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  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.                                                                                                  

  EbbbTenHeFVIeT,IgedayKµankarTTYlykkarTTYlxusRtUvehIyRtUvEtbMeBj nigRbKl;eTAeGayRkumh‘unvijPøam²eTaHCaman b¤KµankarTamTarsg . 
  
  
  
  
  
  
  
 
 
 
 
 
 
 
 

  
 
 
 
 
 
 
 

  
 

 

1. Attach all quotation
P¢ab;mkCamYynUvRkdas

2. Attach valuations a
P¢ab;mkCamYynUvtémø)a:n

3. Advise police imme
R)ab;b:UlisPøam²enAeBl

4. Attach any letter of
P¢ab;bkCamYynUvlixitTa

5.     Do not make any a
minRtUvTTYlykkarTTYl

 

Forte Insurance (Cambodia) Plc.
Phnom Penh     
325 Mao Tse Toung Boulevard • P.O. Box 565   572 Achar Sv
• Phnom Penh • Cambodia     Khum Salakam
Tel: (855) 023 885 077/066 • Fax: (+855) 023 982 907  Tel: (+855) 06
Email: info@forteinsurance.com     Email: srp@fo
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WHAT TO DO IN THE EVENT O
etIRtUveFVIdUcemþcenAeBlTamT

 

s obtained for replacement of or repair to the damaged or
;Rsg;témøsMrab;smÖarHdak;CMnYs rWkarCYlCulsmÖarHEdlxUcxatrW)at;bg; 
nd receipt for purchases whenever possible. 
;sµan nigbgáan;édénkarTij enAeBlEdlGaceFVIeTA)an  
diately in the event of loss by Burglary, Housebreaking, th
mankar)at;bg;edayecarKas;cUlpÞH karKas;pÞH karlYc karxUcxatbNþal

 demand or other correspondence that you may receive fro
mTar rWÉksarepSg² EdlGñkTTYl)anBIPaKITI # 
dmission of liability for loss or damage caused by you to th
xusRtUvPøam cMeBaHkar)at;bg; rWxUcxatEdlGñk)aneFVIcMeBaHPaKITI# 
 
 ar • Krom 20 • Phum Wat Bo  

reuk • SIem Reap • Cambodia 
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F A CLAIM 
arsg 
 missing property. 

eft, Suspected Malicious Damage, Travellers Baggage. 
mkBIKMnuMEdlxøÜnsgS½y \va:n;eFVIdMeNIr  
m any third party. 

ird parties. 
  
   

We build confidence 



SECTIONS A & B must be completed in Full. Epñk A & B RtUvbMeBjeGayeBjelj  
OTHER SECTIONS TO BE COMPLETED where applicable. EpñkepSg²eTotRtUvbMeBjebIsinCaBak;B½n§
SECTION A     Epñk A 
POLICY NUMBER elxb½NÑ                                             INSURED PERSON’S FULL NAME eQµaHeBjénGñkRtUv)anFana 

HOME ADDRESS & POSTCODE Gas½ydæan nwg kUdb:usþi                                                                                                                                          

 
DATE OF BIRTH kalbriecäTkMeNIt          OCCUPATION   muxgar SEX ePT  TELEPHONE NUMBER elxTUrs½BÞ 
D / M / Y éf¶   Ex   qñaM              Male  Rbus     Home  pÞH       :                                                       
       Female RsI Office    kariyal½y :                                                     

ARE THERE ANY OTHER POLICIES OF INSURANCE IN FORCE COVERING YOU IN RESPECT OF THIS EVENT? 
etImanb½NÑrWkarFanara:b;rgNaepSgeTotEdlFanara:b;rgGñkenAeBlmanehtukarN_enHeT?        
No eT     Yesman    If yes, please give details and amount recovered or recoverable. ebImansUmlMGitBt’man nigcMnYnTwkR)ak;EdlTamTar)an 

SECTION B - DETAILS OF LOSS, DAMAGE OR OCCURRENCE  
Epñk B : Bt’manlMGitBIPaB)at;bg; karxUcxat rWehtukarN_ 
EXACT PLACE WHERE INCIDENT, LOSS, ACCIDENT OR ILLNESS OCCURRED: 
TiIkEnøgekItehtuBitR)akd énkar)at;bg; eRKaHfñak; rWCMgW 
DatekalbriecäT :                                                                     Time em:ag :         am / pm RBwk¼l¶ac 
Description of the incident, loss, accident or illness: B’Nna]bTÞvehtu kar)at;bg; eRKaHfñak; rWCMgW 
 
 
 
 
 
 
NAME AND ADDRESS OF ANY ONE WITNESS: eQµaH nigGas½ydæanénsakSINamñak; 
Name   eQµaH    Address   Gas½ydæan 
 
SECTION C - MEDICAL EXPENSES, PERSONAL ACCIDENT AND ADDITIONAL EXPENSES 
Epñk C : cMNayelIevC¢saRsþ  eRKaHfñak;ragkay nig cMNayepSg² 
1.   STATE NATURE OF INJURY/ILLNESS   sUmbBa¢ak;GMBIsßanPaBénrbYs b¤CMgW 
 
 
2.   HAVE YOU EVER SUFFERED THIS OR SIMILAR CONDITION OR A RECURRENCE OF A PREVIOUS INJURY OR 
ILLNESS? etIGñkFøab;TTYleRKaHfñak; b¤manCMgWEbbenHBImunmkEdreT ? 

