Metlife

Tel: 9561791, Fax: 9558682

American Life Insurance Company
MetLife Building, 18-20 Motijheel C.A.
P.O. Box 9, Dhaka-1000 Bangladesh

Proof of Loss (Ffex &)

Accident/Sickness Claim Form
(GRS E E S ERAN R T)

SICKNESS CLAIM (@germd) [
INITIAL ACCIDENT (@rfiwqa) [
INITIAL DISABILITY (@efiw srwet) [

THIS SECTION TO BE COMPLETED BY CLAIMANT (4% SIg® WIS st F9& *7T1%)

Policy Owner's Name
( =G W)
Name of Patient
(= =)
Relation to the Insured
(5 TIPS > W)
Date of Birth of the Insured
(WC\SZ ) SifeR)
Occupation & Duties prior to Disability / Sickness
(CoMl @ FSIF, HASI/THFSH )

Present Address
(G LR 5 T 1 YN

PART A : TO BE COMPLETED FOR SICKNESS CLAIM ONLY (2@ Se[Ee e Smmide &=y ada)

Nature of Ailment
(G EEAERERD
Has %atlent ever suffered previously from this ailment?

5 7ItF IS 9B TSI BCATBCETT) 2.,
Doctors consulted
(T AR FBIRFFTBAD) e,

Hospital Name

LA a1 a3 Y

Date of Admission
(ofsT sifa)

Symptoms First Appeared
(AT BT =T @A
(If "Yes" explain)
“ZI zea g6
Date consulted
(ﬂa’]‘srcﬂa BIfA™) ceeerrrrnimminn

Date of Discharge
[ R 1 B 1 = 1 S PP

PART B : TO BE COMPLETED FOR INITIAL ACCIDENT/DISABILITY CLAIM ONLY (¥¢¥1q &itefi@ 7¥ba/erwer SMmi<ia my s[Tw)

Nature of Accident Date & Time of Accident
(

(FIBTIT GRE)  ceeereeremrmmm FEONIT SIfHRA 8 FTHA)  wevveerrrrrmmmmmnni e
Where and how did the Accident Occur?
((_Z?sz’m Qe |’:P\‘-9](.<l TAo] ﬂ(.l’l’i‘ﬂ) ..................................................................................................................................

What bodily injuries did you sustain caused by the accident?
RIGIEES

(FEoFIE FICE AT [t Q[T ITEIS ZEEATCB ) ceeeeesssssssessrm e e
On what date did you stop performing all your occupational duties?

(I SR A SUAFE STFET (P71 WG 2T (ATT TAS AP WTF BUACET ) vvverrrrerrrrmmmnses e e
Have you done any work since commencement of disability? (If "Yes" explain)

(92 el ST A (AE AT &F &= T scace?) ST BCET TR TR «eeeererreeesesainnreesssasssreesssananeeesseanes
When dgr%ou expect to return to work

(T =T FICET CTINATCHT THIT TFERA P)  rorerrorerrosarromasnanastanaatanantas ottt et f et e E tE e f e E e f e E et tE et e E sttt st st s r s n e
Hospital confined (from to. House confined (from to

(W"n_m W) (CQIW) ....................... (W) ......................... ) (W W) (CW) .................... W) .............. )
How long were you dlsabled7 Totalg (Weeks) (Days) Partially (Weeks) (Days)

(FS > AT oww fwgemq?)  (FF) e (FIBIZ) weeveeneens =) (GG JETTTITTTTPPPrrrN (FTBIR)  wevennnnnnnennn =)
Doctors consulted Date consulted

(1Tl wreI fofsestamater) ( 1 ST

Describe fully your present condition
(=== T S EEIE ‘fT"ﬁ IEEEG] ﬁ,ﬁ) ........................................................................................................................................

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
of Loss (Accident / Sickness Claim).

(152 @ T miREps @ MmN v @i argere sudes Simes <& 71 S @ #AResie 91 $EE 93 GoEage TN ANES TS AR F =T |
T gerEl Srafie WIS A RS 9IR QR T THS 0HRA (@, ANFEE BT Feaced a5 bfeetsa e [3fs ¢ Tmean 3k @ wEew
T BIeT! FCACR AN Sy e Fovev et whow el (FHol/SeEeE MmN 0T Fh0 @[ GoRIl TRl whow euieels S w9l 200%)

AUTHORIZATION (FFTsig@iv)
| 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 (MetLife) 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.
(S er@ e Tz @, $AEe RYFTR SIwE S SF e 1™ ¢ oy g3 qeuHl e bfeeTs, zeerer, s, TR, aREsa), Faeest a3 @@
2fSB™ A @ @ BT, [ F0E ANF ¢/ AR ARAET @ T FFe wena Bt e 2fiogm, A, ~mrriem a1 bfewn g3z gorem 3t et s
e FRAET A SR ARE TIHE @A TR AR FAS! A0 FA(R | G2 FASAETR @ @I NG Je el 0 ety 73 1)

Name Claimant's Signature Date
(WTW? ;{m) ...................................................... (WTW? W) ....................... (@ﬁq{) ..............................
Witness (Name) Signature Date
(W W) ................................................... (W) ........................................ (@ﬁ-@) ...............................




