CL 9 (C): Disability Claim Form (GPA)

/= suryaJyoti

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 (FifHa® w+{q+)

1. Policy No. 2. Name of Insured

@R T) ATITET T e
3. Date of Accident or Date of Sickness

(FEEAT BT FATT) o AT (FaRTHT AT FATT)
4. Nature of Disability

(FTRTRIATEBT ToIT) .o
5. Medical History of Disability

(R AT TRt FalebeaIeba FoaROT)
6. Have you ever has same or similar condition previously? [1No faga

(% TSRl T At TEAr a1 T FHedT S[ear srawdr WU faE) [1Yes fazr Date (farredt wweer fafa) ...,

Authorization (R ¥&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, 7 T TR WA/ JUARET GEafedd i el a1 afiqerg Tuer gequf Fafrcaees, seqdrdes, dvarades, @ faaeees, w1 TedEs,
ASTIETATEs, dTHT FFIAES, 370 eqles a1 9% & Ahdls Gasdlg aeh g FFIEars 3th SHERT 997 AtqaE JIaed RIS AIHr

EHERIEEE

TRRTAT g T T W O Joolldd e GIATHT ST T ST AEh Frdea hra-rarg dAfdR yar Tag |
Insured's Signature Date Contact No.
(TR ERATER) oo fafa TETE T oo
Bank Name Branch Account No.
(FBBT FATH) oo 31510 I TRROORRRR (@TAT T oo

* Please submit treatment related documents and original bills along with this form.
FIAT ITARIT FHRIPIT PR AT b SAee AT BIRAAT T T el |
* Please submit the physician's statement overleaf if you do not have detailed prescriptions and treatment
related papers from the doctor/hospital.
T ITARHT FESATAEE (G, T ¥ 97 19 Rurd A1fs) To7 g+ AuAr fafraqemest o ®RA 99 Amaeas gaa |

EMPLOYER'S STATEMENT (RISRIRETAT SH{I+)

1. Name and Address of Insured's Employer

FTTABT ASIRGTATET ATH T BITAT e
2. Full Name of the Insured

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

TeeAT ufg AifHae Hfee <RE AR FF e ared gaaan (AT GATSTRI ) oo
4. When did Insured return to work? (Exact Date)

difaae Ffeer 3@ AT AT S T (AT OISR )
5. Was Insured's Injury the sole cause of his absence from duty for all of the above period? If not, glve particulars

& AfHT ACTTHET PR &7 § FT Feitgd THAHT AT BTHAT IR & TR 27 B3 A (a0 GATSTE

SIGNATURE (BETETR) oo DATE fafe)
NAME (AT o COMPANY STAMP (FTATTIHT T
DESIGNATION (T8) oo

95 # R



PHYSICIAN'S STATEMENT (STARHAT Y& i fafrcase S{a=)

NAME O PAIENL........cuiiviiieiiieeicieciete ettt era s Age ...... Gender [1Male L] Female
1. Nature of
(BT o] 12O PP POUPPPTTPPPPPPPPN
(Describe complications, if any)
If due to Pregnancy, what was the approximate date of INCEPLIONT ........ccuuiiiiiiiiiiiei e

2. a) Nature of Medical History of Disability

b) Cause of disability: i)[] Due to Accident Date of Accident .........cccoooiiiiiiii
ii)[(J Due to Sickness Date of ACCIAENT ........ccovviiiiiiie e
3. Has patient ever had same or similar condition? [ Yes L1 No
If "Yes" state when and desCribe. ... ...
4. Describe full nature of Surgical (or Obstetrical) ProCeAUIe. ... ... ..ot e
Date performed................cooiiiinn. Where performed. .........co.oiiiii
5. Date of Treatment : Office ............cocooiiiiiiiiiii,
Visit Charge .......coooovviiiiiiiiin,
Home ...
VisitCharge .......coooviiiiiiiii,
6. s further operation procedure or treatment anticipated? [ Yes 1 No
If "Yes",
123 (1= 1 o O TP
PHYSICIAN'S NAME . ... e e e e e
NMC NO......oviiiiiieiee,
ADDRESS. ... o
DATE ..o
SIGNATURE. ... STAMP L.,

T5 R # R




