. Met Life ?:?fmqmﬁ AATTT

qra.A. 994R0, FISHTSN, AUTH |
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IN-HOSPITAL / MEDICAL REIMBURSEMENT CLAIM FORMG&dre ST/ MNYHI=R @< QIEwAT ardr BIH)
| A) INSURED'S SECTION (Sfiffael 5I={9+)

1. Policy No. 2. Name of Insured

@A T TTHTRT AT ) e
3. Date of accident or Date of sickness

(EETATHUDRT THTT) ..o AT (TRTHT FTRT THIT) Lo,

4. Nature of Disability :
(ATHATHRT TR()

5. Medical History of Disability
6. Fghar g efecareg faaem)

||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||

6. Have you ever had same or similar condition ? No-&13+) O

(& TUZHN Feged TTAT a1 T fHeal Feal daedr AUl 9240 Yes -21) [ Dates (fafq )
AUTHORIZATION (3TTdPR 93T)

“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.

%qzﬁwzmmﬁﬁmﬁmmwmmmmmﬁmmmwm A GEMES AT A/
mﬂﬁﬁwﬁmm@mﬁmﬁa@ﬁamam aﬁﬁamwaﬁwmnﬂglﬂ?ﬂ?ﬁﬁﬁmﬁﬁw JfET S AT STFAT T AR agh S
T |

q. HAATs &7 G H At MIFGar GH=r TF, 0%, A=Nd AARST ATgh T FWl, 9T (ATATSH)ATE T AP (qarqardr 10 Jgfhd g=e1, e T Gagaeia goqmes

T 1Y I ARHIT IS, Wy qEH[ [GaRuEs WW%&WWW}WWWW a9 T TINYH TH AUFR Whl G| R Hﬁﬁ’%ﬁﬁwwéﬂﬁwmaﬁ?
%ﬁwmmmxmﬁmm?wWWWWWWWWWWIW@@EWﬁWWW
Rw?ew%uﬁwwqmmﬁmmwﬁﬂﬁ&wqﬁrﬁﬁqﬁﬁ@aﬁala AT TA-Ear A Tl & 99 AERI ATqvgE GCHT HIATSH H9Te q97 JHHT Il FATAIeedl a8 T
g

Insured's Signature Date Contact Number E-mail
(ATTHTDRT BEATAT) oo (521 ) (VTR ) (FHA)
Bank Name Branch Account No.

(TBBT TATH) oo (M@)o @TAT T

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

Q.91 JUARET ST HRTSIT T FabeT SNeTee AT BIREG Y87 1] 8 |

2.Please submit the physician's statement overleaf if you do not have detailed prescriptions and
treatment related papers from the doctor/hospital.

R IIARE FASIET (GReea, T X o e RO oif) T &7 e Fafepeashat s RW W A1 ede g |
| B) EMPLOYER’S STATEMENT (For AWI benefit only) (FHEAT® HRU AT<Ted ATTH ATRT AT

1.Full name of Insured

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

2.Name and business address of Insured’s employer
SITHA DT ASTIRGTATR] ATH T ST,

3.When was Insured compelled to give up his duties ? (Give exact date)

SITAd Hled ATHAT HF B a1 gawdl (T gaArser)?

4 When did Insured return to work ?
dITHT Fledd ATHAT HIHAT Hb HAl?

tttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttt

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii

5.Was Insured’s injury the sole cause of his absence from duty for all of the above period ? If not, give particulars.
& SIAT ATCIHHT HRITA ST o AT Jeoldd FHAF! ATNT FTHAT IUTEAT g THdE! Bl7 Bl 99 [ga¥o ERISHEEN

THIT (Date) ..ovveeeeeeee oo, FATATRT &9 (Office seal)



C) PHYSICIAN / SURGEON SECTION

NaAME Of Pati€Nt & oo Age...e IM [F

A (0 L3 0 1= o | 1/

(Describe complications, if any)

If due to PREGNANCY, what was the approximate date of INCEPtIONT? ...

2. a) Nature and Medical HIStOry Of DISADIIITY.........ooo et e et e e e e,

b) Cause of disability: i) [ Due to Accident Date of ACCIdENt ...
ii.] Due to Sickness Date of SICKNESS ...

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

[T YOS STAtE W BN ANA QO S OO . ... e i,

Name and address of referring PRYSICIAN ... .o e

4. DeSCrIDE fUllY NAtUIE Of SUR G I C AL ..o ettt e et e e e e e e et e e e a e asa e s eseenensasnannnns
(or Obstetrical) PROCEDURE

DATE PEITOIMEA ... e et ettt et e e et e e e et e e e e et e e e e et e e e e e et eeeaete s eeeeeeenaneees
WINEIE PEITOIMEA ... .o e e e e e e e e eeaa.
5. Dates of Treatment : OFFICE ...

VISIECNArgEe........oeeeeeeeeeee e

HOME ..o

VISIECNAIge. . ... oo
6. Is further operative procedure or treatment anicipated? _lYes [] No
N R (o] F= 1| o [T RTR TSR
PHYSICIAN'S/SURGEON'S NAME ... otitieeetiieeererereeeeaeeeeeeeeeeseseesssesssesssssssssssssssssses
SIGNATURE: .coeeeeeeeeeeeeeeneereeeeneeeeeneneeeseseessesene
NMC NO.: e
FUll ADAress: ...,
Date & e

Stamp
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