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WHAT TO DO IN THE EVENT OF A CLAIM 

etIRtUveFVId Uc emþc en A eBl TamTar sg  
 

 

1. Attach all quotations obtained for replacement of or repair to the damaged or missing property. 

P¢ab;m kC amYy n UvRkd as;Rsg ;témøsMr ab ;smÖa r Hd ak;CMn Ys rWkar CYl Cul smÖar HEd l xUc x atr W) at;bg ; 
2. Attach valuations and receipt for purchases whenever possible. 

P¢ab;m kC amYy n Uvtémø) a:n ;sµan  n ig bg áan ;éd én kar Tij en A eBl Edl Gac eFVIeTA ) an  
3. Advise police immediately in the event of loss by Burglary, Housebreaking, theft, Suspected Malicious Damage, Travellers Baggage. 

R) ab;b:Ul isP øam² en A eBl man kar ) at;bg ;ed ay ec ar K as;cUl pÞH kar K as;pÞH k ar l Yc  kar x Uc x atbNþal mkBIKMn uMEd l x øÜn sg S½y  \ va:n ;eFVId MeNIr   
4. Attach any letter of demand or other correspondence that you may receive from any third party. 

P¢ab; bkC amYy n Uvl ix itTamTar  r WÉ ksar epSg ²  Ed l GñkTTYl ) an BIPaKI TI #  
5.     Do not make any admission of liability for loss or damage caused by you to third parties. 

min RtUvTTYl y kkar TTYl x usRtUvPøam cMeB aH kar ) at;bg ; r Wx Uc x atEd l Gñk) an eFVIcMeB aHPaKI TI#  

 

  THIS FORM IS ISSUED WITHOUT ADMISSION OF LIABILITY AND IT MUST BE COMPLETED AND RETURNED TO THE COMPANY 
               IMMEDIATELY, WHETHER OR NOT A CLAIM IS MADE.                                                                                                  

   EbbbTen HeFVIeT ,Ig ed ay Kµan kar TTYl y k kar TTYl x usRtUvehIy RtUvEtbMeBj n ig RbK l ;eTA eGay Rkumh‘un vijPø am² eTaHC am an  b¤ Kµan kar TamTar sg  .  

 

We build confidence 
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SECTIONS A & B must be completed in Full. Ep ñk A & B  RtUvbMeBjeGay eBj el j  
OTHER SECTIONS TO BE COMPLETED where applicable. EpñkepSg ² eTotRtUvb MeBjeb Isin C aBak;B ½n § 
SECTION A     Epñk A 

POLICY NUMBER el x b½NÑ                                             INSURED PERSON’S FULL NAME eQ µaHeBjén GñkRtUv) an F an a 

HOME ADDRESS & POSTCODE Gas½y d æan  n wg  kUd b:usþi                                                                                                                                                               
 
DATE OF BIRTH kal br iecäTk MeNIt          OCCUPATION   mux g ar SEX e PT  TELEPHONE NUMBER el x TUr s½BÞ 
D / M / Y éf¶   Ex    qñaM              Male  Rbus     Home  pÞH       :                                                                                                                                  
       Female RsI Office    kar iy al ½y  :                                                                                                                                                   

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

etIman b½NÑr Wkar Fan ar a :b;r g NaepSg eTotEd l Fan ar a:b;r g Gñken A eBl man ehtukar N_en HeT?        
No eT     Yesman    If yes, please give details and amount recovered or recoverable. ebIman sUml MGitBt’ man  nig cMn Yn TwkR) ak;Ed l TamTar ) an 

SECTION B - DETAILS OF LOSS, DAMAGE OR OCCURRENCE  
Epñk B : Bt’man l MGitBIPaB) at; bg ; kar x Uc x at rWehtukar N_  
EXACT PLACE WHERE INCIDENT, LOSS, ACCIDENT OR ILLNE SS OCCURRED: 

