡ / NkSv-w]-Õ]--ˆ SqLY] -j-Ò-¡:   
(Date of last visit: ___________________________________ Frequency of visits (Weekly/Monthly/Other):   
A-v-yL -j yÎ-¡--w-j f}p-f]: ______________________  yÎ-¡-w-j-°-tO-Ra BvQ-¾] (Nkf]-vL -qU/Nkf] -oL -yU/oãO -ç-v):   
Date of Last examination:   
-A-v-yL -j kq]-SwL -i-j-pO-Ra f}p-f]:    

PROGRESS: 
kOSqL -Y-f]: 

 Recovered  
yOX-RÕ-ŸO 

 Improved  
Ro -̂RÕ-ŸO  

 Unimproved  
Ro- -̂RÕ-Ÿ] -Š 

 Retrogressed  
oO-Ò-S¾-¨L -¥ SoLw-oL -p] 

DECLARATION: 
NkñL -v-j: 
I do hereby declare that all the above statements are true and complete. I understand that in furnishing claim form PNB MetLife has not admitted liability or waived any of its rights. I hereby authorize 
the physician or hospital who has atten ded 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. 
oOW-t]-Rs NkñL -v-j-W-¥ IŠLU yf|-vOU kP¡ -e-vO-oL -Re-ÐV `L¢ Cf] -jL -¤ -Nk-ñL -v]-¨O-ÐO. R„-p]U SlLrU j¤ -W] IÐ -fO-RWL-ºV k] I¢ m] RoãV-RRs-lV mL -i|-f-W-¥ yÚ-f]-¨O-W-SpL Av-qO-
Ra JRf-Ë]-sOU Av-WL -w-°-¥ DSk-ƒ]-¨O-W-SpL R\-áO-Ð]-RŠ-ÐV `L¢ oj-ô]-sL -¨O-ÐO. JRf-Ë]-sOU AyO -X-¾]-jV ARŠ-Ë]-¤ -SqL -Y-¾]-jV IRÐ kq] -SwL -i]-ˆ \]W]-Ã-W-Rj ARŠ-Ë]-¤ BwO -k-Nf]-
Rp, Ij]-¨V k] I¢ m] RoãV-RRs-lV SkLt] -y] j¤ -W-RÕ-aO-Ð -f]-jO oOSÒL Af] -jO-Sw-x-SoL Av-¡-¨V Ar]-pL -¢ Wu]-´]-q]-¨L-vO-Ð IR£ Av-ò yUm -Ì]-ˆ JRf-Ë]-sOU WLq|-°-StL v]v-q-°-
StL kOr-¾O-k-r-pL -¢ `L¢ Cf] -jL -¤ -A-i]-WL -q-RÕ-aO -¾O-ÐO..  
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. 
എന്െറ/ഞങ്ങള�െട/ഞങ്ങള�െട േശഖരിച്ചേതാ PNB MetLife-ൽ ലഭ�മായേതാ ആയ ഏെതങ്കിലും വ�ക്തിപരവും ത്രന്ത്രപധാനവുമായ വിവരങ്ങൾ 
ഉപേയാഗിക്കാനും സംഭരിക്കാനും പങ്കിടാനും ൈകമാറ്റം െചയ്യാനും െവളിെപ്പടുത്താനും PNB MetLife-ന് ഞാൻ/ഞങ്ങൾ കൂടുതൽ സമ്മതം നൽകുകയും 
യഥാവിധി അംഗീകരിക്കുകയും െചയ്യ�ന്നു (ഈ േഡാക�ുെമന്റിൽ അടങ്ങിയിരിക്കുന്നേതാ മെറ്റെന്തങ്കിലും ലഭിച്ചേതാ) ഈ െ�യിം േ്രപാസസ്സ് 
െചയ്യ�ന്നതിനായി റീഇൻഷുറർമാർ, െ�യിം ഇൻെവസ്റ്റിേഗറ്റീവ് ഏജൻസികൾ, െവണ്ടർമാർ, വ�വസായ അേസാസിേയഷനുകൾ/ െഫഡേറഷനുകൾ 
എന്നിവയുൾെപ്പെട PNB MetLife-മായി ബന്ധെപ്പട്ടേതാ അഫിലിേയറ്റ് െചയ്തേതാ ഏർെപ്പട്ടിരിക്കുന്നേതാ ആയ ഏെതങ്കിലും വ�ക്തി / ഓർഗൈനേസഷൻ 
/ സ്ഥാപനങ്ങൾക്കുള്ള എന്െറ KYC േഡാക�ുെമന്റുകൾ ഉൾെപ്പടാം എന്നാൽ അതിൽ മാ്രതം പരിമിതെപ്പടുത്തരുത് അെല�ങ്കിൽ തുടർന്നുള്ള 
േസവനങ്ങൾ നൽകുന്നതിന് 

Signature/Left Thumb impression of claimant: _______________________________________________________________________ 

R„-p]U DÐ -p]-¨O-Ð v|©] -p-ORa KÕV (ARŠ-Ë]-¤ Ca-fO- fç-v]-q-¤ Aa-pL -tU): __________________________________________ 
Date: _____________________________ 

-f} -p-f]: ___________________________ 

Name & Signature of Witness: ________________________________________________________ 

yLƒ] -pO-Ra SkqOU KÕOU:  __________________________________________________________ 
Date: _____________________________ 

f} -p-f]: ___________________________ 

Address of Witness: 

  
yLƒ] -pO-Ra v]sL -yU:  

  
Official Seal of the Witness: 

yLƒ] -pO-Ra KTSh|L -Y] -W y}¤:  

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. 

NwÈ] -¨O-W: CÍ|-¢ nLx-W-t]-sO-ç KÕ] -jV Av-pO-Ra CU…} -xV kq]-nL -x Aa] -p]-¤ j]¡ -m-Ì-oL -pOU j¤ -W]-p]-q]-¨-eU. R„p]U DÐ -p]-¨O-Ð v|©] CÍ|-¢ nLx-p]-¤ KÕ] -Ÿ -f]-Rj fOa-¡-ÐV, So¤ -k-r-
´ SlLr-¾]-R£ Dç-a-¨U kP¡ -e-oL -pOU Svº -v]-i-vOU B CÍ|-¢ nLx-p]-¤ v]w-h} -W-q]-ˆO j¤ -W]-p NkWL -qU ApL -¥-¨V oj-ô]-sL -p] IÐ -fO yUm-Ì]- V̂ KqO NkñL -v-j j¤ -WO-W-pOU, B nLx -
p]-¤ v]w-h} -W-q]-ˆO j-¤ -W]-p CU…} -xV k-q]-³L -j-oO-ç v|©] So¤ -k-r-´-- SlLr-¾]-R£ Dç-a-¨U R„p]U DÐ -p]-ˆ v|©]-¨V kP¡-e-oL-pOU oj-ô]-sL -p] IÐV - v|©-oL -¨]-R¨L -ºV Af]--¤ KÕ] -aO -W-
pOU R\Sá-º-fL -eV.  

 


