AIG - AlG Australia

Melbourne: 549 St. Kilda Road, Victoria 3004. (03) 9522 4000 GPO Box 4363, Melbourne, Victoria 3001
Perth: 77 St. George's Terrace, WA 6000. (08) 9202 1366

Travel Insurance Report Form

This issue of this form is not an admission of liability and is without prejudice.
ALL QUESTIONS IN THIS SECTION MUST BE ANSWERED
Name Of TraVeller (MI/IMIS/IMISS/IVIS) ........uceu aueaieierieaeeaeeeteete et e e e teseeseeeteeseemeeseenseaseseeeeeeaeemeeseeseenseaeeeeeeaeeaeemeeneemeeseseeabeeneaneeneeneaneennes

(@ oo10] o - 1 ([o] o T TSRS OPRPPPTPN Date of Birth: ........cccceviienee.
Full Policy NO. @nd PrefiX.....c.uiiiiiie et Period of Journey................. 1 (0 JUURRR
For prompt settlement please attach original or photostat copy of Insurance Certificate
o Lo 1TSS SPRRPRPNE
....................................................................... Telephone - Home: ........ccccocoiiiieiiieeniiciieen . BUSINESS: L
Insured ITC: ......ccoovenvnneee. % Insured ITC: .....ccveveveeeeicnns %

(AT TIME OF LODGEMENT OF CLAIM) (AT TIME OF COMMENCEMENT OF POLICY)

IF CLAIMING UNDER A CORPORATE TRAVEL POLICY THE FOLLOWING SECTION IS TO BE COMPLETED
BY AN AUTHORISED OFFICER OF THE INSURED COMPANY.

L A\ F- e TN o) L ET U =To [ @0l o] o710 | PP P PPN

2. Traveller's relationship t0 INSUrEA COMPANY ........iiitiiiiiieiii ittt e ettt b et e e tb e rbe e e sbe e e ssb e e nae e e sabeesnbeennneeanreean

3. Did the loss occur whilst on Authorised Business Travel? Was an air trip involved in the travel?......................

4. Details of journey: Departure Date .....ccoovvvveiiii From ..o TO i
Return Date ...coovevieeiiciece

SIGNEA .. POSItION HEIA ...t

hereby authorise any hospital, physician or other person who has attended me, or my employer or my accountant to furnish
AIG Australia or its representatives with:-

(i) All copy hospital and medical reports/notes;
(ii) All copy employment records and income tax returns; and

(iii) All information pertaining to my medical history (any sickness or disease or injury, consultation, prescription or treatment),
employment history and income tax returns.

| agree that a photostat copy of this authorisation shall be considered as effective and valid as the original and specifically
authorise its use as such.

| declare and warrant that the foregoing particulars are true and correct in every detail and acknowledge that AIG Australia relies
upon the truthfulness of the particulars supplied by me in respect of the claim.

PRIVACY CONSENT
| consent to AIG Australia:
a) Collecting and using my personal information for the purposes of administering my claim including investigating,

assessing and paying any claim made by me or on my behalf. If we do not collect this information we may not be able to
process your claim.

b) Disclosing my personal information to related entities of AIG Australia, their staff members located outside Australia, the
insured, other insurers and reinsurers, insurance reference bureaus, law enforcement agencies, investigators, lawyers,
assessors, repairers, advisors and the agent of any of these, insurance broker, insurance agent or other intermediary, my
employer or Insurance Ombudsman Service Limited for the purposes of administering my claim or providing a report.

c) lunderstand that AlG Australia is a signatory to the General Insurance Information Privacy Code and that a copy of the
AIG Australia’s privacy policy statement, including information about access, may be obtained by writing to the Privacy
Manager AIG Australia 549 St Kilda Road Melbourne or by e-mailing australia.privacy.manager@aig.com

| also declare that | have:

(1) * No other travel insurance with any Insurance Company.

(2) * Travel insurance with (Name of insurance company).

* Please delete whichever is not applicable

American Home Assurance Company, ABN 67 007 483 267, AFSL 230 903, Incorporated with Limited Liability in the USA, trading as AIG Australia,
A Member of American International Group, Inc.
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Travel Insurance Report Form

This form must be fully completed in the sections applicable to your claim and signed.

SECTION 1 - LUGGAGE AND PERSONAL EFFECTS

Give full details of how loss

damage or theft occurred:

(Detail each event)

Date of occurrence / / | Time am/pm. Date loss reported / Time am/pm.
Loss reported to — Name | Address
Were articles lost by Carrier? (e.g. Airline) Yes/No | Name

Airline: Claim No.

