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Disability Claim Form

OUMHLYOTIMES ehWlo Bandno
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Important Instructions:

(IWOM TADEGUDEIBGD:

To be completed by the claimant in BLOCK letters

oo smmaileanmm el ogdled cuelw @oeteeEEd aljdarso.dlesnamma

Please answer all questions, use “Not Applicable” (N/A) as appropriate instead of leaving it blank.

B ag)Rlo 82 10B)MBRBEM0 OBV MMdsis, GEMBM VMM AlSMEM] aldho @MEWORYMO® allwo “sniowdagy” (N/A) ag)me’ 9a Ie@oullende

Counter-sign where amendments/alterations are made in the form.

8a00EI@ adge AIREME/Elo)em@ nsEElw CONBEM caaaIog) AIRIBNH:.

Witness signature is mandatory. Witness should be a Gazetted Officer/Notary Public/Magistrate or Person of local standing.

oodlwies aq ddenimnase. mossl vy nrga @dadlavd/emogal alepfles/asgdmizisy @ragEled loeaudle0w] arlajies @D epidlenemo.

CLAIMANT SHOULD SIGN ON ALL PAGES AT BOTTOM

QB Balegmanswio @rdleidd agulo smmellenm aysmi aalleseemosn

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.
D OWlo Band0o ali@la/lEMMMIOD:06NE MBS LMINWINS MNIOWIME:0D MaRE 2@ aidlneesneameaigl. GmMlHs NSl eRIOWIME:MD a@ORSIEHIMIV ega®®EIR)e a@RFOMm EReg
B1@ @ouieym aysmlow agdaqsienieigel,.

Please submit the form & the requirements at the nearest branch office or the address mentioned above.

Q@RMe @ESIETNES oRIRIRd EReRIEY WOEIM aleoadwle] AllemEie WA Eand0Ako, BF EDAIMIRIBIM GRG0 MAbdeleem.

Early and complete submission of requirements would enable the company to process claims at the earliest.
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CLAIMANT DETAILS:
aglo omallenm aysmilwies alleeoowessch:

Name of the Insured:

ooy NRHe]g UNSTIQIOS Gald:

Address:

allelomo:

Contact No.: E-mail address:
audss maud.: -en@iad alleomvo:

Bank Account Number of the Claimant*:

(favoring which the claim cheque is to be issued)

elo HMWIHEIM QUBBIIOS MBS BHODENE MAUB*:

(og@lo 62186 M@ HH6)0|ESENS ADAIUYYETTCRISE)

Name & Address of the Bank*:

enI0sleN Galyo afleiomaie®:

DETAILS OF THE DOCTOR/HOSPITAL TREATED THE INSURED FOR DISABLITY:
060MeEmoe] ellaldeed agsiam Aleel 2Nl MSIw CIRSORs/EDUln@IWiNs AlltdaoowraBdd:

Name of the Doctor:
BAOBSOIOS Gald:

Name of the Hospital:
@YU I@IIOS Bald:

Address:

allenmo:

Contact No.: E-mail address:
MMIRHE MUd.: -60ilcd afleinmvo:

SPECIFY WHICH DISABILITY IS APPLICABLE (List as per Policy Definitions):
QRO HOCUBLLMOONT ENIIWEAIWHMATY LYBMAIHENSs (SatoglmilI@ dldalalaj@mymdla] algleoil Mmd:e ):

a Loss of sight of one Eye a Loss of use of one Limb a Loss of sight of both the eyes

60} HETIOM H0¥2l Mayee]scd 6B MElcRIO®IIRl0 MaUOR|SE DOOOENORWI0 021 My S
[m] Loss of Hearing o Loss of use of two limbs o Loss of one limb & loss of sight of one eye

BB RID®ILED Q6N ©OBMHLYEHRD MaYOR|SE OBBOLYBAOLIMN0 60} HEHIOM BHOF2IWIo MaYea
a Loss of speech and hearing [m] Loss of Speech S@d

MoM0AEMal@0 BRI Mo |sd oG MaYHe|SEd

DETAILS OF ACCIDENT:
@0aldhSo Mocllajalend alltwedowemad:

Cause of Accident:

@0aldSo Mo ]@lnn) &006memBdd:
Date of Accident:

@oaldSo Mol Bl
Is FIR lodged: O ves Ono
ag)al ©ag) @ qadallafleieamo: o6’ [o]=1)
If “yes” please attach the copy of Accident:
96N )0 BWAOY @ISO CEAIWIOS B0Y aldda] Bajo EaldBe::
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HISTORY
21@l(@o

