METLIFE, LIFE INSURANCE COMPANY

FINAL PROOF OF LOSS

NOTE - This Blank is fumished to the claimant without
prejudice to or waiver of the rights or defense
that the Company may have relative to any
claim filed hereunder.

Metlife
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1- What is you full name and number
of your policy?
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2- Where do you reside? ( Street,
number, ciry 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 occured for which this
claim is made.

Oy padedl &l g9 szujt_u\:)ssj -1
bl o als |

7- What actual bodily injuries did
you sustain, caused wholly by
the accident?
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8- State cause and cirumstances of
the accident. Tell briefly
just how it happened.

Slaasal ST enladl Cag,lag o ,S31 A
ey as

9- Name and address of physician
first consulted on account of
injuries above described.
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10- 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.
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11- Areyou entitled to any other
benefits or compensation, from
any source whatsoever? if so,
name the companies or
associations, or other soureces,
and give amount of weekly
benefit payable by each.
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Date o Signature of Claimant
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