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Claim form - PNB MetLife Mera Heart & Cancer Care 

§[D OMD” v 5LV[GAL D[8,F>O D[ZF CF8” V[g0 S[g;Z S[VZ 
 

POLICY NUMBER / 5Ml,;L G\A;”              

Important instructions:  
DCtJ5}6” ;}RGFVM o

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. 

EZJFDF\ VFJ[, §[D OMD"4 HM>TF OZlHIFT N:TFJ[HM ;lCT ;AlD8 SZJFG[4 5Ml,;L C[9/ VDFZL S\5GLGL HJFANFZLVMGL SA},FT TZLS[ U6L ,[JFDF\ VFJX[ GCƒP S \5GL JTL SM>S HJFANFZLVM 5FSL SZJF SM> V[Hg8qDwI:YL 

GYL S[ VlWS'T SZJFDF\ VFJ[, GYLP 

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. 

GLR[ 5}ZF 5F0JFDF\ VFjIF D]HAGF HM>TF OZlHIFT N:TFJ[HM ;lCT VF OMD"G]\ JC[,]\ ;AlDXG4 VDG[ TDFZF §[DGL ›lS|IF JW] h05YL SZJF XSI AGFJX[P PNBs5LV[GALf D[8,F>O V5}6" §[D OMD" ;AlD8 SZJF VYJF OZlHIFT 

N:TFJ[HM ;AlD8 G SZJFGF SFZ6[ S,[DGL ›lS|IFDF\ lJ,\A DF8[ HJFANFZ GCƒ CMIP 

This form is to be filled in completely in BLOCK letters. 

VF OMD" 5]Z[5]Z]\ a,MS ,[8;"DF\ EZJFG]\ K[P 

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

OMD"DF\ HIF\ ;]WFZFvJWFZFqSF5S}5M SZL CMI tIF\ S'5F SZL SFpg8Zv;F>G SZJFP 

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

U[h[8[0 VMlO;ZqGM8ZL 5¬a,SqD[lH:8=[8 VYJF :YFlGS :8[¬g0\UGL ;F1FL TZLS[GL ;CL OZlHIFT K[P 

Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above. 
OMd;" VG[ TDFD H~lZIFTM PNBs5LV[GALf D[8,F>OGL G“SGF XFBF SFIF",IDF \ VYJF p5Z H6FJJFDF\ VFJ[, ;ZGFD[ ;AlD8 SZJFGF ZC[X[P 

Section A: DETAILS OF THE LIFE INSURED 
;[SXG V[ o “JG JLlDTGL lJUTM 

Name: _____________________________________________________________________  Age:   

GFDo _________________________________________________________________  JIo   

Address (Current Residential Address):   

  

;ZGFD] sCF,GF ZC[9F6G]\ ;ZGFD] fo   

  

City ____________________________ Pin Code ___________________________ State   

XC[Z ____________________________  l5G SM0 _____________________________  ZFHI  

Contact Number: Landline ___________________________________ /Mobile   

;\5S”GM G\AZ o ,[g0,F>G ______________________________________ /DMAF>,   

E-mail Address: _________________  PAN No. / Form 60: ________________*Aadhaar No:  

>vD[, ;ZGFD]o ___________________ PAN ¥Ðï«Ð³ú/©úÐê®Ðü 60: ________________ *AÐ¤ÐÐ³ú ¥Ðï«Ð³ú:  

*Only last 4 digits to be mentioned. 

*®ÐÐqÐ Têú¶¶ÐÐ 4 AÐïKúhúÐAÐê sú»ÐÐüºÐºÐ¥ÐÐ Têú. 

