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Travel Insurance Claims Form
�� !"#$%&

BLUE CROSS

Insurance Certificate No. Claim No. (Office Use)
�� ! �� !"#E�� !"F

Name of the Claimant (English) (Chinese)
�� !"#$E��F E��F

Blue Cross (Asia Pacific) Insurance Limited
A Member of The Bank of East Asia Group

I.D. Card No. Postal Address
�� !" �� !

Phone No. (Day time) (Night time)
�� !=E��F E��F

Baggage/Baggage Delay/Personal Money/Loss of Travel Documents  ��L�� !L�� !L�� !"#
Date, time and place of incident
�� !"#$%&'()*

State the occurrence of the incident
�� !"#$%&

Amount Claimed Name of Payee
�� ! �� !"

Please give particulars of items claimed. =�� !"#$%

Item(s) Original Cost Date of Purchase
�� �� !"# �� !

Any other insurance policy covering the items claimed?  e.g. credit card protection plan, householder all risk � Yes � No
�� !"#$%&'(%)*+,E�� !"#$%&'($)F � �

If yes, please provide the following information.  �� !"#$%&'()*

Name of Insurance Company Class of Insurance Policy No.
�� !"# �� ! �� !

Remarks: Please attach the relevant supporting documents to certify the expenses/losses and incident and items of claim e.g. airlines irregularity report, original police report, original purchase
receipts of the items claimed.

�� �� !"#$%&'()*+,-./&0123456+L�� !"#$ !%&'()*+,-./0

Please complete this form in full and return together with all supporting documents to:Blue Cross (Asia-Pacific) Insurance Limited, 22/F, Cosco Tower, 183 Queen's Road Central, Hong Kong
Tel.: 2163 1333        Fax: 2163 1111
�� !"�#$%&'()*+,-./012345672 NUP�� !"# OO��� !�� !�� !"#$�� ===�� 2163 1333=====�� !"ONSP=NNNN



Medical Expenses/Emergency Services   �� !L�� !"#
Date, time and place of incident
�� !"#$%&'()*

Diagnosis of conditions / Cause of injury
�� L�� !

Any other insurance policy covering the expenses involved? � Yes � No
�� !"#$%&'(%)*+, � �

If yes, please provide the following Information. =�� !"#$%&'()*
Name of Insurance Company Class of Insurance Policy No.
�� !"# �� ! �� !

Amount Claimed Currency
�� ! ��

Remarks: Please attach the relevant medical report and original medical expenses receipts to certify the expenses.
�� �� !"#$%&'()*+,-./01234

Cancellation Charges/Curtailment of Trip =�� !L�� !

Travel Delay  �� !
Date/Time From To Flight No.
�� L �� � � �� !

Original Schedule
�� !

Delayed Schedule
�� !"

Reason of Delay Hours Delayed
�� ! �� !

Any other insurance policy covering the expenses involved? � Yes � No
�� !"#$%&'(%)*+, � �

If yes, please provide the following information.==��� �� !"#$%&

Name of Insurance Company Class of Insurance Policy No.
�� !"# �� ! �� !

Remarks: Please attach the relevant supporting documents to certify the hours delayed.  e.g. copy of boarding pass and/or airticket, confirmation from Airlines/Travel Agent.
�� �� !"#$%&'()*+,-./01234&,L�� !"#$%&'(�)*+,-./0

Causes of claims
�� !

Amount claimed Name of Payee
�� ! �� !"

Name, address, phone no. and contact person of Travel Agent
�� !"#$%#&'()*+,-.!

Any other insurance policy covering the expenses involved? � Yes � No
�� !"#$%&'(%)*+, � �

If yes, please provide the following information.  �� !"#$%&'()*

Name of Insurance Company Class of Insurance Policy No.
�� !"# �� ! �� !

Remarks: Please attach the relevant supporting documents to certify the expenses and incident of claim.
e.g. medical report, death certificate, original receipts of amount claimed etc.

�� �� !"#$%&'()*+,#-./01#23456789:;<':=>?@AB



Authorization/Declaration   �� L��

Notes    �� !

Date
��

Claimant's Signature
�� !"#$

1. By furnishing this form the Company makes no admission of liability.
�� !"#$%&'()*+,-./

2. All original itemized bills must be submitted together with this form in order to avoid delay.
�� !"#$%&'()*+,-./012345678

3. Claims will not be processed unless authorization and declaration are signed by the claimant.
�� !"#$%&'()*+,)-./0123

Personal Accident =�� !
Date, time and place of accident
�� !"#$%&'()*

State the occurrence of the accident
�� !"#$

Amount claimed Name of Payee
�� ! �� !"

Please give particulars of the next of kin(s) of the Insured Person.  =�� !"#$%&'

Name Age Address Relationship HKID No.
�� �� �� �� �� !"#$

Remarks: Please attach the supporting documents e.g. accident report, police report, death certificate and/or any relevant documents.  If the next of kin(s) is/are minors (persons under 18 years of age)
please give particulars of the official Administrator(s) and provide copies of the documentation authorizing that person to act in this capacity.

�� �� !"#$%&'()*+,()*-./012!"3456%789:;<=9>?�@A1BC9D#$?E0!"DFGBC/H346

I hereby authorize any hospital, physician, or other person and/or authority who has attended or examined me, to furnish to Blue Cross (Asia-Pacific) Insurance Limited or its authorized
representative, any and all information with respect to my loss, illness or injury, medical history, consultation, prescription or treatment, and copies of police reports, accident reports,
airlines or other carriers irregularity reports, statements, all hospital or medical records.  A photostat copy of this authorization shall be considered as effective and valid as original.
�� !"#$%&'()*+,-.,/.012*3&0456789:;<E��F�� !"#$%&'()*+,-  ./0(12345367893:;<=3>?@A
�� !"#$%&'()*&'(+,-./0123-.�45&'(67(89:;/:<=>�?@ABCDE�?@F9G@�HIJKA

I declare to the best of my knowledge and belief that the above statements and particulars to be true and correct, I further understand and agree that if I have made or shall make any false
statement or concealment, all rights to recovery under the Policy shall be forfeited.
�� !"#$%&'()*$+,-./012345(6789)*:;<=>?./@ABCD:@EF(GHI!JKLMNO?PQRST;UVW

I understand and agree that any personal information collected or held by the Company may be used, stored, disclosed and transferred (within or outside of Hong Kong) to such individuals/
organizations associated with the Company or any selected third party for the purposes of processing this claim and communicating with the Insured for such purpose.  I further understand
that if I fail to provide any information requested in this form, it may result in the inability of the Company to accept or process this claim; and that I have the right to obtain access to and
to request correction of any personal information held by the Company.  Such request could be made to the Company's Corporate Data Protection Officer at 22/F, Cosco Tower, 183 Queen's Road
Central, Hong Kong.
�� !"#$===�� !"#$%&'()*++,-./0.12345678129:#;<E�� !"#F�� !===�� !"#$% L�� !"#$%&'()*+,
�� !"#$%&�'()*+,-.*/012.*3456!789:;<=>? ===�� !"#$%&'()*+,-./012345678�� !"#$% NUP�� 
�� OO ��===�� !"#$%&'()*+,-./01&#!"#$%2



Supplementary Sheet claims detail
�� !"#$%

For Claims Department use only
�� !"


