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CHUBB INSURANCE COMPANY OF AUSTRALIA LIMITED 
 

A.B.N. 69 003 710 647 
Sydney: Level 36, Tower Building Australia Square, 264-278 George Street, Sydney, NSW, 2000 Australia 
Telephone : 61-2-9273 0100 λ Facsimile: 61-2-9273 0101  
Melbourne: Level 51, Rialto South Tower, 525 Collins Street, Melbourne Victoria 3000 Australia 
Telephone : 61-3-9242 5111 λ Facsimile: 61-3-9629 7417 
Perth: Level 22, Exchange Plaza, 2 The Esplanade, Perth WA, 6000, Australia 
Telephone : 61-8-9325 7788 λ Facsimile: 61-8-9325 7730 

EExxppaattrriiaattee    MMeeddiiccaall    EExxppeennsseess    CCllaaiimm    FFoorrmm  
 
 

 
Name of Insured : 

  Policy No:  
 

Name of employee, director etc.:  ___________________________________________Under 80 years old?:   
Yes______No____________ 
 
Country of posting: ______________________________________________________________________________________________________ 
 
Relationship  of person who has had the loss / illness with the Insured organisation (e.g. spouse or child of employee, 
employee, director): _____________________________________________________________________________________________________ 
 
Date of accident or 

when illness first 
arose 

Description of 
injury or illness 

Person treated Relationship of 
person treated to 

employee, director, 
etc. 

Treatment 
Received 

Services Provided 
by 

Amount Claimed Currency 

eg:  1-1-2000 eg:  broken finger eg:  William Jones eg:  son eg:  x-ray eg:  Dr Steve Brown eg:  $70 eg:  NZ 
 
 

       

 
 

       

 
 

       

 
 

       



 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

Are any more accounts expected for this accident or illness?  If so, please advise (eg:  hospital account, two further 
treatment accounts):________________________________________________________________________________________________ 
 
Signed:  _______________________________________________________                                         Dated:__________________________ 
                 y/coverage/ga/claimfrm 