Section B: MEDICAL HISTORY OF LIFE INSURED 
;[SXG AL o “JG JLlDTGM TlAAL >lTCF; 

Name of Illness/Disease/Injury Sustained:   

DF\NULqZMUqYI[,L >HFG]\ GFDo   

Symptoms:   

,1F6Mo   

Duration of symptoms: ___________________________ Date of Diagnosis:   

,1F6MGL VJlWo __________________________________ lGNFGGL TFZLBo   

When were these symptoms first evident/occurred:   

VF ,1F6M ;F{ ›YD SIFZ[ N[BFIFqp¤EjIFo   

Date and Time of Admission _______________________ Date and Time of Discharge   

NFB, YJFGL TFZLB VG[ ;DI ___________________________ l0:RFH” YJFGL TFZLB VG[ ;DI

Name of hospital:   

CM¬:58,G]\ GFD:   

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

  

E}TSF/DF\ 56 TDFZ[ SIFZ[I VFJL 5lZ¬:YlT Y> CTLo  CF  GF sHM ¨CF4¨ TM lJUTM 5}ZL 5F0Mf  

  

 

  

X X X X X X X X     
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Nature of Illness and Habits 

DF\NULG]\ :J~5 VG[ 8[JM

Date of diagnosis of Illness 

DF\NULG]\ lGNFG YJFGL TFZLB

 Hypertension 

CFI5Z8[gXG 

  Diabetes 

0FIFlAl8h 

  Asthma 

V:YDF 

  IHD 

VF>V[R0L 

 Malignancy 

D[l,uGg;L 

 

Other…………………………………… 

VgI ………………………………………. 

 

 Smoking 

W]D|5FG 

  Alcohol 

VF<SMCM, 

  Tobacco 

TDFS] 

  Drugs 

0=u; 

  

If yes, Duration of Consumption______________________________________ & Quantity Consumed_________________________________________ 

HM CF4 TM ;[JG SZJFGL VJlW ________________________________________________ VG ;[JG SZJFDF\ VFJ[, HyYM __________________________________________ 

Information about the Critical Illness (Please tick the illness diagnosed) 
U\ELZ DF\NUL V\U[GL DFlCTL sS’5F SZL lGNFG YI[, DF\NUL 5Z BZFG]\ lRÓ SZMf

List of Heart conditions covered under Heart Cover 

CF8” SJZ C[9/ VFJZJFDF\ VFJ[, CF8” S¬g0Xg;GL IFNL 

List of Cancer conditions covered under Cancer Cover 

S[g;Z” SJZ C[9/ VFJZJFDF \ VFJ[, CF8” S¬g0Xg;GL IFNL 

Mild Stage 

DF><0 :8[H sD\N TASSMf 

 Angioplasty (stenting for Coronary Arteries) 

V[g“VM%,F¬:8 sSMZMGZL VF8”ZL DF8[ :8[¬g8\Uf

 Angioplasty and Stenting for Carotid Arteries 

S[ZM8F>0 VF8”ZLh DF8[ V[g“VM%,F¬:8 VG[ :8[¬g8 \U

 Endarterectomy 

V[g0F8”8[Z[S8MDL

 Renal Angioplasty 

ZLG, V[g“VM%,F¬:8

 Percutaneous procedures for Repair or Replacement of Heart Valves 

CF8” JF<jhGF lZ5[VZ VYJF lZ%,[;D[g8 DF8[ ;FJR[TL~5 SFI”›6F,L

 Pericardectomy 

5[ZLSF0”[S8MDL

 Minimally Invasive Surgery for Aortic Aneurysm 

V[VMZ[l8S V[G[I]”hD DF8[ lDlGD,L >GJ[l;J ;H”ZL

 Infective Endocarditis 

>gO[S;LV; V[g0MSF0”l8;

 Specified Early Stage Cancer or Carcinoma–in–situ 

p<,[lBT JC[,F TASSFG]\ S[g;Z VYJF SFZl;GMDFv>Gvl;T 

Moderate Stage 

DM0Z[8 :8[H sDwID TASSMf 

 Initial implantation of Permanent Pacemaker of Heart or Insertion of 
Implantable Cardioverter defibrillator (ICD) 

