Metlife

American Life Insurance Company

MetLife Building, 18-20 Motijheel C.A. CLAIMANT'S STATEMENT FOR (3% nid=ta R3f) :

P.O. Box 9, Dhaka 1000, Bangladesh please tick, where applicable (s v 5z oz awme F+)

Phone: (880-2) 9561791, Fax: (880-2)

9558682 |:| ACCIDENT CLAIM FINAL OR CONTINUING PROOF OF LOSS
POLICY NO (TBAETS pOE WK SR TSVIHLES BT T &)

(AT T v [[] WAIVER OF PREMIUM CONTINUANCE OF DISABILITY

(ffS=s 79T A b SrFTeR &)
PART A — COMPLETE IN FULL FOR ANY CLAIM (@@ &7 (373 MR &) Tai5T 539 F9)

1. Policy OWNEr'S NAmMe (FMIARIF ) © .....cvuveveceeseeseeeeessessesessessesssssssessessssessessssssessesssssssessesssssssessssssssssessssssssssesasssssessssasssnsesasssssssesansssensesanes

2. Present Address & Telephone/Mobile No
(TSI TSI € (BITETIT/GHIRIZT TH) T ..ot ess s eseseesessessesseneeseeessseseseeseassenseesesesseeeeessseseenseessseseseseseseneeeessesesneessesenesneesanssneensesnssnesneseenens

3. Date of accident or illNss (THBM ST B & ..ottt eeeeee e e e e eeeees s seeeeeeeeeeees e e e eeeeeeseeneseneeeeeeeeeeeeeen s neseses s s s eneneeseneneeen

4. If confined to Hospital glve dates and name
(RTTPTOITET B QT BRI 16 T L) & 1vvoveooeeeseveesseseseseseseesesesseessesesssessssesssessesesssesseeesesesseeesesesseseseeeesessesessessesesseeseeesesesseseseeessesesasessenssenesseeereseres

wui

If confined to bed or home, state which and from what date (<=5t <1 IR SREM F0E, @D €72 @ O (@0 O TELFFT) & v

6. If not confined, how do you spend your time
(SR A AT W7 T SATR T GMGAMZE TV ? .vvvevieeerecsererersessseesssesesesesssssssssesesesesss s ssssssseseses s s s sssssesebes s s s asssbebesess s s snsesesess e s s s s anas

PART B — COMPLETE FOR ACCIDENT CLAIM ONLY (2@ 7d6arafae ImIq (Fq 43 334 )

1. How long were you TOTALLY DISABLED, solely by this injury so that you could not attend to ANY part of the duties of your occupation. (¢gg 42 sares
PR AT e e S fogerm, TR IR0 AT 9 (211978 ARG (1 TR A TS ATEA) FIOM oo [EEU N (o Y (*rf3)

2. Did you visit your place of business during the period of TOTAL DISABILITY? If so, when and for what purpose? (s s S e e sieifd
15 IR TG AT 2 T QRTA LT G T TRIUL) .o eeeee e s eeeeeeeeeeeeeees s e e eeeeeeeeeen s eseseeeseeeemeses s eeeeeeeseseeneseneseseseeneeeesseeneseenenneenne

3. How long were you PARTIALLY DISABLED, solely by this injury so that you were unable to attend to certain IMPORTANT DAILY DUTIES of your
occupation? (Do not include any period of total disability in this) (¥¢w@ < SITes w0 Fep3 T AR TFHFEI T fogem a9 Freed =i SemR e
Aoz wg?yd (71T WIfg AR TS A2 - Al TITCFAT T TTGG FAET ) vovvovsreesrsersessessessesssssssesssssessessessnssesessesssssssessesnsesessessnssnsesasssnsnens

4. If PARTIAL DISABILITY is claimed, state the particular duties you were unable to perform during the ENTIRE PERIOD OF PARTIAL DISABILITY.
(e PRI WY 1 20, WS T AR A R T FAME (7 T PG FATS T TR GTOTM BTG TT) ..o s ese e eenenenenan

5. Has disability resulting from this accident ended and is this your complete claim
(4 5T AR 7R SR S (A 7 G ST €38 1 TR T TIRNL) oo

6. Was any part of the period of either total or partial disability a period of vacation or unemployment? If so, explain? (77 « SE{geFHA &
ool {5 5T forem Qt TR FRTAT2 (TTAD ARTE, TN T 1) ..eeeveeeseeeeseseeeeesesesssessassssessssssssssssssssessesssssssssssassstesssssassessesassesessssessansssessnansnsases

7. Are you entitled to any other benefits of compensation, from any source whatsoever? If so, name the companies or associations, or other
sources, and give amount of weekly benefit payable by each (sift f 57 @ < 7o gt fesmd it st Aear Sl 2 Tl 20, AT i AT T
T (I TG A €3 &fl Bt (AT AT MIE RO ARTA BIIL THT 1) oot eeee ettt s s s ssesesessess s s s s assessssnsssesesenansssesansssesnaneas

8. For what length of time do you claim full indemnity (7 staa T W= o1 FROZRR AR B TR ©.ecvevecrereeereecreseeeeree et
9. For what length of time do you claim partial indemnity (¥ Tz & o S TR TR TLAT FAEGTL) .o sensenans
10. Do you claim any other indemnity. If so, for what (Si=f7 f S @ Ffe7ae ARt A2 I AT, TR EL) ©vovvoverrscrenseeserseseeesessssesesssssssessessenans

