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Attending Physician’s Statement - Disability Claim

Hasid dlad sloflalla (RAe- 20ud1dirl eldl

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
«dle- qdourl 5704 stal wiel vz 3 w1l 530

ggg;l}?g&d _ETAILS:

Name of the Attending Physician:
Heusid dlda foflalla- s

Name of the Clinic / Hospital:
Balls/dRuza- -

Address:
SERTE
Contact No.: E-mail address:

Aud Her ERGERTERTE

CLAIMANT/PATIENT'S DETAILS:
eldeir/eelHl Ratdl -

Name of the Claimant:
eldelR I

Address:
AR,

Age & Sex: Hospital/Indoor Patient Number:
Guz wiA il dlRuze/aidRs e€l «ivz

SPECIFY WHICH DISABILITY IS APPLICABLE:
56 2ol @y ul B A saldl

O Loss of sight of one Eye 0 Loss on use of one Limb O Loss of sight of both the eyes
215 wiiml gl spuadl 315 231 AUl vilz o=l vl gl vilz
O Loss of Hearing O Loss of use of two limbs O Loss of one limb & loss of sight of one eye
sl vilz o1 2{91+4L quLa-l vil2 w15 2{31 2 215 wiivi-] gR2 spuadl
O Loss of speech and hearing O Loss of Speech e i
sileai-l 214 Aleinai-l vilz il vilz
HISTORY
Slasid

Date of first Consultation:
wdal wanell aiflw

Details of the Doctor who treated first:
wddl arar ¥ ds2d 570 d-ll Rl

Date of appearance of first symptoms:

ude aam eeug] iRl ddlu
Has the patient ever had the same or similar condition in past: OYes 0ONo
9 Gy snni 51133 R Ay 3 AL el WRRAR e€lA edl ) -l

(If “yes,"” state when and provide details. Kindly attach another sheet if required):
(21 a1 ol 5013 A saldl 2 Rl 43l widl 1adzousll 5317 24 uBist %18l (o0 23R4 &l dl)

Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR
Write to us at indiaservice@pnbmetlife.co.in
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PRESENT CONDITION:
elal WRRala

Subjective symptoms:
[ERUETEREET]
Objective findings (include results of current X-rays, ECGs or any other special tests):
dsleus el (sa-il Asu-3of wReH el Salofl] WReE adl v i Rael-D 2xds au d.)

DIAGNOSIS:

[ETARH

Please provide details:
dzou-l 531 [Aoidl Y3l wd

TREATMENT:
ARAUR

Date of first visit:

wddl yausta-ll il

OP Number/Hospital No/Indoor Patient No.:
2] Ao /ElBved ol 2idR s g€l HoR

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
Beell yausid-{l @ad Halsidl-ll suqf/aval (ssalls/iBis/»)

Date of Last examination:

eell dwia-l adlv

Is this Disability permanent:
9 2oL syl 87

Is this Disability Reversible:
2w 2daLdL Gaaid] sy ddl 87
What was the cause of disability:
L, S22 9 !

Is this disability result of Accident:

9 BLRdL B s, 418 BT

PROGRESS:
wild
O Recovered O Improved O Unimproved O Retrogressed
&dlell Yewr Fl el ada Biiyaia spa3el
MENTAL CONDITION:
HiRs wRBRadl
Is g\e patient competent to endorse checks and direct the use of proceeds there of? O Yes O No
9 e€l il e s cuiell wde vuas Rasiq sl wan 87 ol l
DECLARATION:
[Rden
These statements are true and complete to the best of my knowledge and belief.
L [REL-l IR AN i 2 Hiedl 3ol 3 e ey 8,
Name & Signature of the Physician: Date:
gloflaflami] un 2 2l Al
Qualifications:
alasidl
Reg. No.: (Seal)
Ailaell o2 (=)
Note : The present policy servicing form contains original content in English along with its vernacular translation. In the event of any disagreement arising between
the translated version and the original English version, the English version shall be considered as final and shall prevail.
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Write to us at indiaservice@pnbmetlife.co.in
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