CL 9 (A): Disability Claim Form (TPD)

//jé SuryaJyoti

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 (FifHa™ WHq+)

1. Policy No. 2. Name & address of Insured

(AT ) oo, (FFHTRT ATH, R T BITAT). .o e
3. Date of Accident or Date of Sickness

(AT AU FAfT) AT TR TTaRT FOT) e,

5. Nature of Disability
(FTRTRIATERT TTEIT) ..o

6. Medical History of Disability
(eRar gty fafecatea faawm)

7. Have you ever has same or similar condition previously? | | No faua
(% TUTSHN TH AT A=A AT AHET (Heml Teal qeredr 9o ) ] Yes frdr Date (ferrer wuar fafe

8. Name and address of attending physician/hospital
(ITARAT G Fafchedes / reqarerep! AT, ST

Authorization (@fgsr vaT )
"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 complet
e 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.

ﬁ?r T R WA/ JUART G Chqql"i SRR AT ATTeg HUPT WUT I‘lIChC‘Hq’S{’ AMdldg, HdiTde?, W%T [Adlbe, FANRIATES,

W,WW,WWW%ﬁWWWWWWWHWﬁWWW
ATTFR I TG |
AT & STAT ThH TR e Jecdiad Seb @IATHT STEAT T AT AT Sreiieed FHIelg ATIehY Ja T4 |

Insured's Signature Date Contact No.
(FPHTRT FERATER) oo Faf) TETDE T) oo
Witness Signature Date Contact No.

(TTETTRT BEATETR) ..o (PR o, TETDE T) oo

* Please submit treatment related documents along with this form.
FIAT ITARIT FHIIT FRTAAET AT HRALT 97 T &0l |

T R # 9§




PHYSICIAN'S STATEMENT (SYERAT o fafereaerel so{uq)

NAME Of PALIBNL.......ccveeieee ettt ee e etee et ete e s ete e eteeseeeeeteesreeeeteeareeas Age...... Gender [] Male [] Female

1. Nature of Disability.........cccccovviierineenne
(Describe complications, if any)
If due to Pregnancy, what was the approximate date of INCEPLIONT ........ccei i e

2. a) Nature of Medical HiStory of DIiSADIIILY .........c.iu e e

i) O Permanent Disability i) 0 Temporary Disability or, iii) 1 Can’t be determined (as of now)

b) Cause of disability: i) 0 Due to Accident Date Of ACCIENT .....oviiii e
i) O Due to Sickness Date of ACCIAENT .. ..o e aaaeaas
3. Has patient ever had same or similar condition? [ Yes 1 No
If "Yes" state When and deSCriDe. ... e e
4. Describe full nature of Surgical (or Obstetrical) Procedure......... ...
Date performed...........ccoooviiiiiinininn. Where performed. .. .. ..o
5. Date of Treatment : Office .........ccooviiiiiiiiiii
Visit Charge ........oovviininiiiiinn,
HOome ...
VisitCharge .......oooviiiiiiin,
6. s further operation procedure or treatment anticipated? [ Yes 1 No
L =TS = (o] - [ PP
PHY SICIAN'S NAME ..o e aaas
NMC NO. ..o,
ADDRESS. ... o
DATE .o,
SIGNATURE. ... o STAMP L




