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PERMANENT (PARTIAL / TOTAL) DISABILITY CLAIM FORM

o A Rt e =t I

T el G (RIS Sy
Insurance Type Individual Insurance Group Insurance Others
G RGP TR AN TGP T

This form must be filled out by the policyholder ¢

AR Ty =9 AT g wifad

Policy/ Member ID Policy Start date
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Name of Organization (Applicable for Group and Cridit Shield Insurance ®
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Policyholder's / Beneficiary's Name ®
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Date of birth Present address ©
Mobile Number Permanent address o
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Bank accounts related information of Policyholder/ Beneficiary
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Account Name Account Number
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Bank Name & Branch * Routing Number
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Date(s) of sick leave Intended date of return to work *
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To be completed by respective physician or any physician who is aware of the insured’s and involved in the treatment process.

SrES(f [ (P o ivro? Bl T

Is the disability resulting from an accident? Yes No
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If yes Date(s) & circumstances *
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Nature of injuries
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Hospitalization(s) & date(s)
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Investigations & treatments under taken
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Is the disability caused by a medical condition? Yes No
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If yes, Type of Disability * Date of diagnosis ®
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Corresponding treatments Hospitalization(s) & date(s) ¢
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If surgery was necessary, please specify type & date ® Present status (In details) ®
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Any other illness which is resulted from this disability ®
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Signature of the Physician & BNDC Reg No.
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Signature of the Employee/claimant Signature of the Dept./Div. Signature of the Company Authorized Person
with date & Seal Head with date & Seal with date & Seal
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Only 1*is applicable for Individual insurance.. | N.B.: Astha Life reserved the right to verify or ask any documents relevant with the claim.
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