
POLICY NO(s) (cwjwm bs mg~n)......................................
..............................................................................

THIS SECTION TO BE COMPLETED BY CLAIMANT (GB Ask `vexKvix KZ…©K c~iYxq)

Policy Owner's Name 
.................................................................

 Present Address 
......................................................

Name of Patient 
......................................................................... ...................................................................................

Relation to the Insured 
.............................................................. ...................................................................................

Date of Birth of the Insured 
......................................................

 Telephone / Mobile # 
..............................................

Occupation & Duties prior to Disability / Sickness 
................................................................................................................

PART A : TO BE COMPLETED FOR SICKNESS CLAIM ONLY (ïaygvÎ Amy¯’Zvi exgv`vexi Rb¨ c~iYxq)
Nature of Ailment

 ......................................................................
 Symptoms First Appeared 

.......................................

Has patient ever suffered previously from this ailment?  (If "Yes" explain) 
.....................................................

Doctors consulted      
..............................................................

  Date consulted  
........................................................

.....................................................................................................  ...................................................................................
Hospital Name 

........................................................................................................................................................................

Date of Admission
 .....................................................................

 Date of Discharge 
....................................................

PART B : TO BE COMPLETED FOR INITIAL ACCIDENT/DISABILITY CLAIM ONLY (ïaygvÎ cÖv_wgK `yN©Ubvi/AÿgZvi exgv`vexi Rb¨ c~iYxq)
Nature of Accident 

....................................................................... 
 Date & Time of Accident

 ..........................................

Where and how did the Accident Occur? 
..................................................................................................................................

.......................................................................................................................................................................................................

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

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

Have you done any work since commencement of disability?     (If "Yes" explain) 
.......................................................

When do you expect to return to work 
...................................... .....................................................................................

Hospital confined (from 
.......................    

to. 
.........................)

  House confined (from  
....................  

to 
..............)

How long were you disabled? Totally 
............... 

(Weeks)
............

(Days)  Partially 
..................

(Weeks) 
................

(Days)

Doctors consulted   
.......................................................................

  Date consulted  
.........................................................

........................................................................................................  .....................................................................................

Describe fully your present condition 
........................................................................................................................................

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).
(†bvU : GB di‡g `vwLjK…Z †Kvb exgv`vexi wel‡q †Kv¤úvwbi AvZ¥cÿ mg_©‡bi AwaKvi‡K Le© bv K‡i ev cwiZ¨vM bv K‡iB GB Ac~ibK…Z dig exgvK…Z e¨w³‡K mieivn Kiv n‡jv| 
wbgœ¯^vÿiKvix GZØviv D‡jøwLZ exgv`vex `vwLj Ki‡Qb Ges GB g‡g© m¤§Z n‡”Qb †h, exgvKvixi wPwKrmv K‡i‡Qb Ggb mKj wPwKrm‡Ki wjwLZ wee„wZ I njdbvgv Ges GB di‡gi 
wb‡`©kbvq PvIqv n‡q‡Q Ggb Ab¨vb¨ mKj KvMRvw` wg‡j ÿwZi cÖgvY (`yN©Ubv/Amy¯’Zvi exgv`vex) MVb Ki‡e Ges GZØviv †m¸wj‡K ÿwZi cÖgv‡Yi Ask Kiv n‡”Q)

AUTHORIZATION (ÿgZvcÖ`vb)
I 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.

Name 
...................................................... 

Claimant's Signature 
.......................

 Date 
..............................

Witness (Name)
 ................................................... 

Signature 
........................................ 

 Date 
...............................

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

Tel : 9561791, Fax : 9558682

Proof of Loss (ÿwZi cÖgvY) 
Accident / Sickness Claim Form 

(`yN©Ubv/Amy¯’Zvi `vexcÎ)

SICKNESS CLAIM (Amy¯’Zvi `vex) 
INITIAL ACCIDENT (cÖv_wgK `yN©Ubv)
INITIAL DISABILITY (cÖv_wgK AÿgZv)

(cwjwm MÖvn‡Ki bvg)                                                             

(†ivMxi bvg)

(exgvK…‡Zi mv‡_ m¤úK©)

(exgvK…‡Zi Rb¥ ZvwiL)

(†ckv I KZ©e¨, AÿgZv/Amy¯’Zvi c~‡e©)

(eZ©gvb wVKvbv)                                                  

(†Uwj‡dvb/†gvevBj) 

(Amy¯’Zvi aiY)                                                               (cÖ_g K‡e jÿY †`Lv w`‡qwQj)

(†ivMx wK c~‡e© KLbI GB Amy¯’Zvq f‚‡MwQ‡jb)?                              Òn¨uvÓ n‡j weeiY

(civgk© `vbKvix wPwKrmKMY)                                                       (civg‡k©i ZvwiL)

(nvmcvZv‡ji bvg)

(fwZ©i ZvwiL)                                                                   (Qvo †bIqvi ZvwiL)

(`yN©Ubvi aiY)                                                                    (`yN©Ubvi ZvwiL I mgq) 

(†Kv_vq Ges wKfv‡e `yN©Ubv N‡UwQj) 

(`yN©Ubvi Kvi‡Y Avcbvi Kx ai‡Yi kvixwiK AvNvZ n‡q‡Q?) 

