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Traveller Claim Form

THIS FORM IS ISSUED WITHOUT ADMISSION OF LIABILITY, AND IT MUST BE COMPLETED AND
RETURN TO THE COMPANY IMMEDIATELY, WHETHER OR NOT A CLAIM IS MADE / $2 X/ 4%
ANHKAUATAT T2AT,  IXAFRS— @ B BIHs, RSB A ], TR S R,

WHAT TO DO IN THE EVENT OF A CLAIM?
HE— ARG A N A AT 47

1. Attach original policy and all quotations obtained for replacement of or repair to the damaged or
missing property. / i EORE A RITTAT SRAT A SIS A b sl e 25 2% (R 7 (IR 5
2. Attach valuations and receipt for purchases whenever possible./ TCi8 7 6575, B _E AT S I
I BAL B 5
3. Advise Police immediately in the event of loss by Burglary, Housebreaking, Theft, Suspected
Malicious Damage, Travellers Baggage./tH %557 i 65 WEEME BN, RITEMNE
KRBTSR, N B
4. Attach any letter of demand or other correspondence that you may receive from any Third Party/
Bt AT A e PR A B DB =25 8 B T e B PR s A
5. Do not make any admission of liability for loss or damage caused by you to third parties/ i /4<% 55

= P B R SR A Z AT T 54T

We build confidence



SECTIONS A & B must be completed in Full — #—f1 —# 4 B HUE S 53
OTHER SECTIONS TO BE COMPLETED where applicable HE#MREERELIES

SECTION A F—¥#4

POLICY NUMBER {845 INSURED PERSON’S FULL NAME  ZZEAR44

HOME ADDRESS & POSTCODE FK A AR B AR AT

DATE OF BIRTH OCCUPATION SEX TELEPHONE NUMBER
HAEHH Bk HE RS

D/MIY Male 5 Home %:

A/ e Female %« Office BFAZE:

ARE THERE ANY OTHER POLICIES OF INSURANCE IN FORCE COVERING YOU IN RESPECT OF THIS EVENT?
FAEMILE KRR AT XA BEATREG?
No & Yes &

If yes, please give details and amount recovered or recoverable fs &, &4 HEREMN OB ERTTIRB KB,

SECTION B - DETAILS OF LOSS, DAMAGE OR OCCURRENCE #=#4 - #i%, #RIFRFMRENERE

EXACT PLACE WHERE INCIDENT, LOSS, ACCIDENT OR ILLNESS OCCURRED frR4ADE. #ik. B HEHR
RAFI R

Date H#: Time am R4/ pm T4
DESCRIPTION OF THE INCIDENT, LOSS, ACCIDENT OR ILLNESS  #5RZ M, k. BIPEMEER R ERTEE:

NAME AND ADDRESS OF ANY ONE WITNESS &/ H 3% Btk 44 Fiu bk -
Name #:44 Address #Hhk:

SECTION C - MEDICAL EXPENSES, PERSONAL ACCIDENT AND ADDITIONAL EXPENSES
BERA - BT, MARSMIBBSMITES

1. STATE NATURE OF INJURY/ILLNESS MR 4nE 5w Mk

2. HAVE YOU EVER SUFFERED THIS OR SIMILAR CONDITION OR A RECURRENCE OF A PREVIOUS
INJURY OR ILLNESS? PRS2 75 T 32l iX AR I B M BRE A IR A B 2
No & Yes 2 If yes, give full details SRR, HAHEE

3. STATE NATURE OF ADDITIONAL EXPENSES, IF APPLICABLE  fiRmr&s, &EAHs 3% FH IR

4. STATE AMOUNT CLAIMED ( attach account/medical certificate or other documents in support of your claim)
VR R R B 1 A (PRl P BB 7 UE W R SR8 ) 8 TS L) L B SRR SR
us$

5. STATE AMOUNT RECOVERED OR RECOVERABLE FROM ANY OTHER SOURCE
) A ZLE AR AT 2 75 BT M ) BT A ) S8
Us$

6. NAME AND ADDRESS OF YOUR USUAL ATTENDING PHYS B ¥AE 28 MEA NS Wik
NAME %4 ADDRESS bk




SECTION D - DEPOSITS & CANCELLATION CHARGES/CURTAILMENT EXPENSES
SEVURR S — PRAE S AERIE B2 R 4k 3

1. WHEN AND WHERE WAS HOLIDAY BOOKED? #&FtiT ¥ B 24 KR A-4 52

2. INTENDED DEPARTURE DATE THG&EKHE

3. DATE OF TRIP CANCELLED 47 HUH I H

4, WHY WAS THE TRIP CANCELLED? (IF due to illness, attach medical certificate) J4HABUNIRAT? (WRE b THR,
M LBy iR Re)

