
GST INFORMATION
(a) What is your Australian Business Number (ABN)? .................................................................................................................
(b) Are you registered for GST Purposes? Yes No
(c) Have you claimed or are you entitled to claim an Input Tax Credit (ITC) on your Business

Activity Statement to the Australian Taxation Office in respect to the GST paid on the
insurance policy under which this claim is being made? Yes No

(d) IF YES, what percentage of the GST did you claim or are you entitled to claim? ............................................. %
(if the GST paid and your ITC entitlement are the same amount, the answer to this question is 100%)

CANCELLATION CHARGES, LOSS OF DEPOSIT CLAIM

Please ensure this Form is completed in all Parts applicable to your claim, The Information Authority and Warranty, on the
back, must be completed for all claims.
Supporting documentation required is detailed below each Part.
The issue and acceptance of this Form does not constitute an admission of liability by the Company or a waiver of its rights.

ACE Insurance Limited
28-34 O’Connell Street
Sydney NSW 2000
Australia

GPO Box 4065
Sydney NSW 1008
Australia

(02) 9335 3200 main
(02) 9231 3697 fax
www.ace-ina.com
1800 027 240 claims phone

ace asia pacific
TRAVEL INSURANCE REPORT FORM

SM

ALL QUESTIONS IN THIS SECTION MUST BE ANSWERED
Name of Insured: (Mr/Mrs/Miss/Ms) .......................................................................................................................................................................................................................................................

Policy Number ............................................................................................................................................................................................................................................................................................................

Address: ...........................................................................................................................................................................................................................................................................................................................

Telephone: Home: ....................................................................................................................................................  Business: .......................................................................................................................

Date of Birth: .............................................................................................................................................................  Occupation: .................................................................................................................

Travel Agent: ...............................................................................................................................................................  Date of Booking Travel Arrangements: ..................................................

Date of Departure: .................................................................................................................................................  Date of Return: ........................................................................................................

Name and Address of
usual family doctor: ...............................................................................................................................................................................................................................................................................................

How long has the doctor been known to the patient? ................................................................................................................................................................................................................

What was the reason you could not
commence or complete your
proposed journey?

Was the cancellation as a result of Injury/Sickness to yourself? Yes/No
Was the cancellation as a result of Injury/Sickness to some other relative or person as defined in the Policy? Yes/No
If so Name Address Relationship Age
Nature of complaint preventing travel
Date of First Medical Treatment      /     / Has the Injured/Sick person had a similar condition in the past? Yes/No
Name and Address of Patient’s normal Doctor
Date you advised Travel Agent to cancel bookings /     /
Amount of Deposit paid and date paid $ Date
Balance of Full Fare and date paid $ Date
Value of Forfeited Portion of Journey (if applicable) $
Refund received on cancellation $
Full amount being claimed $
Were any alternative arrangements offered?
If so, give details
Did you accept any of the alternative arrangements? Yes/No
What additional fares did you incur as a result
of the arrangement?

THE FOLLOWING ITEMS MUST BE INCLUDED WITH THIS CLAIM
1. The Original Tickets/Vouchers if a refund is not obtainable.
2. Doctor’s/Hospital Certificate specifying exact nature of condition suffered by Injured/Sick person.
3. Letter from Travel Agent verifying total cost of journey, value of unused portion of journey, cancellation charges incurred and

total amount of refund received.
  Failure to provide these items may result in delays in processing your claim.*

*