CF8”GF 5ZD[G[g8 5[;D[SZG] \ X~VFTL ›tIFZM56 VYJF >d%,Fg8[A, SFl0”VMJ8”Z 0LOF>A|L,[8Z 

(ICD)G]\ NFB, SZJ

 Surgery to place ventricular assist devices or total artificial hearts 

J[g8=LSI],Z VFl;:8 l0JF>l;; D}SJF VYJF ;\5}6”56[ VFl8”lOl;I, CF8”; DF8[GL ;H”ZL 

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

GLR[GL S[g;Z ;A\WL X:+lS|IFVM SFZl;GMDFv>Gvl;T] S[g;Z §[D** DF8[ 5F + CMJF VFJxIS CMJFG] \ 

VFJZJFDF\ VFJ[, K[o 

 Mastectomy for Carcinoma-in-situ of the breast 

:TGGF SFZl;GMDFv>Gvl;T] DF8[ D:8[S8MDL

 Orchidectomy for Carcinoma-in-situ of the tests 

5ZL1F6MGF SFZl;GMDFv>Gvl;T] DF8[ VMlR”0[S8MDL 

 Cystectomy for Carcinoma-in-situ of the Urinary Bladder/T1NoMo Urinary 
Bladder Cancer 

I]lZGZL a,[0ZqT1NoMo I]lZGZL a,[0Z S[g;ZGF SFZl;GMDFv>Gvl;T] DF8[ l;:8[S8MDL 

 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 

;lJ”S;GF SFZl;GMDFv>Gvl;T] DF8[ 8M8, V[a0MlDG, lC:8[Z[S8MDL VG[ AFI,[8Z, ;F,l5gUMVMOZ[S8M- 

DLqI]8=;GL SFZl;GMDFv>Gvl;T]qVMJZLGL SFZl;GMDFv>Gvl;T

*A CiS cancer claim must be payable for payment of this benefit 

*VF ,FEGL R}SJ6L DF8[ CiS S[g;Z §[D R}SJJF5F+ CMJ]\ H HM>V[ 

Severe Stage 

;LJLVZ :8[H sTLJ| TASSMf 

 Myocardial infarction (First Heart Attack – Of Specified Severity) 

DFIMSFl0”V, >gO[SXG s;}RJJFDF \ VFJ[,L TLJ|TFGM ›YD CF8” V[8[Sf 

 Cardiomyopathy 

SFl0”VMDFIM%YL

 Major surgery of the Aorta 

V[VM8” ;H”ZLsD]bI WMZLG;GL X:+lS|IFf

 Open Chest CABG 

VM5G R[:8 CABG

 Open Heart Replacement or Repair of Heart Valves 

VM5G CF8” lZ%,[;D[g8 VYJF CF8” JF<jhG] \ lZ5[VZ

 Heart Transplant 

CF8” 8=Fg;%,Fg8 s›tIFZM56f 

 Major Cancer diagnosis 

D[HZ S[g;Z lGNFG 
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Section C: PAYMENT – NEFT 
;[SXG ;L o 5[D[g8 v NEFT 

Bank Account no:   

A[gS V[SFpg8 G\P:  

Name of bank:   

A[gSG]\ GFD:  

IFSC code:   

IFSC SM0:  

Section D: DECLARATION & AUTHORIZATION 
;[SXG 0L o l0§[Z[XG VG[ VMYMZF>h[XG sHFC[ZGFD] VG[ VlWS’TTFf

I 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. I 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/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 services. 
C]\ VF ;FY[ HFC[Z SZ]\ K]\ S[ p5Z H6FJJFDF\ VFJ[, TDFD lGJ[NGM ;FRF VG[ BZF\ K[ VG[ V[ S[ DFZF TZOYL SF\> 56 NAFJL ZFBJF VYJF K]5FJJFDF\ VFJ[, GYLP C]\ ;DH]\ K]\ S[ PNBs5LV[GALf D[8,F>O TZOYL 5}ZF 5F0JFDF\ VFJ[, NFJFDF\ 

SM> HJFAN- FZLGL SA},FT GYL S[ 5Ml,;L C[9/GF V[GF SM>S  VlWSFZM  HTF  SZGFZ  GYLP  C]\  VF  ;FY[  H[6[  SIFZ[I  DG[  SM>S  DF\NUL  VYJF  ALDFZL  V[8[g0  SZ[,  VYJF  T5F;[,  VYJF  DFZL  ;FZJFZSZL  CMI  T[  

lOlhlXIG  VYJF CM¬:58,G[ E,[ 5KL T[6[qT[VMV[ SNFRG[ PNBs5LV[GALf D[8,F>O £FZF 5Ml,;L HFZL SZJFDF\ VFJL T[ VUFp VYJF 5KLYL D[/J[, CMI T[JL SM>S HF6SFZL VYJF DFlCTL KTL SZJF VYJF DFZF VFZMuIGL ¬:YlT ;A\WL 

