
POLICY NO.
(cwjwm b¤^i) ...........................................................

SM

ACCIDENT CLAIM FINAL OR CONTINUING PROOF OF LOSS

WAIVER OF PREMIUM CONTINUANCE OF DISABILITY

CLAIMANT'S STATEMENT FOR (exgv `vexKvixi wee„wZ) :

PART A -   COMPLETE IN FULL FOR ANY CLAIM (‡h †Kvb ai‡bi exgv`vexi Rb¨ cy‡ivUv c~iY Kiæb)

1. Policy Owner’s Name (exgvMÖvn‡Ki bvg)  : ..............................................................................................................................................................
2. Present Address & Telephone/Mobile No
         

(eZ©gvb wVKvbv I †Uwj‡dvb/†gvevBj b¤^i) : ......................................................................................................................................................................

3. Date of accident or illness (`yN©Ubv ev Amy¯’Zvi ZvwiL) : .............................................................................................................................................
4. If confined to Hospital give dates and name
       (nvmcvZv‡j fwZ© _vK‡j ZvwiL I bvg wjLyb) : .................................................................................................................................................................... 

5. If confined to bed or home, state which and from what date (kh¨vkvqx ev evmvq Ae¯’vb Ki‡j, †KvbwU Ges †Kvb ZvwiL †_‡K Zv D‡jøL Kiæb) : .................................
6. If not confined, how do you spend your time
       (Aeiæ× bv _vK‡j Avcwb wKfv‡e Avcbvi mgq AwZevwnZ K‡ib) ? .............................................................................................................................................. 

1. Describe fully your present condition (Avcbvi eZ©gvb kvixwiK Ae¯’vi c~Y© weeiY cÖ`vb Kiæb) .................................................................................................
2. State to what extent you are unable to follow any occupation for remuneration or profit.
       (cvwikªwgK ev jv‡fi wewbg‡q †Kvb †ckvMZ Kv‡R wb‡qvwRZ n‡Z Avcwb KZLvwb Aÿg Zv D‡jøL Kiæb) .........................................................................................................

3. Is your condition showing improvement? (Avcbvi kvixwiK Ae¯’vi †Kvb DbœwZ NU‡Q wK?) ..................................................................................................

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. (ïaygvÎ GB AvNv‡Zi

        Kvi‡Y Avcwb KZw`b m¤ú~Y© Aÿg wQ‡jb, hvi Kvi‡Y Avcwb Avcbvi †ckvMZ `vwq‡Z¡i †Kvb AskB cvjb Ki‡Z cv‡ibwb?) From ........................................ (nB‡Z)    to .......................................... (ch©šÍ)

2. Did you visit your place of business during the period of TOTAL DISABILITY? If so, when and for what purpose? (m¤ú~Y© Aÿg _vKvKvjxb mg‡q Avcwb

        wK Avcbvi Kg©¯’‡j wM‡qwQ‡jb? wM‡q _vK‡j KLb Ges Kx Kvi‡Y?) ..............................................................................................................................................

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) (ïaygvÎ GB AvNv‡Zi d‡j KZUzKz mgq Avcwb AvswkKfv‡e Aÿg wQ‡jb hvi Kvi‡Y Avcwb Avcbvi wbw`©ó

       cÖvZ¨wnK ¸iæZ¡c~Y© †ckvMZ `vwqZ¡ cvjb Ki‡Z cv‡ibwb? - c~Y© AÿgZvKvjxb mgq AšÍf©~³ Ki‡eb bv) ..........................................................................................................

4. If PARTIAL DISABILITY is claimed, state the particular duties you were unable to perform during the ENTIRE PERIOD OF PARTIAL DISABILITY.
       (AvswkK AÿgZvi `vex Kiv n‡j, AvswkKfv‡e Aÿg _vKvKvjxb cy‡iv mgqKvj Ry‡o mywbw`©ó †h mKj KvR Ki‡Z Aÿg wQ‡jb †m¸‡jv D‡jøL Kiæb) ...........................................................

5. Has disability resulting from this accident ended and is this your complete claim
(GB `yN©Ubvi Øviv m„ó Avcbvi AÿgZv †_‡K wK †m‡i D‡V‡Qb Ges GUv wK Avcbvi m¤ú~Y© `vex?)  ...............................................................................................................

6.  Was any part of the period of either total or partial disability a period of vacation or unemployment? If so, explain? (Avcbvi GB Amy¯’ZvKvjxb mg‡q
 Avcwb wK QzwU‡Z wQ‡jb ev Kg©ms¯’vbnxb wQ‡jb? †ZgbwU _vK‡j, e¨vL¨v Kiæb|) ..................................................................................................................................

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 (Avcwb wK Ab¨ †Kvb Drm n‡Z GZ`msµvšÍ ÿwZc~iY ev A_©myweav cvIqvi AwaKvix? ‡ZgbwU n‡j, †Kv¤úvbxi ev ms‡Ni ev
 Ab¨ †Kvb Dr‡mi bvg Ges cÖwZwU Drm †_‡K cÖ‡`q mvßvwnK ÿwZc~i‡Yi cwigvY D‡jøL Kiæb|)  ................................................................................................................

8. For what length of time do you claim full indemnity (KZ mg‡qi Rb¨ Avcwb c~Y© ÿwZc~i‡Yi `vex DÌvcb Ki‡Qb?)  ...................................................................

9. For what length of time do you claim partial indemnity (KZ mg‡qi Rb¨ Avcwb AvswkK ÿwZc~i‡Yi `vex DÌvcb Ki‡Qb?)  ..........................................................

