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IN-HOSPITAL / MEDICAL REIMBURSEMENT CLAIM FORM (3r&qaTel At/ o= @ @esf qd wR)
[ A) INSURED'S SECTION (SifHa™l s9+)

AT 7. +399-9 YLLK 93

1. Policy No. 2. Name of Insured
@I ) oo (@ATTITBT AT Lo,
3. Date of accident or Date of sickness
(FHESATTTRT TAIT).cvcvvicvereeee s AT (FERTHT TTBT THTT) 1ottt et
4. Nature of Disability :
(TEHATHT TBfd)

<

5. Medical History of Disability
6. srahar e fafecates faamm)

6. Have you ever had same or similar condition ? No-8r5) [0

(F TUTEHT Bieed A&l a1 TAET fHeal Feal Faear TuHl fo) Yes -21) [ Dates (faf )
AUTHORIZATION (SR 9&T9)

“The undersigned hereby authorizes all physicians, hospitals, clinics, Pharmacists, Laboratories, Employers, Insurance Companies, other Companies, Institutions or any
other persons who have any records or information about me to provide American Life Insurance Company any and all information with respect to my health and
medical history, consultations, medical prescription, treatments or complete copy of my hospital medical record. A photographic copy of this authorization shall be as valid as the
original”. | also authorize the company to deposit the payable claim amount in my below mentioned bank account

1)l understand that under the Individual Privacy Act 2018, American Life Insurance Company, Nepal (MetLife) is authorized to collect, store, protect, analyze and
process my Personal Information, Data and Sensitive Information including information concerning my personal ID, history related with health, (collectively Personal
Information) while processing insurance claim. 2) | give consent to store my Personal Information digitally in a secured server/cloud base and to any necessary cross
border data transfers. | also give consent to disclose said information to any others within or outside Nepalin the course of claims settlement and investigations 3. If |

have any questions concerning Privacy Policy, | will contact MetLife offices in Nepal.

Tl W T W A/ ARG Fratead BAq FAHFE a1 dfTer@ TUH qrql Fafrcadres, deadrees, Aodareraes, Sty faaeees, TaNTeTees, AREAES, SHT FRIEEs, I GRS a1 TEET
SAfereTs, FhRET AEE TR FERETE I AEEE aqr qhier IUers RIS AUER UE g | RRTIET Tl W T a9 gefad I@ @TdTl S T qiiad dEw s
FHIAATE AUFR T3 T |

9. WETE ATET B F dafehed TOHEAr GEedl O, 06K AT qANET A5 g BRI, A (HEeT®)Ars AT e faetaer . 3R dathd e, Jars 7 gaamie guaee

F A A AfhTa k=TT, wreer g farees (@9 ufg Jafhe e 9f R e, qugR, G, Feeror ¥ qeta | T afier e @ | R W A qathsd geAr 3o fir ar i
fefstaer aftprare qRiva TR/ Fraeaad TG TeT T ATavaHal AU FwX AW SIET TR THE! AT GeAfd gae TEg | Aarghe AT BEde 91 adl gAfaT awad saeaias

fﬂvhﬂm%uﬁmwmwmwﬁmﬁwwﬁﬁﬁ@%ﬁali HATE TArar Afq Tt B a9 AAFE AEAF WA HEATH AT AT THR T FATAAEEHT AR T
gl

Insured's Signature Date Contact Number E-mail

(SHTATTRT BEATER) oo, AT (FFD T Ao

Bank Name Branch Account No.

(BT ATT) (9TT@T). oo (@TAT F)

1.Please submit treatment related documents and original bills along with this form.

AT ITARET GISee BRI T Feebel SoTee A1 PIRASAT 8T 1 8T |

2.Please submit the physician's st atement overleaf if you do not have det ailed prescriptions and
treatment related papers from the doctor/hospita  |.

AT ITARH FRIITES CRAFEH, TRy ¥ o e R i) 7 g7 e Fafepedierel s BRA S A1aY9% e |
| B) EMPLOYER'S STATEMENT (For AWI benefit only) (FEEATl HIRIT ATATEE ATHDI ATRT HIT)

1.Full name of Insured

2.Name and business address of Insured’s employer
SITATEDT TSTTRETATET ATH T STTAL, .viviaieeieteeteetesteseeteeteeeseeseste s eseese et e ese st eseesees e st eseese et e s essebess et esseseete st e st essasessensns

3.When was Insured compelled to give up his duties ? (Give exact date)
AT Fled ATHRAT F1I SSA ared gIadT (FaT gaArs1er)?

4.When did Insured return to work ?
AT Hleel ATHAT FHAT HbTAAT?

5.Was Insured’s injury the sole cause of his absence from duty for all of the above period ? If not, give particulars.

% AT HaTahR! FRUA T T W Feolfad THIH] AT FIEHAT IR g7 AFAHE! &7 818 99 a7 AT |

fafa (Date) ..o FTATAAH B9 (Office seal)



C) PHYSICIAN / SURGEON SECTION

NAME OF PAENE © .ot e e AGE.eeeerrreeeei, OmM OF

L NAIUFE OF DISAIIIIEY: ...ttt ettt et £t ettt e et e e e e e e e e e e eaeaeaaaaaaaaaaaaaaaaaaaaaans

(Describe complications, if any)

If due to PREGNANCY, what was the approximate date of INCEPION? .........coiiiiiiiiire e

2. a) Nature and Medical HiStory Of DiS@DIlITY..........ccuiiiiiaiiee ettt se e nbesaean

b) Cause of disability: i) [0 Due to Accident Date of ACCIENT ......coveirieireere s
i] Due to Sickness Date of SICKNESS .....coeviiiiiiiieece e

3. Has patient ever had same or similar condition? [] Yes [] No

L ST r= L (Y a =T A I= T o [0 [=3oT 0] 1 o 1T

Name and address of referring PRYSICIAN ......c.ccveiiiee et sn e e e e e e sra e e e nreeneas

4. Describe fully NAtUre Of SURGICAL ....uuuuiiiiiiiiiiiiiieiiieeiieeieaeieeseressressesseansnssnnnssennnnnnnnssannn s
(or Obstetrical) PROCEDURE

(D= UES R 01T 0] 1 41T o [ RS R RPTR
RTAT LT (= 0 1= 0 £ 14T
5. Dates of Treatment : OFFICE ...

ViISIt CRArge. . oo

HOME .o

ViSit Charge......cooevvveeee e
6. Is further operative procedure or treatment anicipated? [dyes [ No
L 4 ST = d 1= 1o OSSPSR
PHYSICIAN'S/SURGEON'S NAME: .....coiiie ettt
SIGNATURE: ...
NMC NO.I e
FUll ADAresS: ...oooooieeeieeeeseee e
Date .o

Stamp
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