(†Kvb Zvwi‡L Avcwb Avcbvi mKj †ckvMZ `vwqZ¡ cvjb †_‡K weiZ _vKv ïiæ K‡i‡Qb?) 

(GB AÿgZv ïiæi ci †_‡K Avcwb wK †Kvb KvR K‡i‡Qb?)                    Ònu¨vÓ n‡j weeiY w`b 

(KLb Avcwb Kv‡R †hvM`v‡bi Avkv Ki‡Qb?)

(nvmcvZv‡j Ae¯’vb) (†_‡K)                      (ch©šÍ)                         (evmvq Ae¯’vb)    (†_‡K)                 (ch©šÍ)

(KZ mgq Avcwb Aÿg wQ‡jb?)     (m¤ú~Y©)                (mßvn)             (w`b)  (AvswkK)                 (mßvn)               (w`b)

(civgk© `vbKvix wPwKrmKMY)                                                             (civg‡k©i ZvwiL) 

(Avcbvi eZ©gvb Ae¯’vi m¤ú~Y© weeiY w`b)

(Avwg GZØviv cÖZ¨qb KiwQ †h, Dc‡iv³ wee„wZmg~n Avgvi m‡e©v”P Ávb g‡Z c~b©v½ I mZ¨ Ges GZØviv mKj wPwKrmK, nvmcvZvj, wK¬wbK, dvg©vwmó, j¨ve‡iUix, wb‡qvMKZ©v Ges †h‡Kvb 
cÖwZôvb ev †h †Kvb e¨w³‡K, hvi Kv‡Q Avgvi I/ev Avgvi cwiev‡ii †h ‡Kvb exgvK…Z m`‡m¨i wPwKrmv msµvšÍ BwZnvm, civgk©, civgk©cÎ ev wPwKrmv Ges nvmcvZvj ev wPwKrmv msµvšÍ 
mKj bw_c‡Îi Abywjwc Av‡gwiKvb jvBd BÝy¨‡iÝ †Kv¤úvbx‡K mieivn Kivi ÿgZv cÖ`vb KiwQ| GB ÿgZvc©‡bi †h †Kvb Abywjwc g~j ÿgZvc©b e‡j MY¨ n‡e|)

(`vexKvixi bvg)                                                       (`vexKvixi ¯^vÿi)                           (ZvwiL)

(¯^vÿxi bvg)                                                      (¯^vÿi)                                       (ZvwiL) 

................................

..............



THIS SECTION TO BE COMPLETED BY ATTENDING PHYSICIAN

Name of Patient ...................................................................................................  Age ....................................................................

Nature of Sickness or injury (Describe) ........................................................................................................................................................

When did symptoms first appear or accident happen?  Date ...................................................................................................

Is there visible evidence of contusion or wound? Describe .......................................................................................................................

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

(If "Yes", state when and describe) .............................................................................................................................................................

Nature of surgical or obstetrical procedure, if any (Describe fully) ..........................................................................................................

Is further operative procedure or treatment anticipated?  Yes  No

(If "Yes", explain) .........................................................................................................................................................................................

 Hospital confined (if any)  From.................................   To ...................................

 For what period was the patient  House confined (if any)      From.................................   To ...................................

 Bed confined (if any)        From.................................   To ...................................

  Ambulatory (if any)        From.................................   To ...................................

DIAGNOSIS .....................................................................................................................................................................................................

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 ..............................   Date of Last Visit .................................   Total Number of Visit ..............................

DESCRIBE PRESENT CONDITION Indicate if recovered, improved, unimproved or retrogressed: ............................................................

.........................................................................................................................................................................................................................

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)  From....................... To......................

From what dates has the patient been unable to perform some part but all of his occupation? (Partially Disabled)      From....................... To......................

If not working, when do you think he will able to work?  Approximate Date ....................................     Indefinite  Never

I 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 ................................................................

NAME & OFFICIAL SEAL .............................................................................................Date
........................................

EMPLOYER'S STATEMENT (If the Insured is employed)

Name and Business Address of Insured's Employer ....................................................................................................................................

.........................................................................................................................................................................................................................

Full Name of Insured .....................................................................................................................................................................................

Insured's duties ..............................................................................................................................................................................................

When was Insured compelled to give up his duties? (Exact Date) ....................... When did Insured return to work? (Exact Date) .......................

Description of Injury or Illness resulting in Insured's absence from employment ....................................................................................

Was Injury or Illness caused by reason of occupation?  Yes  No

Was there a period of time during which Insured could only perform part of his occupational duties? (Exact Date) .................................

Was Insured's Injury or Illness the sole cause of his absence from duty for all of the above period? .....................................................

If not, give particulars ...................................................................................................................................................................................

SIGNATURE ......................................................................................................

OFFICIAL TITLE & SEAL ....................................................................................

Date
........................................

CL / RV1/ 05-13 / Hp / 2,500
American Life Insurance Company is incorporated in the USA as a Limited Company

 


