
c:j:ytf bfjL 

b'3{6gf bfjL  

czQmtf bfjL 
 aLdfn]v g+=…………………………… 

 bfjLstf{n] eg'{kg]{ 

 aLdfn]v dflnssf] gfd ....................................................................................  7]ufgf  .................................................................................................

 la/fdLsf] gfd ................................................................................................. aLldt;“usf] gftf  ..................................................................................  
 aLldtsf] hGdldlt ...........................................................................................  6]lnkmf]g / df]afO{n # .............................................................................

 czQmtf÷/f]u nfUg'eGbf klxn]sf] Joj;fo tyf sfd .......................................................................................................................................................................

 cf};t ;fKtflxs cfo ................................................................................................................................................................................................................

 efu s: c:j:ytf bfjLsf] nflu dfq 

 /f]usf]k|s[lt .....................................................................................................  z'?df b]lvPsf] nIf0f ................................................................................

s] la/fdL klxn] slxNo} of] /f]uaf6 kLl8t x'g'x'GYof]< ............................................... (olb x'g'x'GYof] eg] ljj/0f lbg'xf];\)  ............................................................

 ;Nnfx lnOPsf] lrlsT;ssf] gfd ........................................................................ ;Nnfx lnOPsf] ldlt ..................................................................................

 c:ktfnsf] gfd ........................................................................................................................................................................................................................

 egf{ ldlt........................................................................................................  l8:rfh{ ldlt ================================================================================ 

 efu v : b'3{6gf÷czQmtf bfjLsf] nflu dfq 

 b'3{6gfsf] k|s[lt ...............................................................................................  b'3{6gfsf] ldlt tyf ;do .........................................................................

 sxf“ / s;/L b'3{6gf ePsf] xf]< ....................................................................................................................................................................................................

 b'3{6gfsf] sf/0f tkfO{+nfO{ s:tf] zfl//Ls 3fprf]6 nfu]sf] lyof]]< ........................................................................................................................................................

 s'g ldlt b]lv { k]zfut sfo{ ug{ aGb ug'{eof]< ....................................................................................................................................................

s] tkfO{+n] czQm ePkl5 s'g} sfd ug{'ePsf] 5 < …………………………………………... (olb ug'{ePsf] 5 eg] v'nfpg'xf];)  ..........................................................

 tkfO{+ slxn]b]lv sfddf kms{g] ck]Iff ug'{x'G5 < .......................................................  

 c:ktfndf a;]sf] (…………………b]lv  ......................... ;Dd)             3/df a;]sf] (…………………………….b]lv  .......................... ;Dd) 

 tkfO{ slt ;do ;Dd  czQm x'g'eof] <  k'0f{?kdf:-=............(xKtf) .............lbg)       cfl+zs ?kdf:-………(xKtf) ……….. (lbg) 

 ;Nnfx lnOPsf] lrlsT;ssf] gfd .........................................................................  ;Nnfx lnOPsf] ldlt...............................................................................

 tkfO{sf] xfnsf] cj:yfsf]  k"0f{ ljj/0f lbg'xf];\  ...........................................................................................................................................................................  
 Gff]6: of] vfnL kmf/d, o; cGtu{tsf] bfjL ;DjGwdf sDkgLnfO{ ePsf] k|lt/Iffsf] clwsf/ 5"6 gx'g] u/L / s'g} b'/fu|x ljgf aLldtnfO{ pknAw u/fO{Psf] 5 . tnsf] x:tfIf/ 
 stf{n] pNn]lvt aLdfsf] bfjL u5{ tyf lnlvt aofg Pj+ aLldtsf] pkrf/ u/]sf jf aLldtnfO{ x]]/]sf ;a} lrlsT;sx?n] lbPsf] aofgkq (affidavits) tyf oxf“ pNn]lvt 
 lgb]{zg cg';f/ dfluPsf cGo ;a} sfuhftx?-b'3{6gf÷c:j:ytf_af6 Ifltsf] k|df0f aGb5 / tL ;a}  Ifltsf] k|df0fsf c+u x'g . 

 clwsf/ kq (AUTHORIZATION) 
 d k|dfl0ft ub{5' ls o; cfj]bgsf ;j} aofgx? d}n] hfg] a'em] ;Dd k'0f{ / ;To x'g / d jf d]/f kl/jf/sf ;b:ox?sf] af/]df tYof‹ jf hfgsf/L ePsf] ;a} lrlsT;sx?,  
 c:ktfnx?, lSnlgsx?,kmdf{l;i6x?, n]af]/]6/Lx?,/f]huf/bftfx? / s'g} klg ;+:yf jf JolQm hf] ;+u d]/f] jf d]/f] k/Ljf/sf] s'g}klg aLldt ;b:ox?sf] af/]df s'g}klg / ;j} 
 :jf:Yo, :jf:Yo ;DalGw k"j{ ljj/0f, lrlsT;sLo ;Nnfx, hf“r, /f]usf] pkrf/ jf lj/fdL ;DaGwL tYof‹sf] gSsn cd]/Lsg nfO{km OG:of]/]G; sDkgLnfO{ pknAw 
 u/fpg clwsf/ k|bfg ub{5' . o; clwsf/ kqsf] s'g} klg k|ltlnlknfO{ ;Ssn ;/x dflgg] 5 . 

 bfjLstf{sf] Gffd======================================================================= x:tfIf/================================================================== ldlt========================================================= 