TiIkEn øg ekIteht uBitR) akd  én kar ) at;bg ; eR K aHfñak; r WCMg W  
Datek al br iecäT :                                                                     Time em:a g  :         am / pm RBwk¼ l ¶ac  
Description of the incident, loss, accident or illness: B’Nn a] bTÞvehtu k ar ) at;bg ; eRK aHfñak ; r WCMg W 
 
 
 
 
 
 
NAME AND ADDRESS OF ANY ONE WITNESS: eQ µaH n ig Gas½y d æan én sakSINamñak ;  
Name   eQ µaH    Address   Gas½y d æan 
 
SECTION C - MEDICAL EXPENSES, PERSONAL ACCIDENT AND  ADDITIONAL EXPENSES 
Epñk C : cMNay el IevC¢s aRsþ  eRK aHfñak ;r a g kay  n ig  cMNay epSg ² 
1.   STATE NATURE OF INJURY/ILLNESS   sUmbBa¢ ak;G MBIsßan Pa Bén r bYs b¤CMg W 
 
 
2.   HAVE YOU EVER SUFFERED THIS OR SIMILAR CONDITI ON OR A RECURRENCE OF A PREVIOUS INJURY OR 

ILLNESS? etIGñkF øab ;TTYl eRK aHf ñak ; b¤ man CMg WEbben HBImun mkEd r eT ? 

       No   eT                      Yes  man   If yes, give full details ebIman sUmpþ l ;Bt’man l MGit 
 

3.   STATE NATURE OF ADDITIONAL EXPENSES, IF APPLIC ABLE bBa¢ak;G MBIcMNay epSg ² Rb sin ebIman 
 
4.   STATE AMOUNT CLAIMED ( attach account/medical certificate and other documents in support of your claim) 

      bBa¢ak;GMBIcMnYnEdlTamTa (P¢ ab;mkCamY ynUv vik½ybRt½ r)ay karN¾evC¢saRsþ nigÉksarepSg²eTotedIm,ICaCMnYydl;karTamTarbs;Gñk) 

      US$ 

5.  STATE AMOUNT RECOVERED OR RECOVERABLE FROM ANY OTHER SOURCE                  US$ 

bBa¢a k;GMB IcMn Yn Ed l ) an b¤n ig RtUv) an TTYl BIRbPBepSg                                                                                                     

6.  NAME AND ADDRESS OF YOUR USUAL ATTENDING PHYSIC IAN eQ µaHn ig Gas½y d æan RKUe BTüBüa) al  
      Name eQ µaH     Address Gas½y d æan  



 
3

SECTION D - DEPOSITS & CANCELLATION CHARGES/CURTAIL MENT EXPENSES 
Epñk D : kar x atbg ;eTA el IR) ak ;kk ; 
1. WHEN AND WHERE WAS HOLIDAY BOOKED?  etIkEn øg l MEhkay Ed l ) an kk;en A É Na ? 

 
 
2.    INTENDED DEPARTURE DATE   éf¶Ed l KMer ag nig ec jd MeNIr 

 
 
3.    DATE OF TRIP CANCELLED   éf¶Ed l kar eFVId MeNIr RtUvl b;ec al 

 
 
4.    WHY WAS THE TRIP CANCELLED?  ( If due to illn ess, attach medical certificate) 

       mUl ehtuEd l kar eFVId MeNIr RtUvl b;ec a l   (sUmP¢ab;m kC amYy n UvviBaØ abn b½RteBTü Rbsin ebIed ay sar CMg W) 
 

 
5.   AMOUNT PAID BY YOU                                                                                           US$ 

      TwkR) ak;Ed l Gñk) an cMNay                                     

      AMOUNT RECOVERABLE FROM ALL SOURCES ( attach documents)         US$ 

      TwkR) ak;Ed l TTYl ) an BIRbPBd ¾é T (sUmP¢ab;C amYy n UvÉ ksar Ta k;Tg)                                                 

