
 
Please complete in BLOCK CAPITALS and in BLACK INK, and continue any answers on a separate sheet if necessary. If any      
sections on this or any related form are left blank or are unclear, your claim may be delayed.    
 

Please ensure that you send in the ORIGINAL booking invoice that confirms your travel dates and who you were travelling with. 

Claim Form - Medical Emergency 
This is side 1 of 2 

Claim reference number: 

1. Details of illness / accident 
(and diagnosis if known). 

2.  Date of onset: ___/___/___ 
 
 
 Country  __________ 
 
 
 Place / resort __________ 
 
 
 Local time ___ : ___ am / pm  

3. Was the Medical Assistance  
 Company (as named in your    
 policy) contacted? 
 

 YES   /   NO  
 

 If yes, please state: 
 
 Name: ___________________ 
 
 Reference number: _________ 

4. Did you pay the policy excess 
in resort?  

 
YES   /   NO  

 
  
 Amount paid: ______________ 
         (inc. currency) 
 
 PLEASE SUBMIT RECEIPT 

5. Have you been treated for this, or any associated or similar illness before? 
 

YES   /   NO  
 

If yes, please provide full details including method and dates of treatment,  
check-ups and medication taken WITHIN THE PAST 3 YEARS 

 

 

 

 
 

 

(Please note that we may need to approach your General Practitioner for further information) 

6. If you were admitted as an in-patient, please tell us: 
 
 The date of admission to the overseas hospital ___ / ___ / ___  Local time ___ : ___ am / pm 
 
 The date of discharge from the overseas hospital ___ / ___ / ___  Local time ___ : ___ am / pm 

7. In the boxes below, please detail the amounts you are claiming. Both medical expenses which have already been 
 paid and unpaid accounts and invoices need to be listed for consideration. If you are able to submit evidence of the 
 rate of exchange at the time the treatment was paid, we will use this rate. Please continue on a separate sheet if  
 necessary. 

Please enclose all original bills, receipts and invoices for treatment, whether paid or unpaid.  

8. If you were travelling to an EEC country, do you hold an EHIC (European Health Insurance Card)? YES   /   NO  
 

 If yes, please attach a photocopy of your card. 
 

                  P.T.O. 

Date of treatment Nature of expense i.e.  
doctor’s fee, prescription 

etc 

Name of provider i.e.  
doctor, ambulance,  

hospital etc 

Amount paid 
(inc currency) 

Method of  
payment: 

cash, cheque, 
credit card, 
debit card etc 

       

       

       

       

       

       

       

       

Has this bill 
been paid? 

(tick) 
 

YES         NO 



Claim Form - Medical Emergency 
This is side 2 of 2 

9. Please give details of any previous medical-related and / or any other travel insurance claims, along with the name of 
 the insurer and the claim reference number. This question must be answered. Blank sections or ‘n/a’ will delay the 
 processing  of your claim. 

11. Do you consider anyone to be at fault for your illness / injury? YES  /  NO   If YES, please give details. If NO, state NO 

10. Please indicate whether the claim relates to an accidental injury or road traffic accident (please circle). 
 
 Date: ___ / ___ / ___  Local time: ___ : ___ am / pm Country _______________ Place / resort _______________ 
 
 Third party details: Name: _______________ Address: __________________________________________________ 
 
 Make and model of vehicle: ______________________________ Registration number: ________________________ 
 
 Name and address of third party insurer:  _____________________________________________________________ 

12.  Do you have Private Medical Insurance? YES / NO  
  
 Name of insurer:   _______________________ 
 
 Policy / Membership number: ______________ 

13. General Practitioner name: _________________________ 
 

 Address:  _______________________________________  
 

          _______________________________________________ 

14. Did you pay for this trip with a Credit Card?    YES   /   NO             
  
card number  

 
Issuing bank:___________________ Card type:  ____________________ 
                                       (gold, platinum, standard etc) 
 

 Do you have payment protection on this card?        YES   /   NO             
  

 Do you have a bank/building society current account(s) YES   /   NO             
 

 Bank / building society: ____________  Account type: _______________  
                 (gold, platinum, standard etc) 
 
 Account number:  
  
 Do you or any other person travelling have any other travel insurance that 
 may cover you for this claim?      YES   /   NO     
  

 If YES, give details including insurer and policy number. If NO, state NO   

                

        

        

 
 

DECLARATION. THIS MUST BE READ AND SIGNED BY THE PERSON MAKING THE CLAIM. 
 

I/We declare that the statements on this or any related form are true and correct to the best of my knowledge and belief and have not knowingly 
withheld any information connected with this claim. I / We agree to provide the Insurer with any further information as may be reasonably required 
and understand the Insurer does not admit liability by issue of this or any related form.   I / We understand that the making of a fraudulent or  
knowingly exaggerated claim is a criminal offence, and that you investigate all cases through extensive fraud detection processes and any person 
suspected of fraud is reported to the police, with whom the Insurer always co-operates. 
 

The Data Protection Act 
The insurance industry operates a number of anti-fraud initiatives. I / We understand that the information given on this form may be stored  
electronically and may be shared with other organisations for this purpose. I / We understand that you may ask for information from other  
organisations to check the answers I/we have provided. 
 

Medical Details 
I hereby consent to my GP to be contacted for further information in relation to this claim. 
 

Subrogation 
In the event of a third party being liable, all rights in this matter are subrogated to the travel insurance underwriters or their agents on all  
settlements of this claim. 
 

SIGNED ____________________________________________ DATED _________/_________/__________ 
 
 

PLEASE PRINT NAME: ____________________________________________________________________ 

 

15. I hereby consent to my insurance 
company seeking reimbursement of 
medical expenses, once they have 
been paid by them, arising out of 
medical treatment received in 
(country)  

 _____________________________ 
  
 on / from  (date) ___ / ___ / ___ and 
 confirm that my national insurance 
 number is:   
 
 
 

 If the name of the patient differs from the 
 person signing this claim form, please state: 
 

 Name of patient: _______________ 
 
 Date of birth: ___ / ___ / ___ 

N.B. This section must be completed if 
 medical treatment was received in the E.U. 