10. Do you claim any other indemnity. If so, for what (Avcwb wK Ab¨ †Kvb ÿwZc~iY `vex Ki‡Qb? K‡i _vK‡j, wK‡mi Rb¨?)  ..............................................................

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. (GB di‡g `vwLjK…Z †Kvb exgv`vexi  wel‡q †Kv¤úvwbi AvZ¥cÿ mg_©‡bi AwaKvi‡K Le© bv K‡i ev cwiZ¨vM bv K‡iB GB Ac~iYK…Z dig exgvK…Z e¨w³‡K mieivn Kiv n‡jv)

The foregoing statements are full and true to the best of my knowledge and belief, and I agree that payment according to the terms of the 
policy, for the period of disability as herein indicated shall be a full satisfaction and discharge of any and all claims the cause of which originated 
prior to date hereof (Dc‡iv³ wee„wZmg~n Avgvi m‡e©v”P Ávb I wek¦vm g‡Z c~Y©v½ I mZ¨ Ges Avwg GBg‡g© m¤§Z nw”Q †h, GLv‡b D‡jøwLZ Aÿg _vKvKvjxb mg‡qi Rb¨ exgvPzw³i kZ©vbymv‡i A_© 
cwi‡kv‡ai d‡j Zv GLv‡b cÖ`Ë Zvwi‡Li c~‡e© D™fzZ  nIqv †h‡Kvb Ges mKj exgv`vex m¤ú~Y©iƒ‡c †gUv‡e Ges Zvi `vq †_‡K Ae¨vnwZ NU‡e)

Name (`vexKvixi bvg) ............................................................................. Signed (¯^vÿi) ............................. Date (ZvwiL) .............................

Witness (¯^vÿxi bvg) .............................................................................. Signed (¯^vÿi) ............................. Date (ZvwiL) ............................

I hereby authorize all physicians, hospitals, clinics, pharmacists, Iaboratories, 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 (Avwg GB g‡g© †h mKj wPwKrmK, nvmcvZvj,wK¬wbK, dvg©vwm÷, j¨ve‡iUwi, wb‡qvMKZ©v Ges †h‡Kvb cÖwZôvb ev †h †Kvb e¨w³‡K, hvi 
Kv‡Q Avgvi I /ev Avgvi cwiev‡ii exgvK„Z m`m¨‡`i m¤ú‡K© †Kvb bw_ ev Z_¨ Av‡Q, †gUjvBd Gi (Av‡gwiKvb jvBd BÝy‡iÝ †Kv¤úvbx) Kv‡Q wPwKrmv msµvšÍ BwZnvm, civgk© ev wPwKrmvcÎ welqK †h †Kvb Ges 
hveZxq Z_¨ Ges nvmcvZvj ev wPwKrmv msµvšÍ mKj bw_c‡Îi Abywjwci mieivn Kivi ÿgZv cÖ`vb KiwQ| GB ÿgZvc©‡bi †h †Kvb Abywjwc g~j ÿgZvc©b e‡j MY¨ n‡e)

American Life Insurance Company 
MetLife Building, 18-20 Motijheel C.A. 
P.O. Box 9, Dhaka 1000, Bangladesh 
Phone: (880-2) 9561791, Fax: (880-2) 
9558682

PART B -   COMPLETE FOR ACCIDENT CLAIM ONLY (ïaygvÎ `yN©UbvRwbZ exgv`vexi †ÿ‡Î c~iY Kiæb )

PART C -   COMPLETE FOR WAIVER OF PREMIUM CLAIM ONLY (wcÖwgqvg gIKzd `vexi †ÿ‡Î c~iYxq)

please tick, where applicable (cÖ‡hvR¨ †ÿ‡Î wUK wPý cÖ`vb Kiæb) 

(`yN©UbvRwbZ P‚ovšÍ `vex A_ev GZ`msµvšÍ Pjgvb `vexi cÖgvY)

(wcÖwgqvg gIKzd msµvšÍ Pjgvb AÿgZvi cÖgvb)
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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?

DIAGNOSIS

TREATMENT

(b) For what periods was patient

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.

{
House con�ned

Hospital con�ned

Bed con�ned

Ambulatory

DATE OF FIRST VISIT

DATE OF LAST VISIT

TOTAL NUMBER OF VISITS

(a)        Yes           No. If yes, Please describe

From................................................ To........................................

From................................................ To........................................

From................................................ To........................................

From................................................ To........................................

(b)

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

From................................................ To........................................

From................................................ To........................................

.....................................................................................................

.....................................................................................................

.....................................................................................................

DEGREE AND LENGTH OF DISABILITY

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

AND BELIEF.

DATED.....................................................................................................      SIGNED ..............................................................................................

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

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

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

Inde�nite ...................................

Never .........................................

GRADUATE OF ............................................................................

OFFICE ADDRESS ........................................................................

Attending Physician

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

Name and Business Address of Insured's Employer .............................................................................................................................................

..........................................................................................................................................................................................................................

Full Name of Insured .........................................................................................................................................................................................

Insured's duties .................................................................................................................................................................................................

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

Description of Injury or Illness resulting in Insured's absence from employment .................................................................................................
Was Injury or Illness caused by reason of occupation? Yes          No

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? ....................................................................

If not, give particulars ....................................................................................................................................................................................... 

SIGNATURE .................................................................................................

OFFICIAL TITLE & SEAL ................................................................................DATE

................................................

PS #  MetLife bd-CLAIM-032011/ACF-1,000-HpAmerican Life Insurance Company is incorporated in the USA as a Limited Company
Av¥gwiKvb jvBd BõyÀ¥iõ ¤Kv¼Ēvbx hyËiv¥ċÂ wjwg¥UW ¤Kv¼Ēvbx wn¥m¥e wbMwgZ 
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