Z[SM0”; 5}ZF 5F0JF VlWS’T SZ] \ K]\.P C]\qVD[ VF ;FY[ JW]DF\4 PNBs5LV[GALf D[8,F>OG[ V\UT VG[ ;\J[NGXL, VYJF PNBs5LV[GALf D[8,F>O ;FY[ p5,aW CMI T[JL sVF :8[8D[g8DF\ VFJ[,L CMI S[ AL“ SM>S ZLT[ D[/JJFDF\ VFJ[, 

CMIf DFlCTLDF\YL SM>  56  JF5ZJF  VG[  KTL  SZJF H[ SNFRG[ DFZLqVDFZL V[Sl+T SZJFDF\ VFJ[, CMI KYC N:TFJ[HM ;lCTGL SM>S HM0FI[, jI¬…q; \U9Gq;\:YF VYJF EFULNFZLDF\ CMI  VYJFP NBs5LV[GALf D[8,F>O £FZF 

V[gU[H SZJFDF\ VFJ[, CMI4 lZ>g:IMZZ;”4 §[D >gJ[¬:8U[l8J V[Hg;LVM4 N]SFGNFZM VG[ ÈnMU V[;Ml;V[XGqO[0Z[Xg; ;FY[ VF §[DGL ›lS|IFGF C[T]YL VG[qVYJF VG]UFDL ;[JF 5}ZL 5F0JF ; \DT YFÎ K]\qY>V[ KLV[ VG[ VlWS’T SZ] \ 

K]\ qSZLV[ KLV[P 

Signature/Left Thumb impression ___________________________________________ Date      

;CLq0FAF CFYGF V\U]9FGL KF5 ______________________________________________________ TFZLB  __________________________________________________  

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

ÑMúcúÕKú¶Ð B¶Ð¥ÐêÁÐ ©úÐê®Ðü ¬Ð³ú¥ÐÐ³ú ©úÐê®Ðü £úÐ³úÐ QÐÐêÀÐnÐÐ. (A³úX ©úÐê®Ðü®ÐÐï Vúê ¬ÐÐÀÐÐ Têú oÐê ÓÁÐºÐÐ¯Ð¥ÐÕ ¬ÐÐÀÐÐ®ÐÐï VúÐê ÑMúcúÕKú¶Ð B¶Ð¥ÐêÁÐ ©úÐê®Ðü ¬Ð³úºÐÐ®ÐÐï AÐºÐê¶Ð Têú/ ÁÐÅúÕ Kú³úºÐÐ®ÐÐï AÐºÐê¶Ð Têú.) 

I hereby declare that I have fully explained the contents of the Critical Illness 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. 

Å×ïú AÅúÕñrÐÕ WÅêú³ú Kú´ï T×ú Kêú súÐºÐêsúÐ³ú¥Ðê AÐ súÐºÐÐ ©úÐê®Ðü¥ÐÐ ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê oÐê¥ÐÐ/oÐênÐÕ¥ÐÐ £úÐ³úÐ ÁÐ®ÐW¯Ð oÐê ¬ÐÐÀÐÐ®ÐÐï ®Ðêñ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐWºÐê¶Ð Têú. oÐê oÐ®ÐÐ®Ð oÐê¥ÐÐ/oÐênÐÕ¥ÐÐ £úÐ³úÐ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐVúºÐÐ®ÐÐï 

AÐºÐê¶Ð Têú A¥Ðê VúºÐÐ«ÐÐê súÐºÐêsúÐ³ú £úÐ³úÐ A§ÐÐ¯Ðê¶Ð ®ÐÐÑÅúoÐÕ §Ðõ®ÐÐnÐê ¥ÐÐêñ¤ÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê VúºÐÐ«ÐÐê¥Ðê ºÐÐïSÐºÐÐ®ÐÐï §ÐnÐ AÐºÐê¶Ð Têú, súÐºÐêsúÐ³ú £úÐ³úÐ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐVúºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê OÐÐoÐ³úÕ 

Kú³úºÐÐ®ÐÐï AÐºÐê¶Ð Têú. 

