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(The issuance of this form does not imply admission of liability)
name of the claimant (in full)



policy  number


address



plan type




period of insurance
from 
DD/ MM/ YY




to
DD/ MM/ YY

occupation

date   trip commenced
DD/ MM/ YY

relationship of the claimant with  the insured person

date  of scheduled return
DD/ MM/ YY

Section to which Claim pertains :  ( please tick whichever one is applicable )

· Health Cover:

                    ○Medical Expenses (Incl. Dental Treatment) 

                    ○ Hospital Daily Allowance

                    ○Transportation

· Loss of Passport


· Baggage:

           ○Total Loss of Checked Baggage 

           ○ Delay of Checked Baggage

· Financial Emergency Assistance

· Personal Accident

· Personal Liability

all claims have to be supported with original documents of expenses / costs incurred, wherever applicable


HEALTH COVER ( Please attach original Doctor’s Certificate, Test  Reports and Hospital Papers including Discharge Card )
A. Medical Expenses ( including dental treatment )

name of disease contracted

treating doctor  / clinic / hospital



name


when disease first manifested
DD/ MM/ YY
address


date when treatment started
DD/ MM/ YY
contact  number


date when treatment ended
DD/ MM/ YY
nature of disease  / injury  ( please describe briefly )

date of admission
DD/ MM/ YY


Date of Discharge
DD/ MM/ YY


hospital expenses ( please show  each head separately )


room rent

room rent in words


consultancy charges

consultancy  charges in words


cost of tests 

cost of tests   in words


other costs 

other  costs  in words


outpatient expenses

outpatient expenses in words


total claim  amount

total claim  amount in words


B. Hospital Daily Allowance

total number of days for amount being claimed for

total number of days for amount being claimed for in words


total claim amount

total claim amount in words


 C. Transportation

if you are claiming for extra costs of transportation home( for self and / or accompanying person ), mortal remains or burial expenses please specify the name of airlines, burial details, expenses incurred and other incidental costs with bifurcation of expenses in an attached sheet

total claim amount

total claim amount in words


FINANCIAL EMERGENCY ASSISTANCE ( Please attach Police Report )
amount of funds lost

place of loss


amount of funds lost in words

date of loss
DD/ MM/ YY

police report lodged
□ Yes        □ No
time of Loss


total claim amount

total claim amount in words


 LOSS OF CHECKED BAGGAGE / DELAY OF CHECKED BAGGAGE  ( Please attach Police Report, Property Irregularity Report from the Carrier, Claim Lodged on the Carrier, Baggage Receipt, Money Receipts of essential items purchased )
total  loss of  checked baggage
delay of checked baggage

property irregularity report by carrier attached          
□ Yes

        □ No
name of the airline


claim lodged on carrier   
□ Yes

        □ No
flight number






from




to


police report lodged
□ Yes

        □ No
scheduled departure 
date
DD/ MM/ YY




time


number and

description of 

items lost

scheduled  arrival 
date
DD/ MM/ YY




time




actual departure
date
DD/ MM/ YY




time


description of items lost  with regards to no, nature and cost of each such items.

actual arrival
date
DD/ MM/ YY




time




description of items purchased with regards to no, nature and cost of each such items


cost of items lost

cost of items purchased


total claim amount

total claim amount


total claim amount in words



total claim amount in words




LOSS OF PASSPORT ( Please attach Police Report, Proof of Expenditure)
date of loss
DD/ MM/ YY
police report lodged
□ Yes        □ No

application / documentation fees

incidental costs


application / documentation fees   in words

incidental costs  in words


total claim amount 



total claim amount in words


PERSONAL ACCIDENT ( Please attach Police Report, Post Mortem Report, Death Certificate, Medical Report )

date
DD/ MM/ YY
time

place of accident


treating doctor / clinic / hospital
police report lodged
□ Yes        □ No

name




address

full description of accident cause





contact number



nature of injury sustained





total claim amount 



total claim amount in words


PERSONAL LIABILITY  ( Please attach Judgment of the Court )
date
DD/ MM/ YY
Time

place of accident


nature of claim being made

court where the case is being pursued


total amount of award including claimant cost

total amount of award including claimant cost

in words


Declaration

I/We hereby to the best of my/our knowledge and belief, warrant the truth of the above details in every respect.  I/We agree that if we have made already or if I/We make in any of my/our further statements in respect of the said incident or any false or fraudulent declarations or suppress or conceal any material fact, the Policy shall be void and all rights of compensation in respect the present or future claim shall be forfeited.

 

  

Place:   

 

Date:                                                                            

 

 






                                    Signature of Claimant/Insured
















