ARHII R AR A MetLife’

*CL4001*
Final proof of loss
This Blank is furnished to the Claiment without prejudice to or waiver of the rights or defense
that the Company may have relative to any claim filed hereunder 8ylusdl Gl L)
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1- What your full name and number of your policy?
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2- Where do you reside? (Street, number, city and country)
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3- What was your occupation at time of this accident?
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4- Give address of employer or of your place of business.
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5- Give amount of your weekly salary or wages
(if not employed on that basis. Give average weekly earnings.
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6- Give date and hour when the accident occurred
for which this claim is made.
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7- What actual bodily injuries did you sustain,
caused wholly by the accident?
Had Salad) e e St ) dddiod] dolouwsd] LYl o Lo -V

8- State cause and circumstances of the accident.
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9- Name and address of physician firs consulted
on account of injuries above described.
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10- Are you entitled to any other benefits? If so
name the companies or associations, or other
sources, and give amount of weekly benefit payable by each.
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11- How long were you totally disabled, solely by this injury,

so that you could not attend to any part of the duties From oe
of your occupation? sda (o WS Suhass cullass CBg)l e oS -1
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| hereby certify that all answers and all documents submitted with the Claim Form are complete

and true. | hereby authorize any doctor, hospital, clinic or medical provider, any insurance company or any other company, instillation
or any other person who insurance company or any other company, institution or any other person who has any record or information
about me and/or any of my family members to provide Metlife with the complete information, including copies of their records with
reference to any sickness or accident, any treatment, examination, advice of hospitalization. Any photocopy of this authorization shall

be taken as the original copy. i 45,5 41 b jlam of 83k (abius b & UB35T G Al dommo o LUl 0dgy &8, Cluizals oY) maaz ol 31 )
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Agent Signature Ikl =363 Date / / gl

Signature of Clarmant SSsbl &35 Date / /
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Statement of attending physician or surgeon Salebl 2zl of edall Gl

Definition of disablement ==l wus
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Total disablement implies immediate, continuous and absolute physical incapacity, as the result of
accident, to attend to any portion of the business or occupation of the Claimant.

1- Give name of Claimant referred to in this certificate
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2- Date and circumstances of accident
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3- On what date were your first consulted by this claimant?
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4- On what date did you last give him actual and necessary
treatment this injury?
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5- Describe the exact nature, location and extent of all injuries
found by you on first examination.
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6- What external or visible signs of violent injury did you find
during your attendance?
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7- In your opinion, what was the cause of the injury or
conditions above described?
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8- Did the above injury necessitate any surgical treatment

or surgical operation?
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9- How long was the totally disabled, solely by this injury,
so that he was physically unable to perform ANY and EVERY
duty of his occupation?
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10- Has he previously suffered from the same or similar injury,
or from injury to same part of body?
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Signature of Attending Physician lekl Coball 2353 Date / / gl

Graduate of S Year Graduated &

Clinic Address solsdl Olgis