The content of the form and document have been fully explained to me and that I have fully understood the content mentioned herein and its significance 
for the proposed Claim 

©úÐê®Ðü A¥Ðê súÁoÐÐºÐêVú¥ÐÐ oÐ®ÐÐ®Ð ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê ®Ð¥Ðê ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐWºÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê ÁÐÚÒSÐoÐ súÐºÐÐ ®ÐÐcêú AÅúÕñ sú»ÐÐüºÐºÐÐ®ÐÐï AÐºÐê¶Ð ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê A¥Ðê oÐê¥ÐÐ ®ÐÅúoºÐ¥Ðê ®Ðêñ ÁÐï§ÐÚnÐü ³úÕoÐê 

ÁÐ®ÐVúê¶Ð Têú. 

       

Date 

oÐÐ³úÕOÐ 
 Place 

ÁrÐ¹ 
 Signature of Declarant 

WÅêú³ú Kú³ú¥ÐÐ³ú¥ÐÕ ÁÐÅúÕ 

 Signature / Left thumb Impression  

Claimant/ Nominee 

súÐºÐêsúÐ³ú/¥ÐÐêÒ®Ð¥ÐÕ¥ÐÕ ÁÐÅúÕ/húÐ«ÐÐ AïPÐÚfúÐ¥ÐÐê ¥Ð®ÐÚ¥ÐÐê 

Name of Witness: _________________________________________ Signature of Witness: __________________________________________ 

ÁÐÐNÐÕAÐê¥ÐÐ ¥ÐÐ®Ð: ____________________________________________ ÁÐÐNÐÕAÐê¥ÐÕ ÁÐÅúÕ: _____________________________________________ 

Address of Witness: __________________________________________________________________________________________________________ 

ÁÐÐNÐÕAÐê¥ÐÐ ÁÐ³ú¥ÐÐ®ÐÐ: ___________________________________________________________________________________________________________ 

Date: ____________________________________________________ Place: _______________________________________________________ 

oÐÐ³úÕOÐ: ___________________________________________________ ÁrÐ¹: _______________________________________________________ 
 

 

CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP 
ÑMúcúÕKú¶Ð B¶Ð¥ÐêÁÐ AêJ¥ÐÐé¶ÐêVú Á¶ÐÕ§Ð 

Policy number(s) ______________________,  ______________________, _____________________, _____________________, 
§ÐÐêÒ¶ÐÁÐÕ ÁÐïO¯ÐÐ(AÐê)  

Name of claimant   
súÐºÐêsúÐ³ú¥Ð×ï ¥ÐÐ®Ð  
Branch name & code   
»ÐÐOÐÐ ¥ÐÐ®Ð A¥Ðê KúÐêhú  
Date: ____________________________________________ Employee name & Code   
oÐÐ³úÕOÐ: Kú®ÐüSÐÐ³úÕ ¥ÐÐ®Ð A¥Ðê KúÐêhú 

Company Seal & 
Stamp with Date 

and time 
oÐÐ³úÕOÐ A¥Ðê ÁÐ®Ð¯Ð 

ÁÐÐrÐê Kïú§Ð¥ÐÕ ÁÐÕ¶Ð 

A¥Ðê Ácêú®§Ð 
 

Documents 
Submitted: 
súÁoÐÐºÐêVúÐê 
ÁÐ«ÐÒ®Ðcú: 

 Original Policy Document 
®Ð×O¯Ð §ÐÐêÒ¶ÐÁÐÕ súÁoÐÐºÐêVú 

 Photo identity & residence proof 
©úÐêcúÐê AÐê¹OÐ§ÐqÐ A¥Ðê ³úÅêúºÐÐÁÐÕ §ÐÚ³úÐºÐÐê 

