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PNB MetLife India Insurance Company Limited
Regis tered office: Unit No. 701, 702 & 703, 7th Floor, Wes t Wing, Raheja Towers, 26/27 M G Road, Bangalore -560001, Karnataka. Insurance Regulatory and Development Authority of 

India Regis tration number 117. 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 1s t Floor, Techniplex -1, Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (Wes t), Mumbai – 400062. Phone: +91-22-41790000, Fax: +91-22-41790203

DECLARATION OF GOOD HEALTH (Valid for 3 months from the signature date)

Policy Number: 
Full Name of Life Insured: 

   Aadhaar No.:

D   D   M   M   Y    Y    Y   Y 

1. ALL QUESTIONS TO BE ANSWERED WITH REFERENCE TO LIFE INSURED
 Post Graduate and above       Graduate       Diploma       12th Pass       10th Pass       Illiterate       Others (Specify)____________________

 Yes       
 Yes        No (e.g. Mines, Explosives, Corrosive Chemicals, HTV Drivers, Security Guard, 

 Indian       Non-Resident Indian       Person of Indian Origin      

Details 

D   D   M  M   Y    Y    Y   Y 

 

 

 

 

 

premium or lien, deferred or declined or accepted on terms other than proposed?  If Yes, please give details_________________________________________________
3.1

3. GENERAL DETAILS

stoppage 

Country You Reside in _______________________________
3.2

3.3

3.4
3.5

Any legal or criminal case pending/convicted? If yes, please give details_______________________________________________________________________________
Do you engage in professional sports (Automobile or Motor–Cycle Racing, Skin or Scuba Diving, Skydiving) If yes, please give  details
_________________________________________________________________________________________________________________________________________

Yes No 

2. PERSONAL DETAILS

the heart or circulatory system? If Yes, please specify the details____________

respiratory disorder? If Yes, please specify the details_____________________
Any kidney, bladder disorder or prostate disease, blood/protein in urine? 
If Yes, please specify the details______________________________________
Diabetes, thyroid or any other gland related disorders? 
If Yes, please specify the details______________________________________

If Yes, please specify the details______________________________________

Bone Disorders or Skin Lesion? If Yes, please specify the details_____________

Have you undergone or been advised to undergo surgery of any kind or any 
major organ transplant?  

Cancer, tumor, cyst, leukemia, growth, lump or other malignancy? 
If Yes, please specify the details_____________________________________

and throat? If Yes, please specify the details___________________________

the same? If Yes, please specify the details____________________________

Have you consulted any doctor for any health concern for more than 4 days 

If Yes, please specify the details______________________________________

Have you abstained from work for more than 7 days due to any illness, injury, 

specify the details__________________________________________________

of the brain or nervous system? If Yes, please specify the details______________
Yes 


No 


 

 

 

 

 

 

Yes 


No 
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3

5

7

9

11

13

4

6

8

10

12

14

1. Height in Cms_________ / or Ft_________ /Inches_________ 2. Weight in Kgs_________ / or Pounds_________

 In the last 3 months     3 to 6 months     More than 6 months 

15

16

17

QUESTION (15-17) TO BE ANSWERED BY FEMALE LIVES ONLY

 

 

 

Yes No 

Date: 

Marital Status:Married UnmarriedOthers(Specify) Contact No.: Email ID:

Amitabh Kumar
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Name of Declarant :_________________________________ Address :_________________________________________________________________ Pincode :__________________

  tnaralceD eht fo erutangiS

Declarant’s Name:_________________________________________________________________  Address :_________________________________________________________
____________________________________________________________________________________________________________________ Pincode: ________________________
 

_________________________________________________

(Where the Life Insured is minor, the Legal Guardian should 

____________________________________________
 

        

Name of the Witness: ___________________________________________________       Address of Witness : ___________________________________________________________

                                                                                                                                                                ___________________________________________________________

Signature of the Witness (Witness should not be related to the Insured/Owner)  Date:

  Yes        No 

DECLARATION BY THE LIFE INSURED / POLICY OWNER

_____________________________________________________

Name of Person Insured: ______________________________________

Date: 

Place:__________________________________

___________________________________________________

Name of Policy Owner: ______________________________________

Date: 

Place:__________________________________

D   D   M   M   Y    Y    Y   Y 

D   D   M   M   Y    Y    Y   Y D   D   M   M   Y    Y    Y   Y 

 REASON FOR NON-PAYMENT OF PREMIUM 

 

 I was incapacitated or was ill (Please provide details of illness)__________________________
 Could not operate and respond due to illness in immediate family
 

 Tragedy in immediate family