       No   eT                      Yes  man   If yes, give full details ebImansUmpþl;Bt’manlMGit 
 
3.   STATE NATURE OF ADDITIONAL EXPENSES, IF APPLICABLE bBa¢ak;GMBIcMNayepSg²RbsinebIman 
 
4.   STATE AMOUNT CLAIMED ( attach account/medical certificate and other documents in support of your claim) 
      bBa¢ak;GMBIcMnYnEdlTamTa (P¢ab;mkCamYynUv vik½ybRt½ r)aykarN¾evC¢saRsþ nigÉksarepSg²eTotedIm,ICaCMnYydl;karTamTarbs;Gñk) 
      US$ 

5.  STATE AMOUNT RECOVERED OR RECOVERABLE FROM ANY OTHER SOURCE                  US$ 
bBa¢ak;GMBIcMnYnEdl)anb¤nigRtUv)anTTYlBIRbPBepSg                                                                                                    

6.  NAME AND ADDRESS OF YOUR USUAL ATTENDING PHYSICIAN eQµaHnigGas½ydæanRKUeBTüBüa)al 
      Name eQµaH     Address Gas½ydæan 
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SECTION D - DEPOSITS & CANCELLATION CHARGES/CURTAILMENT EXPENSES 
Epñk D : karxatbg;eTAelIR)ak;kk; 
1. WHEN AND WHERE WAS HOLIDAY BOOKED?  etIkEnøglMEhkayEdl)ankk;enAÉNa ? 

 
 
2.    INTENDED DEPARTURE DATE   éf¶EdlKMeragnigecjdMeNIr 

 
 
3.    DATE OF TRIP CANCELLED   éf¶EdlkareFVIdMeNIrRtUvlb;ecal 

 
 
4.    WHY WAS THE TRIP CANCELLED?  ( If due to illness, attach medical certificate) 
       mUlehtuEdlkareFVIdMeNIrRtUvlb;ecal  (sUmP¢ab;mkCamYynUvviBaØabnb½RteBTü RbsinebIedaysarCMgW) 

 
 
5.   AMOUNT PAID BY YOU                                                                                           US$ 
      TwkR)ak;EdlGñk)ancMNay                                     
      AMOUNT RECOVERABLE FROM ALL SOURCES ( attach documents)         US$ 
      TwkR)ak;EdlTTYl)anBIRbPBd¾éT (sUmP¢ab;CamYynUvÉksarTak;Tg)                                                 

 
6.   AMOUNT CLAIMED  TwkR)ak;TamTa     US$ 

SECTION E - BAGGAGE, PERSONAL EFFECTS AND PERSONAL MONEY 
Epñk E : hib\v:an; RTBsm,tþipÞal;xøÜn nig R)ak;pÞal;xøÜn 
1.   WHICH COUNTRY’S POLICE WERE ADVISED?   STATE POLICE STATION AND ATTACH COPY  
REPORT   etIb:UlIsénRbeTsNaEdl)anpþl;B’tman ? bBa¢ak;BIeQµaHkariyal½y nig P¢ab;mkCamYynUvr)aykarN¾b:UlIs 

 
 

2. HAVE YOU LODGED A CLAIM OR COMPLAINT AGAINST ANY CARRIER/AIRLINE OR OTHER AUTHORITY 
FOR THE LOSS OR DAMAGE TO YOUR PROPERTY? 

                 etIGñk)andak;BakübNþwgeTAkan;Rkumh‘undwkCBa¢Ún Rkumh‘unGakascrN¾ b¤GaCJaFrd¾éTGMBIkar)at;bg; b¤xUcxatRTBsm,tþirbs;GñkEdrb¤eT ? 
 
       No eT           Yes  man         If yes, give full details and attach copies of correspondence ebImansUmpþl;Bt’manlMGit nigP¢ab;CamYyÉksarTak;Tg 
 
       Airline                            .................................... .................................... .................................... 
       Rkumh‘unGakascr 
       Claim Number .................................... .................................... .................................... 
       elxTamTasMNg 

3. PLEASE PROVIDE DETAILS OF AMOUNTS CLAIMED AND ATTACH RECEIPT(S) 
        ( If insufficient space, please provide details in  separate sheets) 
        sUmpþl;B’NnalMGitBIRTBüsm,tþi nigcMnYnEdlTamTa RBmTaMgP¢ab;nUvvik½ybRt½   (ebItaragsresrminRKab;RKan;sUmP¢ab;taragepSgeTot) 
  
