[
Jyotl AMR/AWI CLAIM FORM

Shanta Plaza, Gyaneshwor, Kathmandu Nepal GPA

P.O. Box No. 19433, Tel 4445941

THIS SECTION TO BE COMPLETED BY INSURED @ifael S+{uA)

=

Policy No. 2. Name of Insured Serial No.
@ F) ETRTBT AT e
3. Date of Accident Place of Accident

(FEeAT TRt FATT) (FHEAT ATBT BIF) oo
4. Nature and Description of Injury
(BT BEHT TEIA T TTTRIT) e

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

(JTHR TRITBT FFTATADB] T TAT STTAT) ..ot e
6. Have you ever has same or similar condition previously? [ No faus

(& qUEET A9 Ah AT a1 TEET (AT S[eal awAr el ) [ Yes faar Date (9= TRwest fafd) ...
7. Total Claim Amount.............ccccevenenee

Authorization (Ff®R ¥a&T)
"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 Com pany 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.
e, A ¥ W WA/ ITARET HIfeId BAq SITThRI a1 AfTer@ qUh qFqu fafhcades, d¥adiees, Audreaes, Auty fadaeses,

ey Id

TARTSTATES, ASRIRETATES, STHT FFIHIEs, d7 GEITEe a1 9% & SARhars Sald areh e FFIAIArg I STHERl ad7 diFad JTeed
TRIST ATIFR JaT= T4 |
qRTHT g AT THH BT O Secdigd oo GIATHT STFAT T AT ATeh e el FFIwlelg ATIFR J&Td e |

Insured's Signature Date Contact No.
(STTHTRT BEATETR) oo, Mt FETE T) oo
Bank Name Branch Account No.
(EBBT TATH) oo (TRET) oo (@TAT ) oo

* Please submit treatment related documents and original bills along with this form.
FIAT ITARET FITedd HTTSATT AT FFbA A6 AT HIRFGT YA T & |
* Please submit the physician's statement overleaf if you do not have detailed prescriptions and treatment related
papers from the doctor/hospital.
T STERFT FESATAEE (IR, TR ¥ q47 19 uTd afa) 997 g9 Seay fafehedepa aam9 ®RH 99 AavqF gae |

EMPLOYER'S STATEMENT (ASTRETAT HA{9Y)

1. Name and Address of Insured's Employer

AOFADT TTIIRETATET AT T BITAT L. e,
2. Full Name of the Insured

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

FheAT dfeg SITAT Hleel 3@ AT P BT ared gawan (afd @ATSTER )
4. When did Insured return to work? (Exact Date)

AT Hieer M@ AT BTHAT TbT TAT? (FAIT FATSTBIR ) oo
5. Was Insured's Injury the sole cause of his absence from duty for all of the above period? If not, give particulars

% AITHd HEUghR! FRU TET § AT FJeeligd THART AT FHAT FAIT g AGbHN 817 BT T a0 Gergqerd ...
SIGNATURE (B&A 8T . .iiiitte et i e e e ettt e et ea e e e e e e et eaaaaeaaeeeeeaan
NS 1 1 N
DESIGNATION (&) 1tttttiiiee ettt et eae e e e e e et aaaa e et e e e eeaaaaaeeeaeeaes
DATE (FIT) ..ot COMPANY STAMP (FBTATATET BIT) ...ceveviieeeeeeeeiiieeeeeeeeiieenes

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



