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Traveller Claim Form iz

THIS FORM IS ISSUED WITHOUT ADMISSION OF LIABILITY AND IT MUST BE COMPLETED AND

S

RETURN TO THE COMPANY IMMEDIATELY, WHETHER OR NOT ACLAIM IS MADE / R {fiX N &R 4§,
NEPEBEMTE , IMRE-EBZEEE , FRUIXEE LT, TRRBHERNM.

WHAT TO DO IN THE EVENT OF A CLAIM?
IE—NRBESHFREHAA?

1. Attach original policy and all quotations dbtd for replacement of or repair to the damaged or
missing property.fff 4R ¥ RHEFMAABERENEXRMIMEI R B R FE RNV F=RIIRMN £ ;
2. Attach valuations and receipt for purchasesneler possibleTCiIE FTRES A , Bt £ FFIAE /Y UL

EEHMENE
3. Advise Police immediately in the event of lbgsBurglary, Housebreaking, Theft, Suspected

Malicious Damage, Travellers Baggag&Z&%i. i, 3. AHRMEBERR , KITEHE
KPEFBIEBMIMA , N EIREER.

4. Attach any letter of demand or other corresigmee that you may receive from any Third Party/

M EEAEENEHERENE=EREMBEINEREH. .

We build confidence



SECTIONS A & B must be completed in Full #—M=—#4%#MEExE
OTHER SECTIONS TO BE COMPLETED where applicable HeE#4RERREYEE

SECTION A #—8%

POLICY NUMBER R&81® INSURED PERSON’'S FULL NAME E®fAR£H

HOME ADDRESS & POSTCODE RE{E 4t AR BURT

DATE OF BIRTH OCCUPATION SEX TELEPHONE NUMBER
HeERM Bk 3 B8

D/M/Y Male 8 Home %:

B/AIE Female Z Office R E:

ARE THERE ANY OTHER POLICIES OF INSURANCE IN FORCE COVERING YOU IN RESPECT OF THIS EVENT?
HFEARCHRRRENERXNMEHRTERG?

No & Yesi2
If yes, please give details and amount recovered cecoverablefIR 2 , #4 Hi¥EN RSN TRBAKE.

SECTION B - DETAILS OF LOSS, DAMAGE OR OCCURRENCE #=#4% -#i% , RIARNBH X £ FH

EXACT PLACE WHERE INCIDENT, LOSS, ACCIDENT OR ILLNE SS OCCURRED FR&4 =K. Mk, EASH®
BRERBORERM R

Date Aff: ine  &tE: amE&/ pm T4

DESCRIPTION OF THE INCIDENT, LOSS, ACCIDENT OR ILLN ESS #RE#, ik, EABERNEAREN RS

NAME AND ADDRESS OF ANY ONE WITNESS {E{BHENHR Mt
Name #®& Address it

SECTION C - MEDICAL EXPENSES, PERSONAL ACCIDENT AND ADDITIONAL EXPENSES
B=89 - BTN, PARANRAMS TR

1. STATE NATURE OF INJURY/ILLNESS iR #5sREmmEs:

2. HAVE YOU EVER SUFFERED THIS OR SIMILAR CONDITI ON OR A RECURRENCE OF A PREVIOUS
INJURY OR ILLNESS? DR EMZ S XANRECHRES HANRGRER?
No & Yesk If yes, give full details IMRRE , WA HF1E

3. STATE NATURE OF ADDITIONAL EXPENSES, IF APPLICA BLE MRTI&E , iR 2 H R

4. STATE AMOUNT CLAIMED ( attach account/medical certificate or other documents in support of your caim)
HRSREE A EH (B ik 3 SR ESTIERA SR A X AT SRRV B & ST 3T Y)
uUss$

5. STATE AMOUNT RECOVERED OR RECOVERABLE FROM ANY OTHER SOURCE
40 B M 3 4E T 4tk 75 PR M B 2% T M O 208
uss$

6. NAME AND ADDRESS OF YOUR USUAL ATTENDING PHYS BEX4A%LANEENRES Mtk
NAME #& ADDRESS it




SECTION D - DEPOSITS & CANCELLATION CHARGES/CURTAIL MENT EXPENSES
BmEs -RIESNBUERA/BARA

1. WHEN AND WHERE WAS HOLIDAY BOOKED? #FriT8{R A R{tARBAt L5

2. INTENDED DEPARTURE DATE {THEREMNAM

3. DATE OF TRIP CANCELLED R{TEHUERI B 3A

4. WHY WAS THE TRIP CANCELLED? (IF due to illne ss, attach medical certificate) 3t 4ABUNKRIT? NRBHTHERE ,
Bt L EEF7UERA)

5. AMOUNT PAID BY YOU {REZZ{H%E uss$
AMOUNT RECOVERABLE FROM ALL SOURCES ( attach documents)
MEEHERELIMENRTIMENTE B E30H) uss
6. AMOUNT CLAIMED #k5<%s B uss$