PART C - COMPLETE FOR WAIVER OF PREMIUM CLAIM ONLY (&fizis 163% 73 (i@ *R7)

1. Describe fully your present condition (SR IS =G SRER 4 RIAD @I F) <...co.eeececeeeeceeeeeseeectessesesaesseseesssessessssessesses s ssesssnssssssensenanens

2. State to what extent you are unable to follow any occupation for remuneration or profit.
(oifefors 31 ATeR RITIR (@R (o7i1oTS G TS 200 AT T ST TTIY TF) .. eereseeee e e sesestesessssesessesessssesssssasessestesssessasssassssnnenensas

3. Is your condition showing improvement? (SR R SR @I BHS TOZ F2) ...vuvurvoieeieeieesiieiciesise ettt sttt nsnes

NOTE : This blank is furnished to the Insured without prejudice to or waiver of any right of defence that the Company may have relative to any
claim filed hereunder. (42 e wifeTF® (@@ IR KA (A e LT SEHRCE W& 7 90 I AT 7 IR 92 AYRTFS T NGO FISTF TR 41 L))

The foregoing statements are full and true to the best of my knowledge and belief, and | agree that payment according to the terms of the
policy, for the period of disability as herein indicated shall be a full satisfaction and dlscharge of any and all clalms the cause of which originated
prior to date hereof (S+11e fegfeatyz s 141w @il @ et 3w <JfF @ Ty e i 2 7 2o @, mnm%wf YR TR &) I *Spid &g
ARG T 1 Q4T e SifTdd 41 Trge R9q! QI @3 3w M il wﬁmaaﬂamcﬂwwﬁm)

| hereby authorize all physicians, hospitals, clinics, pharmacists, laboratories, employers and any institution or any other person who has any
record or information about me and/ or any of my insured family members to provide MetLife (American Life Insurance Company) any and all
information with respect to medical history, consultation, prescription of treatments and copies of all hospital or medical records. Any copy of
this authorization shall be taken as the original copy (1% @ @ v ol ZreiTem ffers, TIPS, kTR, Franies] «ae @uam ofedm a1 (@ @i fes, T
T W @ /a1 TR AR A TR TAE (@ A9 92 W, @aMze Gi (WWWW [z B wewrs 3fogm, sk a1 Bivetg e @ @m g3
w@wvﬂmmma%wwwwnﬁmwﬁﬁmwwwmm|aiwﬂmmmwﬁﬁwwﬁwmm)

NAME (ARG TT) 2. eveeererereeeeeeereesseessessresssesessessseeessessssssssessssessnens Signed (M) ..cueeeeeeeeeeeeeereenes Date (S1f2) ..uveeeeeeeeeee e

L T e L L) SigNed (T9) cvveveeeeeee e Date (Sf2) ..veerveecee e

CL/RV1/05-13/Hp/500



STATEMENT OF ATTENDING PHYSICIAN OR SURGEON
INSTRUCTION: THIS FORM SHOULD BE COMPLETED BY THE DOCTOR WHO IS ATTENDING THE INSURED
THE INSURED IS RESPONSIBLE FOR THE COMPLETION OF THIS FORM WITHOUT EXPENSE TO THE COMPANY

NAME OF PATIENT :

HISTORY

(a) Was operation performed? (a) |:|Yes |:| No. If yes, Please describe
House confined FrOM...cie e TO e

(b) For what periods was patient Hospltal lconflned (b) From. ..o O
Bed confined
Ambulatory

DIAGNOSIS

If Injury involved eye or limb, state whether right or left. If fracture of dislocation occured, state which and whether compound, complete or incomplete. If
fracture of long bones occurred, state whether through head or shaft.

TREATMENT DATE OF FIRST VISIT

DATE OF LAST VISIT

TOTAL NUMBER OF VISITS

DESCRIBE PRESENT CONDITION Indicate if recovered, improved, unimproved or retrogressed.

DEGREE AND LENGTH OF DISABILITY

(a) From what dates has patient been unable to perform any part of his
occupation? From. .o o TSN

(b) From what dates has patient been unable to perform some part, but not
all of his occupation? [T o TSR e TSR

(o) If not working, when do you think [ Approx. Date
he will be able to work?

INdefinite vovveeeeeeeeeee e

| HEREBY CERTIFY THAT MY ANSWERS TO THE FOREGOING QUESTIONS ARE CORRECT AND TRUE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

DATED ... SIGNED .o
Attending Physician

GRADUATE OF ...

OFFICE ADDRESS ... e

EMPLOYER'S STATEMENT (If the Insured is employed) ..............................

Insured's duties

When was Insured compelled to give up his duties? (Exact Date) ............c..c...... When did Insured return to work? (Exact Date)

Description of Injury or lliness resulting in Insured's absence from emMPIOYMENT ...........cooiiiiiiiiii e
Wias Injury or lliness caused by reason of occupation? Yes 0 No O

Was there a period of time during which Insured could only perform part of his occupational duties? (Exact Date)

Was Insured's Injury or illness the sole cause of his absence from duty for all of the above period? ...........cccocooiiiiioiiiiie e

If not, give particulars

................................................ SIGNATURE L.
DATE OFFICIAL TITLE & SEAL ..o
American Life Insurance Company is incorporated in the USA as a Limited Company PS # Metlife bd-CLAIM-032011/ACF-1,000-Hp
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