5. AMOUNT PAID BY YOU {RE&ZATHIEE us$
AMOUNT RECOVERABLE FROM ALL SOURCES ( attach documents)

MIEFHRITEEFME M ERATAMESA (R0 Uss

6. AMOUNT CLAIMED B ZRI&EH Us$

SECTION E - BAGGAGE, PERSONAL EFFECTS AND PERSONAL MONEY
BRED - 7% MNBPRIANEE

1. WHICH COUNTRY’S POLICE WERE ADVISED? STATE POLICE STATION AND ATTACH COPY
REPORT B¥—EZEELWE 5 HOERRAM_ RS MRt

2. HAVE YOU LODGED A CLAIM OR COMPLAINT AGAINST ANY CARRIER/AIRLINE OR OTHER AUTHORITY
FOR THE LOSS OR DAMAGE TO YOUR PROPERTY?  XHMEMIMF= MBI RERBIIR, MRET HAEMERE A A7 R LR
H R R?
No/& Yes/& If yes, give full details and attach copies of correspondence/f52, A4
Wi, FAHBERBEMH.

AIFINEMTIZEATT e e e ———————

Claim NUMDEI/ZRIE S oo eeeeee e see s et

3. PLEASE PROVIDE DETAILS OF AMOUNTS CLAIMED AND ATTACH RECEIPT(S) (If insufficient space,
please provide details in separate sheets) FiRAERBHISAEE MM LI (R THRZRAMEESIER CLHN KKK R )

When & Where Original Price Depreciation Amount

Item/Description Purchased Purchase Price for Wear & Tear Claimed

W #ik 4 077 B[R] R by o] BRI

3% T HrIEHAE Ho
a)
b)
c)
d)
€)
f)
9)

h)




SECTION F - BAGGAGE DELAY, TRAVEL DELAY AND AIRCRAFT HIJAC
BT - TR, BRATEN, WA

1. ORIGINAL TIME, DATE AND PLACE OF DEPARTURE &%1/af2/I H . B Kb S

Time KH: am t4/ pm T4 Date H3i: (DA IMA IY%)
Place #itys:

2. ORIGINAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE E#HEENMRIESAMEAT
Flight Number #i3fs: Airline BiZAR:

3. ACTUAL TIME, DATE AND PLACE OF DEPARTURE  stfr/gfEM HEH. Bl FHh X

Time #E: am Lt/ pm 7 Date A#i: (DA IMA IY%)
Place #i:

4. ACTUAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE  $£fw/aRBMATES s AR
Flight Number #i35: Airline SiZ=AF:

5. PLEASE ENCLOSE i#HfL:

(1) letter from airlines on the cause and details to substantiate claim 3k B#iZ=A AR E S ERSRRIE R
(2) boarding pass  BAHLIE

(3) reports pertaining to the aircraft hijack, where applicable B TE$Hl =4S, RAEET AHT

SECTION G - PERSONAL LIABILITY  #-t#4 -MARE

1. NAME AND ADDRESS OF INJURED OR OWNER OF DAMAGED PROPERTY
SR R8RS 45 I B2 4 A ik
Name #:42 Address Hihik

2. IF THE INJURED PERSON OR OWNER OF DAMAGED PROPERTY IN YOUR EMPLOY, OR A RELATIVE TO YOU?
ZOGHARZHRME =D ERTERKEH P REEN— N RR?
No % Yes & If yes, please give full details RR, HEHPERE

3. HAS ANY CLAIM BEEN MADE UPON YOU? B&E B%&3IESEMARRE?
No & Yes &
If yes, state detail and attach with this form ALL COMMUNICATION received
WRE, WERIEE AR LA WEIRE S

I/We the Insured Person/s do solemnly and sincerely declare that 1/We have complied with the conditions and warranties
(if any) of the Policy and in no manner deliberately caused the said loss or damage or sought unjustly to benefit thereby
by any fraud or willful misrepresentation and that the information shown on this form is true and 1/We have not
concealed any information relating to this claim.

FIBATZARN Gl R ZCU TS 0, /AT R F HEAR BT AT AT 463, VAT WO S IR I BUR BB BR 1AT - i T R IR
TF 2t 0 1 Bl R D AR R el SRR (K47 . Bk e s TS 045 R L2y, JRARAT I AT BTl SR R A 15 .

I/We hereby authorise any hospital, physician and any other person/s who has attended or examined me/us, to furnish to
the Company, or its authorised representative, any and all information with respect to any illness or injury, medical
history, consultation, prescriptions or treatment, and copies of all hospital or medical records. A photostat copy of this
authorization shall be considered as effective and valid as the original.

TSP S FAAERT I B e, BEAERMEMT AN, ARATXE AT (0230, A s s MR L, LRHENE, 4bJrsliifyr, bl
AT B B I By T SCRL SRR A S A |l B A W TR AR R,

Date/ H 1 Insured Person’s Signature/32 {# A\ 1457