 
6.   AMOUNT CLAIMED  TwkR) a k;TamT a     US$ 

SECTION E - BAGGAGE, PERSONAL EFFECTS AND PERSONAL MONEY 
Epñk E : hib\ v:an ; RTBsm,tþi pÞal ;x øÜn  n ig  R) ak;pÞ al ;x øÜn 
1.   WHICH COUNTRY’S POLICE WERE ADVISED?   STATE P OLICE STATION AND ATTACH COPY  

REPORT   etIb:Ul Isén RbeTsNaEd l ) an pþl ;B’tman  ? bBa¢ak;B IeQ µaHk ar iy al ½y  n ig  P¢ab;mkC amYy n Uvr ) ay kar N¾b:Ul Is 

 
 
2. HAVE YOU LODGED A CLAIM OR COMPLAINT AGAINST ANY CA RRIER/AIRLINE OR OTHER AUTHORITY FOR 

THE LOSS OR DAMAGE TO YOUR PROPERTY? 

       etIGñk) an d ak;B akü bNþwg eTA kan ;R kum h‘un d wkC Ba¢Ún  Rkumh‘un Ga kasc r N¾ b¤GaCJ aF r d¾éTGMBI kar ) at;bg ; b ¤x Uc x atRTBsm,tþir bs;GñkEd r b¤eT ? 

 

       No eT           Yes  man         If yes, give full details and attach copies of correspondence ebIm an sUmpþl ;Bt’man l MGit n ig P¢ab;C amYy É ksar Tak;Tg 

 
       Airline                            .................................... .................................... .................................... 

       Rkumh‘un Gakasc r 
       Claim Number .................................... .................................... .................................... 
       elx TamTasMNg 

3. PLEASE PROVIDE DETAILS OF AMOUNTS CLAIMED AND ATTAC H RECEIPT(S) 
        ( If insufficient space, please provide details in  separate sheets) 

        sUmpþl ;B’Nn al MGitBIRTBüsm,t þi n ig cMn Yn Ed l TamTa RBmTaMg P¢ab;n Uvvi k½y bRt½   (ebIt ar ag sr esr min RK ab;RK an ;sUmP¢ab ;tar a g epSg eTot) 
  
                                                         When & Where                   Original                   Price Depreciation             
       Item/Description                         Purchased                    Purchase Price             for Wear & Tear                   Amount Claim           

        RTBüsm,tþi                                TIkEn øg  n ig eBl evl aTij                     tMél ed Im            tMél rMel aHsMr ab; kar eRbIR) a s; n ig sikr ic r il           TwkR) ak;TamT a 
 a) 

b) b) 

 c) 

d) d) 

 e) 

 f) 

g) g) 
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SECTION F - BAGGAGE DELAY, TRAVEL DELAY AND AIRCRAF T HIJACK 
Epñk F : k ar yWty :avén \ v:an ; kar ec jd MeNI n ig  kar bøn ;y nþehaH 
1.   ORIGINAL TIME, DATE AND PLACE OF DEPARTURE     eBl evl a nig TIkEn øg Ed l nig RtUvec jd MeNIr 
       Time em:ag  :           am / pm RBw k¼ l ¶ac           Date éf¶ :            (D/M/Y) éf¶   Ex    qñaM 
       Place TIkEn øg  : 
2.   ORIGINAL FLIGHT NUMBER AND AIRLINE OF DEPARTUR E  Rkumh‘un Ga kasc r  n ig el x eCIgy n þehaHEd l nig RtUvec jd MeNIr 
       Flight Number  el x eCIg y nþeh aH :       Airline Rkumh‘un Gak asc r  : 
3.   ACTUAL TIME, DATE AND PLACE OF DEPARTURE eBl evl a nig TIkEn øg BitR) akd én kar ec jd MeNI r 
      Time em: ag  :           am / pm RBw k¼ l ¶ac           Date éf¶ :            (D/M/Y) éf¶   Ex    qñaM 
      Place TIkEn øg  : 
4.   ACTUAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE Rkumh‘un Ga kasc r  n ig el x eCIg y n þehaHBitR) akd én kar ec jd MeNIr 
       Flight Number  el x eCIg y nþeh aH :       Airline Rkumh‘un Gak asc r  : 
5.   PLEASE ENCLOSE    sUmP¢ab;C amYy n UvÉ ksar d Uc x ag eRkam 

