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% surya"yoatm! Foreign Employment

g

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 (ifHa™ |+{a)

1. Policy No. 2. Name of Insured

(AT ) oo @I ATH, ) e,
3. Date of Accident or Date of Sickness

(FEeAT AU M) AT (R T FTT) e e

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

6. Medical History of Disability
(IRl AR PO BT o aT0T) e

7. Have you ever has same or similar condition previously? [ | No faua

(% TTUTERT T AT AT AT AHET (Heal Feal deredr quat fodrr) ] Yes fadr Date (ferrdv waer fafea)
8. Name and address of attending physician/hospital

(FTATAT FAT FATRTIE / FRTATABT TTH, STITHT) oot e,

Qe e R e

R e e

Authorization (fr®R 98T )
"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.
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TANRIATE 2, <I\ﬂ‘|l(dld|5<’ Eﬁ":ﬂ cb*-q"ﬂﬁi’ g HMIS(’ q1 I ﬁ Oqlrht'll‘i qu?«llld ('IISLh Sd‘*’oll("ﬂ fb“l"llt'lls Ih \l'll"Irle SR ﬁll“-it’l@'
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Insured's Signature Date Contact No.
(FITHTRT FERATER) oo FRET) TETDE T) oo

* Please submit treatment related documents along with this form.
FIAT ITARE FFedd FNSAET AT HRAGT T84T T 2re |
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PHYSICIAN'S STATEMENT (STARHAT & W Fafrcaed S

NaME Of PAIENT......coiiiiiie i Age ...... Gender L] Male [ Female
L. NALUIE OF DIS@ADIIITY . .. ettt ettt ettt e e e e
(Describe compliCatiONS, if @NY) ....oii i et e

If due to Pregnancy, what was the approximate date of INCEPLION? .......ccuiiiiiiiiiii e

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

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

b) Cause of disability: i) [JDue to Accident Date of Accident ........cooeiiiiiiii i
i) I Due to Sickness Date of ACCIAENt ...
3. Has patient ever had same or similar condition? [ Yes L] No
If "Yes" state When and deSCrIDE. ... ... et
4. Describe full nature of Surgical (or Obstetrical) Procedure. ............oiiiiii i
Date performed................coooeiiiienn. Where performed. ... ..o
5. Date of Treatment : Office ..........cooiiiiiiiiiiie
Visit Charge .......oooveiiiniiiinn,
Home ...
Visit Charge ........cocevviniiiiinen.
6. s further operation procedure or treatment anticipated? [ Yes 1 No
L 1= TSR =4 )= 11 o
PHYSICIAN'S NAME ..ot e e e e aeens
NMC NO. ..o,
ADDRESS. ...
DATE .o
SIGNATURE. ... STAMP L
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