AMERICAN LIFE INSURANCE COMPANY DEATH CLAIM FORM
M t L.f (Incorporated in USA, Nepal Regn. No. 6/062/063)
e I e Signature Platinum Tower, Pulchowk, Lalitpur POLICY NO.
G.P.0. Box. 11590, Kathmandu, Nepal
Phone No.: +977-1-5971799

PART | CLAIMANT'S STATEMENT

1. Insured's Information

a) Name 0Of DeCeased (INBLOCK LETTER) ....ccieuteteiaueeeiatteeeruteeesseeesasseeesneeesasseeeaneeesaneeesanneeesaneeesanneesaneeens b)Age.....cccceenun Years c)Sex |:| Male |:|Female
d)Date of Birth .......ccccooviiiiiiiiiieeeeeeeee e)Place Of Birth...........cccoeiieiiiiiieieceeeee e f)Proof of Date of Birth...........ccooeviiiiiiieieeeee

G) RESIAENCE. ... h)Occupation..........ccceeeeeiieeneennne DEMPIOYET .. e
J) EMIPIOYEI'S AGAIESS ...ttt ettt e ettt e e ettt e s sttt e e ettt e e e et b eee e e bbbt e e e e bb et e e e e beeeenenaes K)PRONE NO.....ciiiiiiii et

2. Information of Death

a)Dateof Death ........ceeeevieiiiiiiiiiii s Time of Death:...........cccuvveeee. AM/PM b) Place of Death

C) CaUSE OF DEALN ...t e e d) Place of Burial

Please choose the below detail related to above mentioned cause.

1 DUE TO SICKNESS DUETO [JACCIDENT [] SUICIDE [0 UNKNOWN
Name of Disease How incident occurred ? Describe the Symptoms before
.......................................................................................................................... death.
Whatwas the Symptoms 2 [ |

Date of incident: ...........cccceeviiiiiiin i,
.......................................................................................................................... Time of incident ... AM/PM
Please, mention the date of first consultation with Doctor/Hospital ? Place of incident : Ward No What was the possible cause of
Date Name of Doctor Hospital VDC/MUNIGIDANIEY ..o death ?
........................................................................................................... District;_________________________Country_____________________
Consultation History for Last illness and 3 years prior therto. Was the incident reported to Police ? Was the incident reported to Police ?
Name of Doctor Address Date Reason Yes 1 No OYes [INo
O - If yes,please provide,

1. If yes,please provide,
2 OO Name of Poiice Office:

........................................................................................................... Name ofPo"Ce Offce:
PP PO PPUPTRUPPI [P PPPPPPPPPEPPPTPRPPIS Addresg s TR oG T

3. Detail of other insurance and Family Physician

Company Policy No Date of Insurance Amount

4. Claimant's Information
Relationship with insured .............cccco e, Claimant's capacity []Beneficiary [] Policy Owner [] Others

Occupation

[T E= T T oL [o YT PP Contact No...
Bank Account Number Bank Name. .........ccoocviiiiieiiiinennns
Who was in possession of the policy document? ..

Declaration & Authorization

a) The undersigned hereby makes claim to said insurance and agrees that the written statements and affidavits of all the physicians who attended or treated the insured and all other papers called for by the instructions
here on, shall constitute and are hereby made a part of these Proof of Death, and further agrees that the furnishing of this form or any other forms supplement thereto, by the company, shall not constitute nor be
considered an admission by it that there was any insurance in force on the life in question, nor a waiver of its rights or defenses.

b) The Undersigned hereby authorizes all physicians, hospitals, clinics, pharmacists, laboratories, employers and any institution or any other person to disclose to American Life Insurance Company, any and all information
with respect to medical history, consultation, prescription or treatments and copies of all hospitals or medical records of deceased. Any copy of this authorisation shall be taken as original copy.

1. I understand that under the Individual Privacy Act 2018, American Life Insurance Company, Nepal (MetLife) is authorized to collect, store, protect, analyze and process my/our Personal Information, Data and Sensitive
Information including information concerning my personal ID, history related with health, (collectively Personal Information) while processing insurance claim.

2.1 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 Nepal
in the course of claims settlement and investigations.

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

Signature of Claimant ..........ccooriiii e Date

PART Il. WITNESS( By Notary Public/Gazetted Officer/’VDC Chairman or Secretary/Ward Chairman or Secretary of Municipality/Principal of a Secondary School/Bank Manager)

The above information are true, to the best of my knowledge and belief, and nothing therein is false.

OFfiICRI it

AdAresS: ... s Official Seal
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