;fIfLsf] gfd=========================================================================== x:tfIf/================================================================== ldlt========================================================== 

cd]l/sg nfO{km OG:of]/]G; sDkgL
;+o'Qm /fHo cd]l/sfdf ;+:yflkt, g]kfn btf{ g++ ^÷)^@÷)^#_
gf/fo0fL sDKn]S;, k'Nrf]s, kf]= a= g+= !!%(), sf7df8f}+, g]kfn
kmf]g g+= ±(&&–! %%%%!^^, km\ofS; g+= ±(&&–! %%%%!&#

3fts ladf/L/ c;Qmtf 

Ifltsf] k|df0f 

(b'3{6gf / la/fdL bfjL kmf/d) 

!= dnfO{ yfxf 5 sL j}olQms uf]kgLotf ;DjGwL P]g, @)&% cGtu{t cd]l/sg nfOkm OG:of]/]G; sDkgL, g]kfn -d]6nfOkm_nfO{ aLdf bfjLsf] l;nl;nfdf d]/f] j}olQms ;"rgf, 
tYof+s / ;+j]bgzLn ;"rgfx?sf ;fy} d]/f] JolQmut kl/rokq, :jf:Yo ;DjGwL ljj/0fx? -o; kl5 j}olQms ;"rgf elgPsf] ;+sng, e08f/0f, ;+/If0f, ljZn]if0f / k|zf]wg 
ug{ clwsf/ /x]sf] 5 . @= d d]/f] j}olQms ;"rgf b]z leq jf jflx/l8lh6n tl/sfaf6 ;'/lIft ;e{/df÷Snfp8j];df ;'/lIft /fVg / cfjZostf cg';f/ cGt/ ;Ldf 
8f6f :yfgfGt/0f ug{sf] nflu ;xdlt k|bfg ub{5' . d]6nfOkmn] bfjL km:of{}6 tyf bfjL 5fgljg nufot Joj;flos l;nl;nfdf j}olQms ;"rgf v'nf;f u/]df jf c? 
s;}nfO{ lbPdf klg d]/f] dGh'/L /x]sf] 5 . #= dnfO{ uf]kgLotf gLlt ;DaGwL s'g} yk hfgsf/L cfjZos k/]df d]6nfOkm g]kfn tyf o;sf zfvf sfof{nox?df ;Dks{ ug]{5' .

a}+s vftf g+. ..................................................................................................  
 aLldtsf] hGdldlt ...........................................................................................  

a}+ssf] gfd .........................................................................................



American Life Insurance Company 
 (Incorporated in USA, Nepal Regn. No. 6/062/063) 
 Narayani Complex, Pulchowk 
 P.O. Box 11590, Kathmandu, Nepal 
 Tel: +977-1-5555166, Fax: +977-1-5555173 

CRITICAL ILLNESS/DISABILITY 

Proof of Loss 

(Accident/ Sickness Claim Form) 

   POLICY NO(s)…………………………………………………….. 

SICKNESS CLAIM 

INITIAL ACCIDENT 

INITIAL DISABILITY 

THIS SECTION TO BE COMPLETED BY CLAIMANT 

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

Name of Patient  .............................................................................. Relation to the Insured  .................................................  

Date of Birth of the Insured  ..........................................................  Telephone / Mobile #  ................................................  

Occupation & Duties prior to Disabi l ity / Sickness  .......................................................................................................................  

Average earnings / income per week  ...............................................................................................................................................  

PART A : TO BE COMPLETED FOR SICKNESS CLAIM ONLY 

Nature of Ai lment  ............................................................................  Symptoms First Appeared  ........................................ 

Has patient ever suffered previously from this ai lment?  ....... (I f "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 

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 al l your occupational dut ies?  ......................................................................................  

Have you done any work since commencement of disabi lity? . ..  (I f "Yes" explain)  ......................................................  

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

Hospital conf ined (from  ............................... to ..............................  House confined (from  ........................ to ................. ) 

How long were you disabled? Totally  ........... (Weeks) ……. (Days) Partially  .......... …….….(Weeks)  ………..….(Days) 

Doctors consulted  ............................................................................  Date consulted  ............................................................ 

Describe ful ly your present condition  ..............................................................................................................................................  

Note: This blank is furnished to the Insured wi thout  prejudice to or waiver of any right  of defense that the Company may 
have relat ive to any claim fi led hereunder. The undersigned hereby makes claim to said insurance  and agrees that the 
wr i t ten  statements and aff idavits of al l  physicians who attended or treated the Insured and al l  other papers called for by 
the instruct ions hereon shall const itute and are hereby made a part of this Proof and  Loss (Accident / Sickness Claim).  

AUTHORIZATION 
I hereby cert ify that the foregoing statements are ful l and true to the best of my knowledge and hereby authorize al l  
physicians, hospitals, cl inics, pharmacists, laboratories, employers and any inst itut ion 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 al l information with respect to medical history, consultat ion, prescription or treatments and copies of al l hospital or 
medical records. Any copy of this authorization shall be taken as original. 

        Name  ................................................................................  Claimant 's Signature  ............................  Date .......................................  

      Witness (Name)  ............................................................. .   Signature  ................................................. Date  ....................................... . 

1)I understand that under the Individual Privacy Act 2018, American Life Insurance Company, Nepal (MetLife)
isauthorized to col lect, store, protect, analyze and process my Personal Information, Data and Sensit ive Information
including information concerning my personal ID, history related with health, (col lectively Personal Information) while
processing insurance claim. 2) I give consent to store my Personal Information digital ly in a secured server/cloud
base and to any necessary cross border data transfers. I  also give consent to disclose said information to any others
within or outside Nepalin the course of claims sett lement and investigations 3. I f  I  have any questions concerning
Privacy Policy, I  wil l  contact MetLife off ices in Nepal.

Bank Account Number ............ ..........................................................  Bank Name  ................................................................... 