      (1)   LETTER FROM AIRLINES ON THE CAUSE AND D ETAILS TO SUBSTANTIATE CLAIM 

              r ) ay kar N¾BIRkumh‘ un Gakasc r GMBIehtuk ar N¾Ed l n aMeGay man kar TamTa e n H 
      (2)   BOARDING PASS 

              sMbuRty n þehaH 
      (3)   REPORTS PERTAINING TO THE AIRCRAFT HIJA CK, WHERE APPLICABLE.    
          r ) ay kar N¾Tak;Tg n ig kar bøn ;y n þ ehaH 
SECTION G - PERSONAL LIABILITY 
Epñk G : kar TTYl x usRtUvpÞal ;x øÜn 
1.   NAME AND ADDRESS OF INJURED OR OWNER OF DAMAGED PROPERTY 

      eQµaH n ig Gas½y d æan C n r gr bYs b¤m©as; RTBsm,tþiEd l x Uc x at 

      Name   eQ µaH                   Address   Gas½y d æan  

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

      etIC n rg r bYs b¤m©as;R TBsm,tþiEd l x Uc x atRtUvC abuKÁl ik b¤sac ;B aØat ir bs;GñkEd r b¤e T ? 

      No eT                     Yes RtUvC a                             If yes, please give full details ebIRtUv sUmpþl ;Bt’m an l MGit 

3.   HAS ANY CLAIM BEEN MADE UPON YOU?       etIman kar TamTar sg d l;GñkeT  ?  
      No Gt;                       Yes  man                            If yes, state detail and attach with this form ALL COMMUNICATION received.  
                                                             ebIman sUml MGit n ig P¢ab;m kC amYy Ebb bTEd l Tak; Tg 
 
I/We the Insured Person/s do solemnly and sincerely declare that I/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 I/We have not concealed any 
information relating to this claim. 
´ ¼ eyIg C aGñkRtUv) an Fan aRt UvGHGag y : ag mWug m:at;f a ´¼ eyIg eFVItaml kçx ½NÐ¬ ebIsin m an ¦ én b½NÑFan ar a:b;r g ehIy Kµan bMNg  n ig y kpl Rbey aC n _cMeNjBIGV IEd l B’Nn amkehIy  
tamr y Hkar Ekøg bn øMr Wkuhke T,Iy  ehIy sUm bBa¢a k;f aBt’man Ed l man kñúg TMr g ;en H KWBit\ tEkøg køay  ehIy sUmGHG ag mþg eTotf a ´¼ eyIg min ) an l ak;) aMg Bt’man NamYy  Ed l Bak;B½n § 
cMeBaHkar T amTar sg en H.  
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 authorisation 
shall be considered as effective and valid as the original. 
´ ¼ eyIg sUmpøl ;siT§eTA mn ÞIeBTü RKUeBT üb¤ Gñkd ¾ETEd l ) an Büa) al  ´¼ eyIg kñúg kar pþl ;e TA kan ;Rkumh‘un n UvBt’man TaMg T ,ay NaEd l Bak;Bn §½n ig CMg W b¤r bYs RbvtþiCMg W kar BieRK a H evC¢bBa¢a 
b¤kar Büa) al  n ig É ksamn ÞIeBTüT aMg Hs; .  c ,ab;cMl g én kar epÞs iT§ien HG ac y kC akar ) an d Uc c ,ab;ed Im .  

Date: ________________   Insured Person’s Signature: ___________________________ 

 

 


