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TRAVEL INSURANCE CLAIM FORM
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ompleted Claim Form together with supporting documents should be forwarded to us within 30 days following the loss. Otherwise, it may
prejudice your claim under the policy.
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Name of Insured
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Name of Claimant
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Address
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Type of Claims : Medical Expenses Personal Accident Baggage / Personal effects
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Loss of Money / Documents Travel Delay / Re-Routing Baggage Delay / Emergency Purchase
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Cancellation / Curtailment Others
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Place of Loss / Accident
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Date and Time of Loss / Accident
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Details of Occurrence
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Total Claimed Amount
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TO BE COMPLETED FOR CLAIM UNDER TYPE OF CLAIMS 1 — MEDICAL EXPENSES
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Accident Cause — Nature of Injury
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Sickness Cause — Describe diagnosis of sickness and treatment received
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TO BE COMPLETED FOR CLAIM UNDER TYPE OF CLAIM 3 — BAGGAGE & PERSONAL EFFECTS
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Lost / Damaged Items Date and Place of Purchase Original Purchase Value
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If space provided is inadequate, please use separate sheet of paper for item list.
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CLAIM DOCUMENTATION
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lease attach copy of policy
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all original medical receipts and medical reports for medical claims
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all original purchase receipts / invoices for baggage and emergency purchase claims
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relevant Loss Report from Hotel Management, Airline company or Police, etc.
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Additional documents relevant to the claim may be required and to be forwarded upon request of GAN Assurances IARD (The Company).
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DECLARATION AND AUTHORIZATION
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| declare that to the best of my knowledge and belief the above statement and particulars contained are in all respects true and completed and
are made without reservation of any kind. | hereby authorize any physician, medical practitioner, hospital or clinic by whom or where | have been
observed or treated to give full particulars about my health to GAN Assurances IARD. A photostat copy of this authorization shall be considered
as effective and valid as the original.
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r;cknowledge that Insurers will rely upon the information supplied by me / the policyholder Ftiijlnsured, which | verily and honestly believe to be
true and correct, in prosecuting or defending any claims or proceedings in future, and the signatory / the policyholders / Insured under this policy, if
so required by the Insurers, will be asked and are bound to sign any court documents on the basis of information provided herein.
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