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Claim form - PNB MetLife Mera Heart & Cancer Care
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Important instructions :

oFe o BT
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.
TR T LG T IS TR GG FAe | A 4o Sfre enmig @ r==iTaafig Reiwa @ 723 | @I GEhy WrEe iF hE (F AR wed Aaraitie 7w w5t
ewe F9 723 |
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.
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This form is to be filled in completely in BLOCK letters.
G T3 4o oo T o7 oF FRI AT |
Please Counter-sign where amendments/alterations are made in the form.
SRR F 19 BT AT TR | T 1 (2R (R S REFICBA 5T T |
Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
AT A GE (TG [T | GIFIR A6 | (M F A FAA e QT AF At |
Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
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Section A: DETAILS OF THE LIFE INSURED
At A: A3t 9 K9 f9g19

Name: Age:

QIEH ™0

Address (Current Residential Address):

B (v8m a3 2t )

City Pin Code State

5=T o 75 rey

Contact Number: Landline /Mobile

GRS 772/ ez [ cizeTe

E-mail Address: PAN No. / Form 60: *Aadhaar No: | X | X | X | X | X | X | X | X | | | | |
gratee ot T A2 /HH 60: AT e

*Only last 4 digits to be mentioned.
*(FF AN 451 mF TEA FIF|

Section B: MEDICAL HISTORY OF LIFE INSURED
A4t B: At 741 Riea Beenzfoagsn

Name of Iliness/Disease/Injury Sustained:

(TR Ao/ A e I

Symptoms:

L

Duration of symptoms: Date of Diagnosis:

SRS I fofea sifa:

When were these symptom:s first evident/occurred:
@R =T TR, (FFeT oral o1 reiR R

Date and Time of Admission Date and Time of Discharge

< e Tifie o TwTs @91 Sifqe =i

Name of hospital:
fofetreraa :

Have you ever had the similar condition in past: O Yes O No (If “yes,” provide details)
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Nature of lliness and Habits

Date of diagnosis of Iliness

If yes, Duration of Consumption

@ e fe e e Tm @R Bl sa wifed
[ Hypertension [0 Diabetes [0 Asthma O HD O malignancy
T TE 1% wiraraiy AT ai2.d3p.f% iGaci
(014 V=T U
I = OO
[ Smoking O Alcohol O Tobacco [ Drugs
Cchc! TFTA ol 3¢

& Quantity Consumed

Tfit 27, (oTg aizd F1 41 AW

(I gt w1 AT

Information about the Critical lliness (Please tick the iliness diagnosed)
AFBEE (114 T340 o ) (wgez R DR Fat @t GResww)

List of Heart conditions covered under Heart Cover

List of Cancer conditions covered under Cancer Cover

[ Percutaneous procedures for Repair or Replacement of Heart Valves
RIS O A AT e e

[ Pericardectomy

26 Foldq wgsfs zwa [ T sifemt T4 FOIAT UBHe 346 (JII4 W et
Mild Stage
SFsiaT oy
[ Angioplasty (stenting for Coronary Arteries) [0 Specified Early Stage Cancer or Carcinoma—in—situ
@Gfe (F TR = A7 (BB faraa eirefes sag@ 395 a1 =ifaar- 265
O Angioplasty and Stenting for Carotid Arteries
aGiaIfeE R =E A (B
[ Endarterectomy
ENE RSl
[ Renal Angioplasty
= @ Giaity

AFFRE TR
O Minimally Invasive Surgery for Aortic Aneurysm
FafbzlaE Remaana fH @A iR
[ Infective Endocarditis
G TF QT C B
Moderate Stage
Y Y

[ Initial implantation of Permanent Pacemaker of Heart or Insertion of
Implantable Cardioverter defibrillator (ICD)
TS (25 T 199 2l fEF Ay o A TH A F R T 17 v oo a1
(@%H ) Acgoim

[ Surgery to place ventricular assist devices or total artificial hearts

(SIGTHIIR T2TE Teizp A o Fiam zwa AT Awa Breia

Following Cancer related Surgeries necessitated due to an eligible Carcinoma—
in—situ cancer claim* are covered:

G (e FH A5 FEOH T RAo ST FE 5 ATRT BIS R AgeTS:

[0 Mastectomy for Carcinoma-in-situ of the breast
T FIB T M2-H% A Ao T T

[ Orchidectomy for Carcinoma-in-situ of the tests
FEA FIFTN2-BE g AFTEs T

[0 cystectomy for Carcinoma-in-situ of the Urinary Bladder/T1NoMo Urinary
Bladder Cancer
@ Zerad et/ TINoMo ZeTRd Fieie 7364 1o -230-55'7 aits Towash

[0 Total Abdominal Hysterectomy and Bilateral Salpingo- Oophorectomy for
Carcinoma-in-situ of the Cervix / Carcinoma-in-situ of the Uterus /
Carcinoma-in-situ of the Ovary

FIR 1 FIB 7125 5 2Ehies FIBT-2-H 57 wre T FW 2B oI H o« w@o
frre

OB 1< A2CeT6 1Tae B e Aea - SrF TR
*A CiS cancer claim must be payable for payment of this benefit