SECTION E - BAGGAGE, PERSONAL EFFECTS AND PERSONAL MONEY
BEBD -TF PARPRPALER

1. WHICH COUNTRY’S POLICE WERE ADVISED? STATE POL ICE STATION AND ATTACH COPY
REPORT B —/ERMNEWRHEHN ? NARRBAM LGN

2. HAVE YOU LODGED A CLAIM OR COMPLAINT AGAINST AN Y CARRIER/AIRLINE OR OTHER AUTHORITY
FOR THE LOSS OR DAMAGE TO YOUR PROPERTY? X&MMAMRARRR , (REE B EMEEE/ MELTRB|NER

i SRR SRR
No& Yeig If yes, give full details andtach copies of correspondencéll R , {44
BEE , HAHBERNEH.

AIMNEMRZEBZANT] et e et

Claim NUMDBEIBRIE T e e e

3. PLEASE PROVIDE DETAILS OF AMOUNTS CLAIMED AND ATTACH RECEIPT(S) (If insufficient space,
please provide details in separate sheetsjR $tREE M BMIFEA M LR (MR TENHZEAFTBHEER SEH N KRR FEHE)

When & Where Original Price Depreciation Amount

Item/Description Pahased Purchase Price for Wear & Tear Claimed

mA/ #R 4 AR R Rk NEHRB REEH

Mx MR =g im
a)
b)
c)
d)
e)




SECTION F - BAGGAGE DELAY, TRAVEL DELAY AND AIRCRAF T HIJAC
BARY - TFEN , RATES , CESE

1. ORIGINAL TIME, DATE AND PLACE OF DEPARTURE FkERHAH. mEkits

Time M- am t&/ pm 74 Date B D@ /MA IYE)
Place #&:

2. ORIGINAL FLIGHT NUMBER AND AIRLINE OF DEPARTUR E RENBERHNRMESMHELR
Flight Number filfs. Airline RZELAR:

3. ACTUAL TIME, DATE AND PLACE OF DEPARTURE  X:RERHAH. HEfits

Time M- am t&/ pm 74 Date B D@ /MA IYE)
Place #&:

4. ACTUAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE ERFRBENMMESARZNT
Flight Number i35 Airline RZEAR:

5. PLEASE ENCLOSE i E:

(1) letter from airlines on the cause and detail® substantiate claim SE#iZ2 AN EXRENE4NSIRRBN N
(2) boarding pass ®#HiE

(3) reports pertaining to the aircraft hijack, where applicable BTFHNBHNERE , REEH LS

SECTION G - PERSONAL LIABILITY BLEH -MARE

1. NAME AND ADDRESS OF INJURED OR OWNER OF DAMAGED PROPERTY
FMMT W ERZ A RS Midut

Name #%& Address ik

2. IF THE INJURED PERSON OR OWNER OF DAMAGED PROPERTY IN YOUR EMPLOY, OR A RELATIVE TO YOU?
ZHHARZAMT NN ERBERNEAFREREH —PRR?

No & Yes & If yes, please give full detailstiR 2 , #4 Hi¥1E

3. HAS ANY CLAIM BEEN MADE UPON YOU? REHRASIBRIEMANRE?
No & Yes &£
If yes, state detail and attach with this fon ALL COMMUNICATION received
MRR, HWRFENM LA WRANEREHE

I/We the Insured Person/s do solemnly and sincetetyare that I/We have complied with the condgiand warrantie
(if any) of the Policy and in no manner deliberatedused the said loss or damage or sought unjiesbgnefit thereby
by any fraud or willful misrepresentation and thhé information shown on this form is true and I/\Wave not
concealed any information relating to this claim.

BENZBRAAFREMNERGESR , RIBINELRBREGREALRN , RERBRARWRAJIRANTY , FEEZERAT
EZMFRREH R BB AL IRFNTH. ERREFFHEENFEERERY , RRIIERBAEXRBNEMAEE.

I/'We hereby authorise any hospital, physician amdaher person/s who has attended or examinedsm&/durnish to|
the Company, or its authorised representative, aard/ all information with respect to any illnessinjury, medical
history, consultation, prescriptions or treatmemigl copies of all hospital or medical records. hatpstat copy of thig
authorization shall be considered as effective\atid as the original.

BBRNEUEBREANER , EENETAHEANRMNFTRENA | NN BIAETHSE  EXRFERRGHEREE , TRZ
W, B AT URFIEERWET MHEZRMMEERRA LA, RELAMBNHAR, MIXMMRENENGNIANSREGHES
G0k S

Date/R £: Insured PersoigsaBureBZ R A R L F:




