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CRITICAL ILLNESS/DISABILITY
American Life Insurance Company

~ (Incorporated in USA, Nepal Regn. No. 6/062/063) Proof of Loss
e I e Narayani Complex, Pulchowk

P.O. Box 11590, Kathmandu, Nepal (Accident/ Sickness Claim Form)
Tel: +977-1-5555166. Fax: +977-1-5555173

SICKNESS CLAIM |:|
POLICY NO(S).ceuuuieiit i INITIAL ACCIDENT ]
INITIAL DISABILITY |:|

THIS SECTION TO BE COMPLETED BY CLAIMANT

Policy OWNEr'S NAME ....ociiiiiiiiiiiiiee e AAAIESS e
Name Of Pati€Nt ..o Relation to the Insured ...........cccocoeiiiiiiiiiiiiii
Date of Birth of the Insured ..........ccoociiiiiiiiii s Telephone / Mobile # ...
Bank Account NUMDET ........ccccoviuiiiieiriaiiieee e seenens Bank Name ..o

Occupation & Duties prior t0 Disability / SICKNESS ittt e et e e eesbaeeeanes

Average earnings / INCOME PET WEEK «oouuiiiiiiie ittt ettt ettt ettt ettt e e tb et e e h bt e a4kt e e b bt e e ek b et e aRbe e e e bbb e e e b bt e e aabe e e e bb e e e e nb e e e snbneeennnneas

PART A : TO BE COMPLETED FOR SICKNESS CLAIM ONLY

Nature of AIIMENt ... Symptoms First Appeared ........ccccoovviiiniiiiiiiiieennnn.
Has patient ever suffered previously from this ailment? ....... (If "Yes" explain) o
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 .......ccccceeevviiiiieieneniiiiinnes

Hospital confined (from .........ccccoviiiininnene B0 s House confined (from ........ccccccceeee. | (o RPN )
How long were you disabled? Totally ........... (Weeks) ....... (Days) Partially ..o cieenniene (Weeks) .....cceeeeen. (Days)
DOCtOrs CONSUILEA ..ooiiiiiiiiii e Date consulted .......ccooiiiiiiiiiii

DeSCriDe fUIlY YOUT PrESENT CONMOITION ittt ettt e sttt e e skttt e ettt eeast bt e e as bt e esabb e e e antteeeanb et e anbeeeeanbeeeesnbeeeanbbeaeannns

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.

1)l understand that under the Individual Privacy Act 2018, American Life Insurance Company, Nepal (MetLife)
isauthorized to collect, store, protect, analyze and process my Personal Information, Data and Sensitive Information
including information concerning my personal ID, history related with health, (collectively Personal Information) while
processing insurance claim. 2) | 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 Nepalin the course of claims settlement and investigations 3. If | have any questions concerning
Privacy Policy, | will contact MetLife offices in Nepal.

NAME e Claimant's Signature ...........cccceeeevnunnen. Date ...cooeviiiiee

Witness (NAME) ..ooiveiiiiiiiiiiiie e SIgNALUIE ..ooeiiiiiieiieieeeee e Date ..ooooveeeeiiiieeee e .




