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PNB MetLife India Insurance Company Limited 
Registered office: Unit No. 701, 702 & 703, 7th Floor, West Wing, Raheja Towers, 26/27 M G Road, Bangalore -560001, Karnataka. IRDA of India Registration 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 1st Floor, 

Techniplex -1, Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai – 400062. Phone: +91-22-41790000, Fax: +91-22-41790203 

Claimant Application for Death`    Claim – Form A 

   Name of the patient: _______________________________________________________________________________________________________________________ 

   Father / Spouse’s Name ____________________________________________________________________________________________________________________ 

Age:___________                                                                                                                                                                                                            Gender:         Male        Female      

Address: ____________________________________________________________________________________________________________________________________________ 

   _____________________________________________________________________________________________________________________________________________________ 

   City ______________________________________________________ State ___________________ Country _________________PIN Code:____________________ 

   Outpatient/In-patient No: _________________________________(If In Patient) From ________________________to______________________________________ 

    Hospital Name: ____________________________________________________________________________________________________________________________________ 

 Heart Attack            Cancer           Coma  Angioplasty Cardiomyopathy  Paralysis Deafness 

Surgery to Aorta            Multiple Sclerosis Loss of Speech  Alzheimer’s Disease  Loss of Limbs 

CABG (Coronary Artery Bypass Surgery)  Apallic Syndrome            Benign Brain Tumor End Stage Liver Disease 

Major Head Trauma  Aplastic Anaemia Parkinson’s Disease Primary Pulmonary Hypertension 

Motor Neuron Disease            Kidney Failure            Major Burns Chronic Lung Disease  Stroke  Blindness 

Brain Surgery Major Organ Transplant Heart Valve Surgery SLE with Lupus Nephritis            Poliomyelitis 

Heart Valve Surgery

Heart Valve Surgery

Heart Valve Surgery

Heart Valve Surgery

Muscular Dystrophy Medullary Cystic Disease            Loss of Independent Existence  Terminal Illness 

     Smoking      Alcohol     Tobacco   Drugs i f  yes, duration of consumption__________________________________________________________ 

    Quantity consumed ________________________ Others (Please Specify)___________________________________________________________________  

   Date of First Consultation/diagnosis: ________________________________________________________________________________________________________ 

   What were the symptoms / illness / disease? _________________________________________________________________________________________________ 

   Which investigations / tests were performed: _________________________________________________________________________________________________ 

   Duration of symptoms / Illness / Disease: _____________________________________________________________________________________________________ 

   Diagnosis made and Informed to the patient: _________________________________________________________________________________________________ 

   Interval between onset and diagnosis:  ___________________ Years  ________________ Months ___________________Days 

   Antecedent conditions related or contributing but not related to the Illness: ____________________________________________________________________ 

    __________________________________________________________________________________________________________________________________________

   Are you aware if patient consulted any other doctor / hospital apart from you? (If yes, details thereof)          Yes       No_______________________________ 

    __________________________________________________________________________________________________________________________________________ 

Doctor's Certificate (For Critical Illness Claims) 

Personal Details 

Hospital Details 

Name of Critical Illness (As per the product) 

Nature of Habits 

Diagnosis & Treatment 
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    Was the patient referred to you by any other doctor? If "Yes", please provide the details:           Yes       No __________________________________________ 

   ___________________________________________________________________________________________________________________________________________ 

   

 

   Have you ever treated the deceased during last 5 years, prior to final illness?      Yes       No      If Yes;  

 Application for Death   Claim – Form A 
 

 
 
   The above statements are true and complete to the best of my knowledge and belief and as per the records maintained by me/hospital/clinic: 
 

Name of the Doctor  
 

Signature of the Doctor Doctor/Hospital seal 

Qualification of the Doctor     
 

 

  
  
  

Regd. no. of the Doctor     
 

Contact no. of the Doctor    
 

Email id of the Doctor    
 

Date  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Details of consultation in 
last 5 years 

1 2 3 4 5 

Date of consultation      

Patient presented with 
complaints of 

     

Name of Investigations/tests 
prescribed 

     

Dates on which the tests were done 
and the results 

     

Name and address of the laboratory 
where the tests were done 

     

Treatment / Medication given      

Medical History 

Declaration 


