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Critical lllness Claim Form

MFoOAF IFSTT AT WA T Hef

POLICY NUMBER / =fsIfT
FFI/a%

Important instructions:

. 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.
TASHT FLFORAT ANTATIFE S WA BF S @FF 9% 93 77 @, AHE A8 e @ 97 §FF FE T@®I @ AT/ TEFeIFA @fa
TF QF @@ 7F HFH FAT IO AGEe qT|

. 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.
fE 276 TASAT IAHOAF ATANIINE 9% FH6 BILTeIG S @A X ANEA@ ATAE WA Foord M IfFA Faw© T2Fel FI@ | Iy T w137
T I @S AT/ AFALOHAF AT TN AT @SIF FAC TN AFIFAE AR@EN [{FAEE a0 Fadfy @i ol MFE Al

. This form is to be filled in completely in BLOCK letters.
2% A6 WA IT A AFE AT IA© TJI

. Please Counter-sign where amendments/alterations are made in the form.
T @@ RONE/AFIT FAT I WA FE@ GAE FTGOE 2T |

. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
CIEHES FHFOI/TCIT MIFE/TRFEET qT AT FTATET @ [ET TST A3 AHSHEAT |

. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
TATR AR TTF TFASAT FGTa ATy @ETR@E {FeT N A% A TA@ @R I ww fie @)

Section A: DETAILS OF THE LIFE INSURED

farerst A: FHor afeT e famrfye fagaqa

Name: Age:
CIEH I
Address (Current Residential Address):

B (69T e Fren)

City Pin Code State

REE] P @re TS,

Contact Number: Landline /Mobile

Q@STATEIR TIA: TSRS VCIGIE

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

2-orze ST TF (PAN) /% 60:

*Aadhaar No: | X | X | X | X | X | X | X | X | | | | | *Only last 4 digits to be mentioned.
*IHTH R *SEY FAF N @FIT (7 4 5w

Section B: MEDICAL HISTORY OF LIFE INSURED

ferst B: Ftar a%te17 fofwswr sef$s fagga

Name of Illiness/Disease/Injury Sustained:
ST A/ @IS/ AT B A

Symptoms:

THe:

Duration of symptoms: Date of Diagnosis:
TFAYFTR THAIFTT: @5 faofms e y:

When were these symptom:s first evident/occurred:
A% AHAYF F4W FAF @A Pt

Date and Time of Admission Date and Time of Discharge
MO Bfed SIfFy a3 AT MO @F =G MSIF OffFy 9 ST
Name of hospital:

TAASIETA IN:

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

arf & Srete FA@s AT wFE wgdw w@feea: O of O @ (3f "3 v s@ frm waaar 339)

<< F<< S
CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
fEfwE 3@ 31 8xFe3 IyFel FE AfFStwE F

Policy number(s) , , , , io;::fnnpy‘:;zl
e aw=/aw Date and time
Name of claimant IEERER
@I FEO1T aTH STHT T
Branch name & code o S
AT 917 3 (FTS a ,,_Bq_rjrr
Date: Employee name & Code =
STfFa: FACTRT 917 3 @S
Documents [0 original Policy Document [ claimant’s photo identity proof [ Family physician certificate
Submitted: arwer fafr afy TIFIT AT VTG FH3TS Tfyafas fRfFswes gormans
afiag [0 cancelled cheque / Copy of bank passbook [0 Attending physician certificate
SATFS: FACFS GEF/ATE MAJFT F4 FSAH fofFsEs gormaTa
[0 PAN Card/ Form 60 of the [0 Medical Documents (if any) [ All past medical records for any treatment taken
nominee ST SFWHN (I BT (FT93 SIFHT a7 TSo@ TG
Sfafag =1 (PAN) 16/ T3t 60 ATF) TASTFE IET

[0 complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary,
indoor case paper
@1 fadm az: BfFswg ovay v Afewa @EEsfT yare 31 T@m FAre ¥g AW / $ws fFenb, sEw
NTAR, RA(GTT &N (71T
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% Figpfs = wify e grawrsTeT e ofy w31 $fte ax1 wET afFweresaes firarg @sars svg Fw@edy afsfas
T, TIT AT TWOANT (T (FTA3 TETHATOT FT FITT HT N7 ©TF ATHFTT ITFT FIF|
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Nature of lliness and Habits Date of diagnosis of Illiness
ITTST 3 AR AFTe @ @ IRy
[0 Hypertension [J Diabetes [0 Asthma [0 Heart [ cancer
RECIEICERD TR REic T TR
[0 Tuberculosis (] 1= OO
[0 Smoking O Alcohol [ Tobacco [ Drugs
bRkic) SR TR A=Y
If yes, Duration of Consumption & Quantity Consumed
o1 I T, TINET ANIFT & SIET 4=,

Information about the Critical Iliness (Please tick the illness diagnosed)
AATHF AT THF® A (7 7w fflwgs wrow o= oz i)