THIS SECTION TO BE COMPLETED BY ATTENDING PHYSICIAN

NaME OF PAtIENT ... s AGE it
Nature of Sickness Or INJUIY (DESCIIDE) ......vu e
When did symptom:s first appear or accident happen? DAL ettt
Is there visible evidence of cONtUSION OF WOUNA? DESCIDE ......viuieiriiiieieirieici ettt

Was the patient at time of this accident or during this disability, affected with any previous injury or any other disease? ~ Yes [1 No []

(If "YES", STAate WINEN QNG AESCITDE) ...ttt et e et e e et e et et et et et e e eesessesseseesseseeeaseaseeseassaseeseereensenseasassesseseeseeseeeeessessenseeseaneeneeneen

Nature of surgical or obstetrical procedure, if any (DESCHDE FUIY) ..o s

Is further operative procedure or treatment anticipated? Yes[1 No[

LT SN0 Y1 ) TSR
Hospital confined (if any) FrOM. oo TO e

For what period was the patient House confined (if any) From..ooeeeececeeceveeeee [ T
Bed confined (if any) (0] 1o O TO e
Ambulatory (if any) From..eeeeeeeeeeeeeeeeeeeen [ [ TP

DIAGNOSIS ettt et e e e e e beeesas e e s beeeebseeaaseaesseeeeaseeaaseeensseesaseesaseeeasseesasee s see e s seeeane e e aseeanseeeaReeaanseeenbeeeaRee e e bee e beeeeareeereeeannnrees

If injury involved eye or limb, state whether right or left. If fracture or dislocation occurred, state which and whether compound,
complete or incomplete. If fracture of long bones occurred, state whether through head or shaft.

TREATMENT: Date of First Visit ......ccccovvvvvrerrennns Date of Last Visit .....ccccoeeeererreceiirenns Total Number of Visit ......cccoeevvveenennne
DESCRIBE PRESENT CONDITION Indicate if recovered, improved, unimproved or retrogressed: ........c.cceeeeererereesresesesesseeseesssesesees

DEGREE & LENGTH OF DISABILITY (for accidental disability only):

From what dates has the patient been unable to perform any part of his occupation? (Totally Disabled) FromM..eeeieeins e T
From what dates has the patient been unable to perform some part but all of his occupation? (Partially Disabled) ~ From.......ccccueveeen. (o O
If not working, when do you think he will able to work? Approximate Date ... Indefinite (1~ Never []

| HEREBY CERTIFY THAT MY ANSWERS TO THE FOREGOING QUESTIONS ARE CORRECT AND TRUE TO THE BEST OF MY
KNOWLEDGE AND BELIEF.

SIGNATURE AND ATTENDING PHYSICIAN ..ot

Date NAME & OFFICIAL SEAL ...ttt

EMPLOYER'S STATEMENT (If the Insured is employed)

Name and Business Address of INSUred's EMPIOYET .........cvcrriieiriceeeee e
FUITINGME OF INSUIEA ...ttt £ £ b £ b e bbbt
LT UL =To e U =TT
When was Insured compelled to give up his duties? (Exact Date) .......c.cocovereenee. When did Insured return to work? (Exact Date) ........cccceeveuenee
Description of Injury or Iliness resulting in Insured's absence from empPIOYMENT .......c.ccviiiiiiiiiie e
Was Injury or lliness caused by reason of occupation? Yes [1 No [
Was there a period of time during which Insured could only perform part of his occupational duties? (Exact Date) ........cccoeerervvrrererernnnes
Was Insured's Injury or Iliness the sole cause of his absence from duty for all of the above period? ...
[f NOT, GIVE PAITICUIAIS ... e 2 E £ £ bbb b A bbb bbb bbbt bbb bt es
________________________________________ SIGNATURE ..ottt s e e e e nean
Date
OFFICIAL TITLE & SEAL ...oetiieeeeeete ettt

American Life Insurance Company is incorporated in the USA as a Limited Company

ATgAKIDj B B §i KRBV FTaMg UV KRB vz

CL/RV1/05-13/Hp/2,500



