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SuryaJyoti 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 -aLldtn] eg'{kg]{_ 

1. Policy No.                              2.  Name of Insured                                                               
      -aLdfn]v g+=_ ==============================   -aLldtsf] gfd_ =================================================================================================================================== 

 

      Address 
       7]ufgf================================================================================================================================================================================================== 

 

 

3.   Date of Accident                                                                     Place of Accident  
      -b'3{6gf ePsf] ldlt_ =====================================================================       -b'3{6gf ePsf] 7fFp_ ====================================================================== 

 

 

4.   Nature and Description of Injury 
      -3fp rf]6sf] k|s[lt / ljj/0f_ ===================================================================================================================================================================== 

 

     ============================================================================================================================================================================================================== 

 

 

5=   Name and address of Hospital where you received treatment. 
      -pkrf/ u/fPsf] c:ktfnsf] gfd tyf 7]ufgf_ =============================================================================================================================================== 

 

 

6=   Have you ever has same or similar condition previously?        No  lyPg                   
      -s] tkfO{sf] o; cl3 o:tf] jf o;;Fu ldNbf] h'Nbf] cj:yf ePsf] lyof]<_         Yes lyof]  Date -pkrf/ u/fPsf] ldlt_ ====================================== 

 

7. Total Claim Amount…………………….. 
 

 

Authorization -clwsf/ k|bfg_ 

"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". I also authorize the company to deposit 

the payable claim amount in my below mentioned bank account. 

 

 

d}n], d / d]/f] :jf:Yo÷pkrf/;+u ;DalGwt s'g}klg hfgsf/L jf clen]v ePsf ;Dk"0f{ lrlsT;sx?, c:ktfnx?, cf}ifwfnox?, cf}iflw ljt/sx?, 

k|of]uzfnfx?, /f]huf/bftfx?, aLdf sDkgLx?, cGo ;+:yfx? Jff c? s'g} JolQmnfO{ ;"o{Hof]lt nfO{km OG:of]/]G; sDkgLnfO{ pQm hfgsf/L tyf clen]v 

pknAw u/fpg clwsf/ k|bfg ub{5' . 

e'QmfgL x'g] bfjL /sd d]/f] tn pNn]lvt a}+s vftfdf hDdf ug{ ;"o{Hof]lt nfO{km OG:of]/]G; sDkgLnfO clwsf/ k|bfg ub{5' . 

 
 
Insured's Signature                                            Date                                    Contact No. 
-aLldtsf] x:tfIf/_ ======================================================= -ldlt_ ======================================= ;Dks{ g+=_ ================================================================== 

 

 

Bank Name                                                  Branch                             Account No. 
-a}+ssf] gfd_ ================================================================ -zfvf_ ====================================== -vftf g+=_ ================================================================== 

 
• Please submit treatment related documents and original bills along with this form. 

s[kof pkrf/;+u ;DalGwt sfuhft tyf ;Ssn aLnx? of] kmf/d;+u k]z ug'{ xf]nf . 

 
• Please submit the physician's statement overleaf if you do not have detailed prescriptions and treatment related 

papers from the doctor/hospital. 
 

kof{Kt pkrf/sf sfuhftx? -k|]l:qmK;g, PS; /] tyf Nofa l/kf]6{ cflb_ k]z x'g cfPdf lrlsT;ssf] aofg kmf/d eg{ cfjZos x'g]5}g . 

  

 
 

CL 10: AMR Claim Form 

For Foreign Employment 