[0 Heart attack O cancer [0 CABG (Coronary Artery Bypass Surgery)
RIgCRIned GaCIE] Frafifs (s@mafy enbify iz W)
[ stroke [0 Apallic Syndrome [ Benign Brain Tumor
cETF Rugicctcie ] Frsas 93 avd 937 @39 TIMF
[ Blindness [ Brain Surgery O coma
IFS AT ST @
[0 End Stage Liver Disease [0 Heart Valve Surgery [0 Major Head Trauma
TREfes TNEE e e NE S W AT Sfoe TS
[0 Angioplasty [0 Major Organ Transplant O Paralysis
RiRIERENRS sfoe o5 afessraa THETS
O Aplastic Anemia [0 cardiomyopathy [ Deafness
SnaTeF afafra FITESMRS MR F@ A6 A NS
[0 Parkinson’s Disease [0 Poliomyelitis [ SLE with Lupus Nephritis
AT @157 ST MIAMR G AN @SN TR aFaTR
O Primary Pulmonary Hypertension [0 Muscular Dystrophy 0 Multiple Sclerosis
MR MAENANE TRATGAT TRACINR [fR e AT @@
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
eTeE fasaa fEfie gy FfeE fofds FFIE TRET
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
fFof a8 @ WA SARZAE @IS A S
0 Major Burns [0 Terminal lliness [0 Loss of Limbs
qEF @ OYE ;T MAEF IFSl ECRIE
[0 Loss of Independent Existence [ Chronic Lung Disease
TSR FNGAT FA© ATHY A IR @S

Section C: PAYMENT — NEFT

faereT C: (*TH - NEFT

Bank Account no:
TRF AAFICT JTI9:
Name of bank:

FRE@T A1
IFSC code:
R A% Ay 1 @S

Section D: DECLARATION & AUTHORIZATION
fEeTsT D: ®WTFT 8 AT

| 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.

I A @I FAR @, TAEF AT TG IEF TS 3 TS AR TF AFES WA TAE @@OME GMAF FA W | A J@k @ wEvm wiiem w@ Haafy
ELMRT WX FFF F@E A1 TE AR Fw AFHE Afiw 7 @ AEFE AfFens s@H | W a3 faaly oo I8 e e AT B FEE e &
TH AME @A @IS AT I[FOE TN @ TIEF AT ANAOIT AR I3 TAS FEE®, aF BFIT s@m om/owmd Gt wE 7 ToFE @R AR E o
T AT SAfe ffte|

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.

SR/ @ A ST FI®™ 3 Tqued Ffr @, FaTF @oET IgF wATge I AT @6 T a7 [IE W AN/ ANET @ @A [ETS 3 RE@TANT
TN (9% RYfere AeEE VFF IV IW @FET OE@ KRS T6F A1 FE@) AR IF T FSARH ANTTS TIEE F© A, % WA IFW FI@ ARAYAT TITS!
@I ANET SO FIF FA© M@ AR TwAwE afere, T wd ToEe enewd wow, fwer an fy S/ moEeTr faafy @ a7 o e
1 Paafy aEmRT F¢F AEEe @@E e/ afed a7 736 g7 FIE MAG|

Signature/Left Thumb impression Date

AFA/A YT = IES]

Declaration by the person filling in the Critical lliness Claim form. (in case the Critical lliness Claim form is filled up / signed in a language different
from that of application form)

T Hof qFIFTI [ET w31 @R (I AT FEEF G@ AATE ST 71 T/ I FIT / THT© 2T)

| 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.

MA@ @FN FER @ A TACENCATTF OFe] W HeE [ATIF ARMEE ©F / ©F 7@E @RIE S T T Iy F@ER| At o7 / o7 w3\ q@f
@RT P AR AR TEE gWe OF SAE SR @FE FA W® AR S TEIH @RI (R AR WEAWEE GFve FEmI

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

TREEE A 9 FA WM @R W FA @W® AR A aq@ TS R o awifie wfim s oaF ¥ AR 3 eEfk

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, Karnataka. IRDA of India Registration number 117,
Cl No. U66010KA2001PLC028883, Call us at 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 Ci lex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai - 400062, Phone: +91-22-41790000, Fax: +91-22-41790203
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Date Place Signature of Declarant/ Witness Signature / Left thumb Impression Claimant/

RIES] T ST AR/ @ Nominee
TRFTE/ SSAEFAT AFF/JAE =T

Name of Declarant/ Witness: Address of Declarant/ Witness:

ATFATFTR /SR AT AEAFTR/ TS BT

Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
EFTE /TR QMEEE TIS: SIS/ @EFEE N R T

Date: Place:

[OIEEE KIEH

Mandatory Documents to be submitted along with this form:
FINTSTAAF afASFT 9% TEF JTY w7 fite 2@:
. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
TEEE MbHwEs (MEFARF srew a1 RRFINER Tews Im @), HISIEFe PNB @ENIGE FAMG IO SIEN XX

. Discharge Summary confirming the surgery undergone
TS JEEHR fafcesral fEwers wenfy

. All past medical records for any treatment taken
@A R BRFSTF T wSies Twy @I @FET
. Cancelled cheque / Copy of bank passbook
FACTS GEF/ @I NIRET F
. PAN Card/ Form 60 of the life assured
T F6 / SFT fAfse wF 60
. Current address proof
TSI SR e
. Photo identity proof
. sfea afFex 73
. Hospital Cash Benefit Claim Form to be attested by concerned doctor
TAAMEEE FT @ERL @2 H¥ AT Tre@s 7a aoflie F3m @
. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
MAT/GPH-9 MF FIOE @@ QoiF THF TN FIEF S A1 @, TAFEE IR Q@ AVTREE B
Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
TA FAEA: FE@EHT M@ KYC T RE@ MNT FI6 @A I, IIX F@, ANT FGT 739 86 w7 o 7y

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, Karnataka. IRDA of India Registration number 117,
Cl No. U66010KA2001PLC028883, Call us at 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 Ci lex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai - 400062, Phone: +91-22-41790000, Fax: +91-22-41790203
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