Date of appearance of first symptoms:
@DE) BOINRIGHEMEBD (LIEYEUO|S Bl

Have you ever had the similar condition in past: O ves O no
MIEBRHE TLAOMAIW @OCLMA OMIB{0OPHsIRI0 HEMBOVIFEME0: o6ne’ gl
(If “yes,” state when and provide details):

(961 )@ ag)Eaj0woeEMATY AYBHAOLO, Al(BBICUDEIBID MEBE:YH ):

PRESENT CONDITION:
oflaiaflear @oaumn:

Present symptoms:
alaiafleal GeMelEHemen3d:

Findings (include results of current X-rays, ECGs or any other special tests):

BOMBOMmEB0 (Malalloal ag)esmi-EOmaIes, &.0Ul.ele:a10s @egiRrld 0ege®mEslalo (IEmYE: allBUOWMERINS aDLITBW HBOQSIETMIE:):

TREATMENT:
allelor;

Date of first visit to Hospital/Doctor in this regard:
D000 MIMWORS EEYORS EDUWIIEIVIE GO / GUWIHSOHO 6 W@
OP Number/Hospital No/Indoor Patient No.:
&.all. mmud / @@ MM / (el fla) eoouImmubd:

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

@OAIOVIM MMANM El: MA3RUMEBEINS BOALYEH ((IGIOI000/ (@ IGM0Mo/agaanl):

Date of Last examination:
BOAIVIM alBBROWMWOS BWE:

PROGRESS:
aeEoMal:

a Recovered [m] Improved [m] Unimproved [m] Retrogressed
[T R EYLLES R LIRS T} MMICOHEHIND ERONAOWQS

DECLARATION:

laJoaum:

| 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 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.

0Bl6e! (ITYOAIMER ag)gloo M@0 a BEMAMOaEMMY 6mOM EIMOM (A IMRIANeH;M}. 6g©lo Gand0o M@E: ag)M@mIOB:06ME all ag)@® enll Hagecelal NIOUIMEUD MENEIHONE:EWO @D}
6S o@OOB1elo EIAILINEBRD O IBHABOBHEWI H21YIMIORINTY 62 AMAYILI0HOIM). ane®Eslelo @OIVICIGTTIM @MeEIEI@ cE0NETIN agem aldlewowla] 2lleloe:am @oegiesl@ @@
6®, ag)miles) all ag)® enll ©ageeLRIal Baldglml M@Bea]SIMEIM} BIBMUD @REIMEUaHERO @ODSE @ICILOM E:FEmTClEIM ag)ed @EAIMD MVoeIMUl] aRe®EsIelle B:00)EmBeE0 Aol
880 OO I0WOM 6mIM H@IMIED @OUSB000|SIEBIMN..

1I/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.

@ﬁoo/mmggea/mmgges GUDG)J(D’]_%]G(O)D PNB MetLife-@ BIB(@MWEMD GBRW n@@(ﬁ)ﬂiﬂ&lgo Qlf cG(OﬂnJ(OO_Jgo OO0 (aIWIMORAOW aflaueemsw
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Signature/Left Thumb impression of claimant: Date:
ogflo oMIBH;M AYBHIOS Bal (MeLIEI DS ®as0led Erswogo): o
Name & Signature of Witness: Date:
oBHAWIOS Galdgo Bafio: Sl

Address of Witness:

moefl@es alleinavo:

Official Seal of the Witness:
oLles 36a10UE: mil@d:

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.

(oaVloL: DD EoavB8IL88 6ol @AIQROS EDogflnd aloleony @osi@lud midenimuvmoryo malslelelenemo. egalo HMN@ILRIN QYHm] IRYMB B0l GafIS@IOm @RSAT) Eo@IaIO
60T BaDOOOO OEBSHOO afBEMBORYo EUMBQNWAYO @D LDTYMD B8 Q0 El0l2y NEBLIW (a0 @OWIUBLE BMGYILIOR] ag)IN@Y TVosIMUl2] B (aIGRIUM WAy QJo, @D B!
@fa8 Qfloodlsl2)y MBI googladf a i0l2emOMaEs Ybm] GREBaIOND E20000MOE H88SH60 o HMNW2/ AYbDIss) aBem@owjo dMGPLIOR] ag)Tr QbR NE606s" @@I0D 6 /l5)o>
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