Have you yet lodged a claim or complaint against any

Carrier/Airline or other authority or against any individual
responsible for the loss or damage to your property? If so,

give details and attach copies of correspondence .. .. ..

NOTE: The Warsaw Convention imposes a liability upon the

Carrier and you should claim on them first.

Are any of the items covered by other Insurance? | Yes/No | If Yes — which Company? |

Were all the missing articles your property? | Yes/No | If not, who is owner? |

Description and size of suitcase
in which missing goods carried

Full details of articles Name and address from Date of | Purchase | Deduction Amount

claimed (include value of cases) whom goods were purchased | Purchase | Price for Deprec. | Claimed Remarks

THE FOLLOWING ITEMS MUST BE INCLUDED WITH THIS CLAIM

1. Report or letter from Authority (e.g. Police, Airline) regarding the loss, where available.

2. Proof of purchase of lost goods (e.g. Receipts, Guarantee or Valuation Certificates, Card Vouchers, etc.)

Failure to provide these items may result in delays in processing your claim. If it is impossible to provide any of the supporting
documents please advise the reason.

Electronic Funds Transfer (EFT) details

1. Do you want the benefit to be deposited directly into a financial institution account via EFT? D Yes D No

2. Name the account is held in:

upto9
3. BSB number (6 digits in total) Financial institution account number (digits Onlv)

(If you are unsure of the BSB number, please contact the financial institution where the account is held.)

Financial
4. |Institution: Branch:




SECTION 2 - MEDICAL EXPENSES OR CASH IN HOSPITAL

Date of Accident or

Type of Injury or Sickness Commencement of Sickness

Injury — Give full details
of Accident

Date of First Medical Consultation Name of Doctor or Hospital

Details of other treatment by
Doctors/Hospital

Dates in Hospital Admitted / / am/pm Discharged / / am/pm

Have you ever suffered from the same or a similar complaint in the past? Yes/No

Yes, give details, dates, etc.

Are you a member of a Private Health Insurance Fund e.g. Medibank? Yes/No | Name of Fund

N.B. If you are a member of a Private Health Fund you must claim from that fund before submitting this claim.

THE FOLLOWING ITEMS MUST BE INCLUDED WITH THIS CLAIM*
1. Original Doctor’s/Hospital accounts and receipts together with statements from Medicare and Private Health funds.
2. Original Doctor’s Certificate.
*Failure to provide these items may result in delays in processing your claim. If it is impossible to provide any of the items
please advise the reason:

SECTION 3 - CANCELLATION/ADDITIONAL EXPENSES

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

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

$
$
TOTAL PAID $
$
$

Refund received on cancellation

Full amount being claimed (excluding Insurance Premium)

Were any alternative arrangements offered or made (Give details) |

Were any additional fares incurred as a result of cancellation (Give details) |

...Continued Overleaf




SECTION 3 - (continued) CANCELLATION/ADDITIONAL EXPENSES

(Complete this section for additional expenses)

Reason for incurring additional
expenses or forfeiting travel or
Accommodation expenses
A$
A$
Details of expenses incurred A$
A$
TOTAL |A$

Were these expenses incurred as a result of Injury or Sickness as claimed on previous page Yes/No

If these expenses were incurred as a result of Injury or Sickness to any other person, please give details of cause, name,
address and age of person.

Cause

Name & Details

THE FOLLOWING ITEMS MUST BE INCLUDED WITH THIS CLAIM*
1. Original Receipts and/or Tickets relating to additional expenses incurred.
2. Proof of cause i.e. Original Doctor’s/Hospital’s Certificate relating to Injured or Sick person or letter relating to
cancellation, curtailment or diversion of scheduled public transport.
*Failure to provide these items may result in delays in processing your claim. If it is impossible to provide any of the items
please advise the reason:

SECTION 4 - PERSONAL MONEY

Date Notified

To Whom

1. Which Police were advised? State Police Station and attach copy report if available

2. Description of the incident

Details of claim

SECTION 5 - PERSONAL LIABILITY

Bodily Injury — Provide relevant

details — Name and address of
Injured Party and details of injury

Damage to Property — List all

Property Damage together with
Name and Address of Party

claiming damage against you

Is the Injury or Damage related to a travelling companion? | Yes/No |

Do you consider you were at fault? (If so, why)

THE FOLLOWING ITEMS MUST BE INCLUDED WITH THIS CLAIM*

Letters or Demands of a claim made on you

*Failure to provide these items may result in delays in processing your claim. If it is impossible to provide any of the items
please advise the reason:




