CL 9 (B): Disability Claim Form (TPD- Proposer)

/= SuryaJyoti

N

Surya]yoti 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 (FifHae #q{d+)

1. Policy No. 2. Name of Insured
(@RI F.) AT ATH) L

3. Name of Proposer

(TRATATBT TTH). ..o
3. Date of Accident or Date of Sickness
(FEEAT T FATT) oo AT (FerRTAr et FAF)

4. Nature of Disability
(STRTRIETET TEBICT) ..ot

5. Medical History of Disability
(TR AT R P e b TaaRT)

6. Have you ever has same or similar condition previously? [ No fags
(% TSRl T9 Afe TEAr a7 T FHedr Sear srawdr U faa) [ ] Yes faar Date (fermr swueer Fafed) ...

Authorization (SRR 9=&M)

"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, W T AR TR/ FUARE GEafvdd Far STl a7 Aferd T T80 afhcaeres, d=adaraee, AMdaraaes, df faaveees,
TARTNATEE, JSTRETATES, AT FFIAEE, d7 TEET a1 4% & Ahdls GISANG deh S FFIATATE I°h STl qaT

Ao SUeed RIS AfIPR 93T Tee |

qRTHT & aTAT THH TR I IedAiad e @IATHT ST T A ATEH Frieeg FFIATATg AT TI T4, |
Insured's Signature Date Contact No.

(SITATBT BEATETR) oo AT e (TETD T) oo

* Please submit treatment related documents along with this form.
FIAT ITARIT FEATPT HITSAT AT HIRAT J9T T & |

75 R @# 9



PHYSICIAN'S STATEMENT (STSIRHT e fafrcasda w{a+)

NAME Of PAtIENL......ccviivieiicicie ettt Age...... Gender [ Male L] Female

I = 1L L= o DTS o111 P

2. a) Nature of Medical History of Disability

b) Cause of disability: i)[] Due to Accident Date of AcCident ...........oiiiiiiiiii e
ii)(] Due to Sickness Date of Accident ..........cccoviiiiiiiiii

3. Has patient ever had same or similar condition? [l Yes LI No
If "Yes" state when and descCribe. ... ...

4. Describe full nature of Surgical (or Obstetrical)

PrOCEAUIE. ...

Date performed................cooiiiinnn. Where performed............coiiiiiii
5. Diagnosed date of DiSability: .........cciiiiiii i
6. Is further operation procedure or treatment anticipated? []Yes [1No

L TSR = o] =1 [ o TP
7. Describe the present condition Of PatiENt. ...... ...
8. For how long the patient has been suffering from Disability..............cooiiii e,
PHYSICIAN'S NAME ..ottt e e
NMC NO. ..o,
ADDRESS. ... o
DATE ..o
SIGNATURE. ... STAMP L.

5 R F R