                                                         When & Where                   Original                   Price Depreciation             
       Item/Description                         Purchased                    Purchase Price             for Wear & Tear                   Amount Claim           
        RTBüsm,tþi                                TIkEnøg nigeBlevlaTij                     tMéledIm            tMélrMelaHsMrab;kareRbIR)as; nigsikricril          TwkR)ak;TamTa 

 a) 
) b) 
 c) 

) d) 
 e) 

f) 
) g) 



SECTION F - BAGGAGE DELAY, TRAVEL DELAY AND AIRCRAFT HIJACK 
Epñk F : karyWty:avén\v:an; karecjdMeNI nig karbøn;ynþehaH 
1.   ORIGINAL TIME, DATE AND PLACE OF DEPARTURE     eBlevla nigTIkEnøgEdlnigRtUvecjdMeNIr 
       Time em:ag :           am / pm RBwk¼l¶ac          Date éf¶ :            (D/M/Y) éf¶   Ex   qñaM 
       Place TIkEnøg : 
2.   ORIGINAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE  Rkumh‘unGakascr nigelxeCIgynþehaHEdlnigRtUvecjdMeNIr 
       Flight Number  elxeCIgynþehaH :       Airline Rkumh‘unGakascr : 
3.   ACTUAL TIME, DATE AND PLACE OF DEPARTURE eBlevla nigTIkEnøgBitR)akdénkarecjdMeNIr 
      Time em:ag :           am / pm RBwk¼l¶ac          Date éf¶ :            (D/M/Y) éf¶   Ex   qñaM 
      Place TIkEnøg : 
4.   ACTUAL FLIGHT NUMBER AND AIRLINE OF DEPARTURE Rkumh‘unGakascr nigelxeCIgynþehaHBitR)akdénkarecjdMeNIr 
       Flight Number  elxeCIgynþehaH :       Airline Rkumh‘unGakascr : 
5.   PLEASE ENCLOSE    sUmP¢ab;CamYynUvÉksardUcxageRkam 
      (1)   LETTER FROM AIRLINES ON THE CAUSE AND DETAILS TO SUBSTANTIATE CLAIM 
              r)aykarN¾BIRkumh‘unGakascrGMBIehtukarN¾EdlnaMeGaymankarTamTaenH 
      (2)   BOARDING PASS 
              sMbuRtynþehaH 
      (3)   REPORTS PERTAINING TO THE AIRCRAFT HIJACK, WHERE APPLICABLE.    
          r)aykarN¾Tak;Tgnigkarbøn;ynþehaH 
SECTION G - PERSONAL LIABILITY 
Epñk G : karTTYlxusRtUvpÞal;xøÜn 
1.   NAME AND ADDRESS OF INJURED OR OWNER OF DAMAGED PROPERTY 
      eQµaH nigGas½ydæanCnrgrbYs b¤m©as;RTBsm,tþiEdlxUcxat 

      Name   eQµaH                   Address   Gas½ydæan  
2.   IF THE INJURED PERSON OR OWNER OF DAMAGED PROPERTY IN YOUR EMPLOY, OR A RELATIVE TO YOU? 
      etICnrgrbYs b¤m©as;RTBsm,tþiEdlxUcxatRtUvCabuKÁlik b¤sac;BaØatirbs;GñkEdrb¤eT ? 

      No eT                     Yes RtUvCa                             If yes, please give full details ebIRtUv sUmpþl;Bt’manlMGit 
3.   HAS ANY CLAIM BEEN MADE UPON YOU?      etImankarTamTarsgdl;GñkeT  ?  
      No Gt;                       Yes  man                            If yes, state detail and attach with this form ALL COMMUNICATION received. 
                                                             ebImansUmlMGit nigP¢ab;mkCamYyEbbbTEdlTak;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. 
´ ¼eyIgCaGñkRtUv)anFanaRtUvGHGagy:agmWugm:at;fa ´¼eyIgeFVItamlkçx½NÐ¬ebIsinman¦énb½NÑFanara:b;rgehIyKµanbMNg nigykplRbeyaCn_cMeNjBIGVIEdlB’NnamkehIy 
tamryHkarEkøgbnøMrWkuhkeT,Iy ehIysUmbBa¢ak;faBt’manEdlmankñúgTMrg;enH KWBit\tEkøgkøay ehIysUmGHGagmþgeTotfa ´¼eyIgmin)anlak;)aMgBt’manNamYy EdlBak;B½n§ 
cMeBaHkarTamTarsgenH. 

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. 
´ ¼eyIgsUmpøl;siT§eTAmnÞIeBTü RKUeBTüb¤Gñkd¾ETEdl)anBüa)al ´¼eyIgkñúgkarpþl;eTAkan;Rkumh‘unnUvBt’manTaMgT,ayNaEdlBak;Bn§½nigCMgW b¤rbYs RbvtþiCMgW karBieRKaH evC¢bBa¢a 
b¤karBüa)al nigÉksamnÞIeBTüTaMgHs; . c,ab;cMlgénkarepÞsiT§ienHGacykCakar)andUcc,ab;edIm . 

 

Date: ________________   Insured Person’s Signature: ___________________________ 
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