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Saereny EmN

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 @fAqel S=9+)

1. Policy No. 2. Name & address of Insured CN No.
(@G ) o (ETFRT AT, SITAT) oo E 0 SRR

3. Date of Accident Place of Accident
(FEEAT T FAfd) (FEHTAT FUBT BIF) oot

4. Nature and Description of Injury
(BTG FTEHT TIIT T TTTRIT) oo

5. Name and address of Hospital where you received treatment.

([IEAR TRITDT ATTATADT TTH TUT STTTAT) oo
6. Have you ever has same or similar condition previously? O No faaa

(% TUTEHl T9 At TEAr a1 T FHedr Sear srawdr WU fae) ] Yes faar Date (IT=R TR FATT) ..o
7. Total Claim Amount...............c.coeuenee

Authorization (@R ¥8™)
"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 com plete 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, | T WY SR/ IUARET FHtvad Faid STl a1 Ao Ul qequl fafecades, aeadiags, ddaraaes, dd faavses,

TATATES, IASRETATES, STHT FHAIEs, AT LR a1 A& e Ahdls ASANT ATeh e FHATATS I ATTHRT qAT ATTerE
SUHel TRISA AfIPR gard ey |
qRTAT & 3TAT THH AT Tl Gecit@d Seb @TATHT STFAT T AT ATEh Sl FFIHIeTg Afaer IaT T8, |
Insured's Signature Date Contact No.
(AT BRATETR) oo FRE) FETDE T) oo
Bank Name Branch Account No.
(FBBT TATH) oo (FTTT) oo (@IAT ) oo

*  Please submit treatment related documents and original bills along with this form.
FIAT ITAREN FFAegd FRST TAT Fabe e A1 HIRAGT J97 T are |
* Please submit the physician's statement overleaf if you do not have detailed prescriptions and treatment related papers from
the doctor/hospital.
T JTARFT FAET (TR, THR T qa7 1e RAre oMfa) Je7 & AT Fafbeadhal aam ®RA 99 A9TF EAS |

EMPLOYER'S STATEMENT @SITRETAT SH9)

1. Name and Address of Insured's Employer

ST TTRATATET TTH T BT .o oo e
2. Full Name of the Insured

FITTTBT TRT TTH oo oo
3. When was Insured compelled to give up his duties? (Exact Date)

TeeAT ufg AiTHae Hfee sRE ATFT F1F BT ared gTaan (AT GEATSTRI ) oo
4. When did Insured return to work? (Exact Date)

Aifaae Ffeer 3@ AT AT W T (AT GOTSTRI™ )
5. Was Insured's Injury the sole cause of his absence from duty for all of the above penod’) If not, glve particulars

& AfHT ACTTHPT PRI T&T § HT Feitgd THABT AT FTHAT JUEIT B TEDPT 87 B3 A a%T GATSTE oo
SIGNATURE (BEITETT) ettt et e ettt e e ee e e e e eaeaaaaas
NAME )
DESIGNATION ) e
DATE (FATT) ..o COMPANY STAMP (BTITATRT BIT) ©.eeeeeeiiiieeeeeeeeiiie e eeeeeennnnns
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