ISR IR
. M L.f THRET ATSH AT HHHT grferer T
I T ARIFET FEAMIT, A AT A §/0%3/0%3)
et I e AT R, Te, 9 °, A, 9940, HIGATS, AT (gefe=r | fardft gt wies)

B T, +209-9 LUULIEE, FAHT 7. +3090-9 L4¥R9%3

AT JTET

[]
ELE I EC A SR T T [
HYHAT JTET ]

TUEATH] FRU TULATS BT MMET BTSTTT FATTBT FIATT 111vivssevsressersesesesssses sttt s bt s b ssb et es bt b st s b st bbb st n bbb st s b st st n bbb st st ant s

qIE F(T THT TFA  AAH GIAAT 7 TORTAT - e G 1) f&) ARTH AT - (FR) e (=)
ToATE TATTBT FATBTTBBT ATH o.vvrieserererererersssssssssessesesesesesssssss s esesesesesasns TTE TTZTRT FATT. e
TUTEHT BTABT FTATATHET TUN FTARUT FETBIRL L.voviviviiiiiiictetcteiee ittt ettt ettt ee et et ebebetese et esebebeaeas st ebebebese e e etesebebesene st bebebesess e et et et enennsasabeberene s s anenans

AT a1 Gl R, T A=TIART IET TEHT FFITATS TUHT YfRearerl AR G2 Tg7 T T H RIUE (a1 HHTers Juded TRIETH T | Tl gedle]
FAT Fecltga STHIHT AT T a4 fafaa aam g A STaR TH a1 Afadrg 2w a9 fafeasresa fquasr gamar (affidavits) aar et swifad
e AR WINTTHT 97 T BRTTAES(THAT/ AN IS &Tfqepl THI a3 T o7 G &Tfeebl THITHT 7T & |

s#R 93 (AUTHORIZATION)
A g TG fF A9 ATAEAH G qAET A S I GE QU T T g ¥ T AT AT IRARFT GIIEEHT AT JATF AT SAHFNET AT T AR FE,
HEAATARE, (FATFES, FHITCEE, TANEEE ASRATAES T Ui GEdT a7 ik A1 G L a7 AT WERP FA0T ST Gaeaess! qear HIa T a9
AT, @ ey qd e, Fafecada gedres, e, TRE ITER a1 o Graedl g AaEd qHET Aeh e g SIeed
RIS AIFR I TG | 9 ARIPR TIHT F T Gfaafqars aard 928 A 3 |




CRITICAL ILLNESS/DISABILITY
American Life Insurance Company
. Met Life (Incorporated in USA, Nepal Regn. No. 6/062/063) Proof of Loss
oy L1600, Katmart Nepal (Accident/ Sickness Claim Form)
Tel: +977-1-5555166. Fax: +977-1-5555173

SICKNESS CLAIM |:|
POLICY NO(S).cetuu ittt INITIAL ACCIDENT ]
INITIAL DISABILITY |:|

THIS SECTION TO BE COMPLETED BY CLAIMANT

Policy OWNEr'S NAME .....oiiiiiiiiiiiiei et AdAIESS i
Name of Patient ..o

Relation to the Insured .........ccccooiiiiiiiiii
Date of Birth of the Insured .......ccccooiiiiiiii e Telephone / Mobile # ...cooooiiiiiiiie

Occupation & Duties prior t0 Disability / SICKNMESS ittt e e e e e b e e s baeeeanes

Average earnings / INCOME PET WEEK «oouuiiiiiiie ittt ettt ettt e e tb et e e b bt e e aa ket e e b et e e ek b et e aR ket e e bbb e e e b bt e e ambe e e e bb e e e e nb e e e aabeeeeannneas

PART A : TO BE COMPLETED FOR SICKNESS CLAIM ONLY

Nature of AIIMENt ... Symptoms First Appeared ........cccoovviiiniiiiniiiieennnn,
Has patient ever suffered previously from this ailment? ....... (If "Yes" explain) i
Doctors consulted Date consulted

Hospital Name ..........
Date of Admission

What bodily injuries did you sustain caused by the aCCident? ... e

On what date did you stop performing all your occupational duties? ..

Have you done any work since commencement of disability? ... (If "Yes" explain) ..o
When do you expect to return to WOrk .......cccccceevviiiieieneniiiiinnens

Hospital confined (from .........cccccoiiiininnene B0 s House confined (from ........cccccceenee. | (o RPN )
How long were you disabled? Totally ........... (Weeks) ....... (Days) Partially ..o e (Weeks) .....coeeeeeen. (Days)
DoOCtors CONSUILEA ..oooiiiiiiiiiiic e Date consulted ......cccooiiiiiiiiiii
DeSCriDe fUIlY YOUT PrESENT CONMOITION ittt ettt e sttt e e sttt e ettt e e e sttt e e as bt e e eabb e e e anbbeessnbeeeanbeeeeanbeeeeanbeaeanbbeeeannns

Note: This blank is furnished to the Insured without prejudice to or waiver of any right of defense that the Company may
have relative to any claim filed hereunder. The undersigned hereby makes claim to said insurance and agrees that the
written statements and affidavits of all physicians who attended or treated the Insured and all other papers called for by
the instructions hereon shall constitute and are hereby made a part of this Proof and Loss (Accident / Sickness Claim).

AUTHORIZATION

| hereby certify that the foregoing statements are full and true to the best of my knowledge and hereby authorize all
physicians, hospitals, clinics, pharmacists, laboratories, employers and any institution or any other person who has any,
record or information about me and/or any of my insured family members to provide American Life Insurance Company any,
and all information with respect to medical history, consultation, prescription or treatments and copies of all hospital or
medical records. Any copy of this authorization shall be taken as original.




