CL 10: AMR Claim Form
For Foreign Employment

N

7= SuryaJyoti
— Shderesr ST

Suryalyoti Life Insurance Company Limited

Head Office - Shanta Plaza, Gyaneshwor, Kathmandu Nepal

Tel 4545947/48/50, P.O. Box No. 19433, Email: info@suryajyoti.com

THIS SECTION TO BE COMPLETED BY INSURED EifHaa S{a)

=

Policy No. 2. Name of Insured
(@A ) AT T e

Address

3. Date of Accident Place of Accident
(FEEAT AR FAFT) (FHEAT TG BIF) oo

4. Nature and Description of Injury
(TS TMEHBT T T TT0ROT)

5. Name and address of Hospital where you received treatment.
([IER TRITDT ATTATADT TTH TUT STTTAT) oot

6. Have you ever has same or similar condition previously? [1No faua
(% TUTEHT T AT FEGT a7 TAGET (HedT el qawdr Juar i) [] Yes faar Date (ST=m TR M) ..o,

7. Total Claim Amount................c.ooveeaie

Authorization (@R w&T™)
"The undersigned hereby authorizes all physicians, hospitals, clinics, Pharmacists, Laboratories, Employers, Insurance Companies, other
Companies, Institutions or any other persons who have any records or information about me to provide SuryaJyoti Life Insurance Company
any and all information with respect to my health and medical history, consultations, medical prescription, treatments or complete copy of my
hospital medical record. A photographic copy of this authorization shall be as valid as the original". | also authorize the company to deposit
the payable claim amount in my below mentioned bank account.

A, | ¥ R SR/ SUARET GEIeId I SHERT a7 AT UHT TR0 fefhcides, dRIdiaes, ANaTaaes, Ut faavaes,

TARTANATES, ISRETATES, STHT FFIAIEs, q7 TLAEE a1 9% & AThdls GASANT dATEh Trlived FFIAIES Ith SATHERT qaT Aferd
TS TRIIA ATTFR T&TT TE |
TRTAT & ITAT THH AT T Geciia@d e GIATHT STHAT T GISATT ATEh Sl FFIHIeATg AT IaT 6, |

Insured's Signature Date Contact No.
(SITATRT BEATETR) oo, AR o, TETGE T.) oo
Bank Name Branch Account No.
(EBBT ATH) oo (FTTT) e (@TAT T oo

* Please submit treatment related documents and original bills along with this form.
FIAT ITARIT FHEIIT PRSI TAT b S[Aee AT HIRAGT I T &re |

* Please submit the physician's statement overleaf if you do not have detailed prescriptions and treatment related
papers from the doctor/hospital.

TAT ITARF FEAAEE (IR, TR ¥ q4T AT RA1E oM1fa) Te7 &7 ATCHr FAfebeasra! aam R 99 Aa89F ge |
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