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Attending Physician's Statement — Disability Claim
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Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
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DOCTOR'S DETAILS:
G"gg azﬁa_ DHoCwI:

Name of the Attending Physician:
adsﬁi"g;ﬁl 2ENGIS B

Name of the clinic / Hospital :
806/esod®

Address :

wdTar:

Contact No. E-mail address—
SoEtoR Fe. Faond o|ds:

CLAIMANT/PATIENT'S DETAILS:
Bowo Wokoards/ & TE, Jdores:

Name of the Claimant :
Sowo ScboTed o

Address :

D&TeET:

Age & Sex: Hospital/Indoor Patient Numbes:
Hadodyy Badcsn Boifo: wBb|8/a556% &' Sowd:

SPECIFY WHICH DISABILITY IS APPLICABLE:
2 Béogo H0%08’ BOBEA0E:

[] Loss of sight of one Eye [] Loss on use of one Limb [] Loss of sight of both the eyes
¥ Eoy&® &y §'S°ydwo e Jow sdTrHo ' yseo Todo ¥¢)S* 8y 8" yheo

[] Loss of Hearing [] Loss of use of two limbs [] Loss of one limb & loss of sight of one eye
V8BS B hwo To Do advTIrHo S yhbo 2.8 Tow S aird Hodain ¥ ¥y

[] Loss of speech and hearing []Loss of Speech 5§ F'eyeno
Srirdoo 0k AVEE §""e55‘3;’3¢30 Srgrdbo §'GtyBeo

HISTORY

$50\8

Date of first Consultation:
SodE doHdod) Bb:

Details of the Doctor who treated first:
Swdd D88y IvY T ddocen:

Date of appearance of first symptoms:
FndS oforen EDDodS Bb

Has the patient ever had the same or similar condition in past : [] Yes (] No
H$0S® gtwiod Bor aurod Dowodd H8LE §'A8 soldHo 73R8 G1~%)

(If “ves,” state when and provide details. Kindly attach another sheet if required)
G wond, I8 pds Ldn Dores woSHW0E. BSIEFE 208 L wEBkod)

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:
B8 $0%8:

Subjective symptoms:
iy ofaren:

Objective findings (include results of current X-rays, ECGs or any other special tests):
wodPoiom ELASadSd (DS JE)-Te, &ida Tor JBo add (Bgs 65 ew)

DIAGNOSIS:
5‘5638”693:

Please provide details:
Bohuh Idoren wodEohok:

TREATMENT
D8 p

Date of first visit:
TS Hodbyn Bé:

OP Number/Hospital No/Indoor Patient No.
4% Sowb/uud@ Jowb/ale’s &°n Jowk:

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

D5 BodYS Bb: Sosl)se Tho¥), (93g) (BOz Yo / o =/ ado:
Date of Last examination:

D0 BbY Bb:

Is this Disability permanent:
& JBogd g

Is this Disability Reversible.:
& F¥ogd ol BT wdsdo ad)o

What was the cause of disability:
Sorgdt $Emo JD:

Is this disability result of Accident:
& 3¥ogo Bdrdo Ty, 2OS5r
PROGRESS
58
[[] Recovered [ J1mproved [[] Unimproved [] Retrogressed
ddilf &b Botos B 85K G0

MENTAL CONDITION
S5 28

Is the patient competent to endorse checks and direct the use of proceeds there of? [] Yes []Ne
60 By 0B Hod¥o Vabhdo HOWN T TInE) YBTOD Vg Yohbd wHTT? W G1=S

DECLARATION:
C,Sabﬁﬁea:

These statements are true and complete to the best of my knowledge and belief.
& (DE0So o DOPTHINE Bwddin ITEH (D5°8o dedo.

Name & Signature of the Physician:
2£U0HE Dod¥o b D
Date:
a8b:
Qualifications:
eg_e‘.’sw

Reg. No. (Seal)
o2af o (e

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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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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