 Doctor’s Certificate - Critical Illness 
húÐéJcú³ú¥Ð×ï §Ðõ®ÐÐnÐ§ÐqÐ - ÑMúcúÕKú¶Ð B¶Ð¥ÐêÁÐ 

 Cancelled cheque / Copy of bank passbook 
³úvú«ÐÐoÐ¶Ð  SÐêKú / «ÐêñKú §ÐÐÁÐ«Ð×Kú¥ÐÕ ¥ÐKú¶ 

 All past medical records for any treatment taken 

લેવામાાં આવેલી કોઈપણ સારવાર માટેના બધા ભૂતકાળના તબીબી રેકોર્ડ 

 

 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor 
case paper 
Ò¥ÐsúÐ¥Ð rÐ¯Ðê¶Ð ®ÐÐïsúPÐÕ¥ÐÐ Ò¥ÐsúÐ¥Ð A¥Ðê ÁÐÐ³úºÐÐ³ú ®ÐÐcêú¥ÐÕ ÁÐï§ÐÚnÐü oÐ«ÐÕ«ÐÕ ¥ÐÐêñ¤Ð Aêcú¶Ðê Kêú oÐ®ÐÐ®Ð cêúÁcú/oÐ§ÐÐÁÐ AÅêúºÐÐ¶Ð, ÑhúÁSÐÐVüú ÁÐ®Ð³úÕ, B¥húÐê³ú KêúÁÐ §Ðê§Ð³ú 

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. 

આ એકનૉલેજમેન્ટ સ્લીપ દાવાની સ્વીકૃતી તરીકે ગણવી જોઇએ નહી. દાવાની પ્રક્રિયાને નક્કી કરવના હેતુથી કાંપની વધારાના દસ્તાવેજો, માહહતી અને કોઇ અન્ય ખાસ જરૂક્રરયાતોને માંગાવવાનો તેનો હક્ક 

અનામત રાખે છે. 



 

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. 

CI 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 

5LV[GAL D[8,F>O >¬g0IF >g:IMZg; S\5GL l,lD8[0 

ZlH:80” VMlO; o I}lG8 G \P701, 702 VG[ 703, 7DM DF/4 J[:8 lJgU4 ZFC[HF 8FJ;”4 26/27 MG ZM04 A[\u,MZ v 560001. S6F”8SP IRDA VMO >¬g0IF ZlH:8=[XG G \AZ 1174CI G\P U66010KA2001PLC028883 4 VDG[ 8M, 

ÀL 1- 800-425-6969 5Z SM, SZM4 J[A;F>8 o www.pnbmetlife.com4 >D[, o indiaservice@pnbmetlife.co.in VYJF 1,M DF/4 8[SlG%,[S; v 14 8[SlG%,[S; SMd%,[S;4 VMO JLZ ;FJZSZ O,FIVMJZ4 UMZ[UF•J sJ[:8f4 D \ ]A> -

400062. OMG o +91-22-417900004 O[S; o +91-22-41790203 
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Documents to be submitted along with this form: 

VF OMD” ;FY[ ;AlD8 SZJFGF N:TFJ[HM:

• Original policy document 

VMlZlHG, 5Ml,;L N:TFJ[H

• Doctor’s Certificate - Critical Illness 

0MS8ZG]\ ›DF65+ - U\ELZ ALDFZL 

• Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case 
papers 

lGNFG SZJFDF\ VFJ[, DF\NULGF lGNFGM VG[ ;FZJFZ DF8[GM ;\5}6” TlAAL Z[SM0”; V[8,[ S[ TDFD 8[:8qT5F;GL lZ5M8”;4 l0:RFH”GM ;FZF \X4 >G0MZ S[; 5[5;”

• All past medical records for any treatment taken 

SM>S ;FZJFZ ,[JFDF\ VFJ[, CMI TM T[GF E}TSF/GF TDFD TlAAL Z[SM0”;

• Cancelled cheque 

[g;, SZJFDF\ VFJ[, R[S

• Id & residence proof 

VM/B VG[ ZC[9F6GM 5]ZFJM
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