¢
Jyoti
Shanta Plaza, Gyaneshwor, Kathmandu Nepal AM R/AWl CLAl M FORM

P.O. Box No. 19433, Tel 4445941
GPA

THIS SECTION TO BE COMPLETED BY INSURED (Sfiffas #a+)

1. Policy No. 2. Name of Insured

(@RI F.) EITIBT AT e
3. Date of Accident or Date of Sickness

(FEEAT U fafe) ar (FaRTET TRt FAT) o,
4. Nature of Disability

(FTRTTIETEET TEBICT) ..o oo
5. Medical History of Disability

(AR AT TRt o B o r T T aROT)
6. Have you ever has same or similar condition previously? [1No faz=

(% TSRl T AT TEAT a7 T FHedT S[ear srawdr U faa) [1Yes faar Date (farmer aaeer fafd) ..o

Authorization (s ya™)

"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 Jyoti 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, | ¥ R WA/ JIARET (I FAatT ST a1 Atqerd TUh Gequl fafhcdepes, d=aaiaes, AuuaTedes, dut faaees,
FATTATES, ASHIRATATES, STHT HFHIEs, d7 GAEE a1 A% F AThdle SAld AEh AT HHAIATE I AT qgT Afqerg

JUAST RIS AR T&TH T éig |

RN g9 TTET TohH T O Jecddd b @ITHT SIET T SO ATeh greiieed HHITArg iR Jar Tag |
Insured's Signature Date Contact No.
(FTHTBT FFATETR) oo (FRET) TETE T) oo
Bank Name Branch Account No.
(STBBEBT FTH) .ot e (T .o (@TAT T.) oo

+ Please submit treatment related documents and original bills along with this form.
FIAT ITARIT FHAIT PRSI AT b S[AE 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.
TAT STEHT FESAEe (AR, TR ¥ qa1 wre (7ard o1fe) T97 g7 omewn fafrcasmea aam9 ®RE 99 91a9des gaa |

EMPLOYER'S STATEMENT (RISRIRETAT SH{I)

1. Name and Address of Insured's Employer

STTABT ASRETATET ATH T BITAT e,
2. Full Name of the Insured

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

TEeAT qfg AITHAe Hlel sha ATHT F1F BT ared gaaan (AT GATSTR ) oo
4. When did Insured return to work? (Exact Date)

Afaae Ffeet 3@ AT AT Saed T (AT TSR )
5. Was Insured's InJury the sole cause of his absence from duty for all of the above period? If not, glve particulars

& AT ACTTHP! PRUA &7 § HT Feit@d THABT AT FTHAT JUT G TbbT 217 28T A (a0 GATGTRI oo
SIGNATURE (BETETT) Lot
NAME (FTH ) o e e
DESIGNATION (&) Lttt ee e
DATE (FATT) oo COMPANY STAMP (BTRITATRT T ..o,

AMR/AWI CLAIM FORM (GPA) ... JYOTI LIFE INSURANCE COMPANY LIMITED



PHYSICIAN'S STATEMENT

NAME OF PAUENL. ... ..ottt ee e ee e, Age ...... Gender [1Male LIFemale
1. Nature of
(DIt o] |1 PO PP PP PPPPPPTPRPPPPRPON
(Describe complications, if any)
If due to Pregnancy, what was the approximate date Of INCEPLIONT .......ccueiiiiiiiiiiie e
2. a) Nature of Medical History of Disability ............ooiii e
b) Cause of disability: i) [] Due to Accident Date of AcCident ..........oooiiiiiiii
i) (] Due to Sickness Date of ACCIENE ........ccovniiiieiii e
3. Has patient ever had same or similar condition? LlYes L1 No
If "Yes" state When and deSCriDE. .. ...
4. Describe full nature of Surgical (or Obstetrical) ProCeaUIe. ... ... ... e e
Date performed...............cociiiiiiinnn. Where performed. ... ..o
5. Date of Treatment : Office .........coovieiiiiiiiiiis
Visit Charge .......cccooeviiiiiiiin,
Home ..o
Visit Charge .......cccoooviiiiiiiiinn,
6. s further operation procedure or treatment anticipated? [1Yes L1 No
L YR = o] =1 o PP
PHYSICIAN'S NAME ..ot
NMC NO. ..o,
ADDRESS. ... o
DATE ..o
SIGNATURE. ... e STAMP L
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