* g Af74q 51 ol 4tet fo.wz.ap $64 M sAfdety Ffeq anfiia

Severe Stage

AHBEAE AIZ

[0 Myocardial infarction (First Heart Attack — Of Specified Severity)
TS Tt BT F5 (e e #jef- 2l Zw 7g =il )
O cardiomyopathy
FfE T oY
O Major surgery of the Aorta
@913 oA Bre R
[ Open Chest CABG
@ 7€ 751 hafafe
[0 Open Heart Replacement or Repair of Heart Valves
T€ T AT 7N 3 e SRR (TRt
[ Heart Transplant
FwE ALK 2

[0 Major Cancer diagnosis

Tfter 346 B
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Section C: PAYMENT — NEFT
14t C: 5t el — gESY

Bank Account no:
@A EFTB 7T

Name of bank:
RFT A E:

IFSC code:

oz qw.a5.f Fo:

Section D: DECLARATION & AUTHORIZATION
*H14t D: CRI B S

| 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 lliness 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. |/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
MetlLife, including reinsurers, claim investigative agencies, vendors and industry association/federations, for the purpose of processing this claim and/or for
providing subsequent services.
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) ~opFTed 2 IR T I ST ST 2 SR (R R TEIEETS AR 26F A (A 9 (=TH1E 26F) TS TS WY E T A (I g orew elfediaere | Pl
(NHRITE (TS ATAE (R 2! 3G Vg 1730 | (0 FRgaiq, Wil Sepraiel ™y, (owe o< 261, Acg ey, & @2 wif ofq ot vendre mnafene e snampa |

Signature/Left Thumb impression Date

HT 1SS oI Sgfra brat eifad

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)

o Em 3 S 3 F7 Tfeoaq 73T @F9T| (I AMEw Ta49T SINIT 797 W A67 S1Fre % fFowF as @3 s
7S/ ATHF F9T W, (O F (Fav)

| hereby declare that | have fully explained the contents of the Critical lliness 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.

MR T TRR (TN FET T W FHET FEw @3 wiae IHEE FEE @EaeEee ©f I O eFTe T IR fwmn o)
FTEF @8 T I Mm I FPFEROR 79 @A 431 8 APE TQETE@R (336 F41 @R o IgHIEE FHFE0R
e (@8 TAF I (mEnE A 7 W g o7 @8 fAfve 7|

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

R I{ JARTEe NAHRT FNER @F TR [{FeEd ¥ 3 @R 99 3e e FNER oX q9iie FRES A 39 837 W
TAICT 3R TR

Date Place Signature of Declarant Signature / Left thumb Impression
QICE =7 (NPT TS Claimant/ Nominee
TFF/TETET oI AT et
F@E Ol/ARNT
Name of Witness: Signature of Witness:
STt 9T ATHIT T
Address of Witness:
Date: Place:
Sfaa: KIECE
= = =

CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP

RECEECE gL e & Company Seal
Policy number(s) , X i X & Stamp with
sferet T91 (FR) Date and time
Name of claimant oif¥y RN
Branch name & code AT
RISISEOICIRCIC QAN [CIECRCICE
Date: Employee name & Code BT
oI FHET T IAq. @O
Documents [ Original Policy Document [ Photo identity & residence proof [0 Doctor’s Certificate - Critical lliness
Submitted: SAG SfESr A TG AE6T Y@ g ARME fSfFs5es avrra - 8999 ITeR
AT W O cancelled cheque / Copy of bank passbook O All past medical records for any treatment taken
79 ®®: @FEE (63 / (IF RIS Alofe fofFssas omeaTa — 89 IR

[ Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary,
indoor case paper
Hq1 9 8399 @FE AT TR A fBRFRTT T @@ (@36 TR FNFEN AT/ EEs 75, s
P, 3T (R OPIE
The acknowledgement slip should not be construed as acceptance of claim. The company reserves the right to call additional documents, information
and any further requirements necessary in order to decide on processing of the claim.
2 AFFER e @R O Re 77 [{ ARE PR @3 SEIREIE @ e (9T @ae afefye afiTE, swrnfe ag
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Documents to be submitted along with this form:
R FIq e Tt W AN weitIw
e QOriginal policy document
oFs A wsitas
e Doctor’s Certificate - Critical lliness
o T eor q emat Aia- st e (it
e Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case
papers
TR TR F 9 @R eem Tz e B e ww e bR sfm Rebadie Fm e o w1 wgeme [4940, RBoie G areTeiRe 9o wwam s
e All past medical records for any treatment taken
TSTeS (FITA ¥ B iF A @t s an o et sy Fiorw
e Cancelled cheque
AfSa 53
e |d & residence proof
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PNB MetLife India Insurance Company Limited
Registered office: UnitNo.701,702 &703,7th Floor, West Wing, Raheja Towers,26/27 MG Road, Bangalore -560001, Karnataka. IRDA of India Registration number117.
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 1st Floor, Techniplex-1,
Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai — 400062. Phone: +91-22-41790000, Fax: +91-22-41790203
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@599, SIS (TTTB), &R - 400062. CFiA: +91-22-41790000 ¢&: 91-22-41790203
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