cCHUBB Chubb European Group SE

Travel Insurance Claims
OSG, Merrion Hall,
Strand Road,
Sandymount, Dublin4

T: 1800719420 or
+353 (0)14401757

Claim form
Personal Accident/Sickness

Data protection

We use personal information which you supply to us [or, where applicable, to your insurance broker] for underwriting, policy
administration, claims management and other insurance purposes, as further described in our Master Privacy Policy, available here:
https://wwwz2.chubb.com/ie-en/footer/privacy-policy.aspx or by searching ‘Master Privacy Policy’ on
https://www2.chubb.com/ie-en/. You can ask us for a paper copy of the Privacy Policy at any time, by contacting us at
dataprotectionoffice.europe@chubb.com.

Please writeinblack ink and use block capitalletters.
All sections mustbe completed or marked ‘notapplicable’.
Com plete the checklistand ensurethatyou sign the declaration attheend of this form.

Policy number

Main Policyholder details

Title First name Last name
Email address Date of Birth (DD/MM/YY)
Full address
Postcode
Contact no. (day) Contact no.(eve)

For security purposes please provide a password which will be required toaccess your claim information
This is for additional security and you may be asked for itwhen calling Chubb.

Insured persons details

Iintendtoclaim
Date of Birth Relationship to on behalfof: (v')
Full name (DD/MM/YY) main policy holder where applicable

Main Policyholder as above




Em ployment details

Whatisyouroccupation?

Pleasedescribe your duties:

Name & Address of employer:

Em ail address of employer:

Please state average annual grossandnetsalary over previous 12 months from thedate of theincident (please enclose
copies of 13 weeks payslips prior tothe event) or over the previous 36 months from the date of accident if self em ployed

(please provide evidence of income by m eans of Inland Revenue Tax Assessment forms or audited accounts):

Gross:

Accident/Sickness details

Please give exact date and time when injured or taken ill: Date:
Please state
a) The date you ceased working:

b) The date you returned towork:

¢) If you havenot returned towork, on which datedoyou hope todoso?:

If accident please state fully:-

a) Where the accident occurred:

b) How the accident occurred:

¢) Theinjuries sustained:

If illness please state full details of your illness:

Has the patient ever suffered with this or any similar condition before the present episode?

If Yes, please give details

Have you previously claimed under this or a similar policy?

If Yes, please give details

Please give the name, address and policy number of any other insurance that may cover this injury

Time:

am/pm

No:



Hospital statement — only to be completed if claiming h ospitalisation benefit

This section must be fully completed by hospital medical staff or records — any fee for completion of this section is the responsibility of

thebeneficiary of insurance

a) Type of hospital/ward

b) Nameof Doctor or Consultantin charge

¢) Thedates admitted and released Admitted:

d) Was any period spentin Intensive Care Yes/No From:

e) Was the patientsubsequently confined to their home on medical grounds? Yes/No
If Yes, pleasegive dates From:

Is there any additional information that you feel is relevant

Signed Date

Positionheld in Hospital: Qualifications:

Please use validation stamp or complete in block capitals:-

Hospital Name:
Address:

TelephoneNo:

Thank you for your assistance in com pleting this form.

Doctor's statement

Released:

To:

To:

Validation stamp|

This section must be fully completed by attending doctor — any fee for com pletion of thissection isthe responsibility of the beneficiary

of insurance
Patient’s Name: (Mr, Mrs, Miss, Ms)
Date of Birth: Height:

Please give full details of injury/illness:

Final diagnosis:

When did the patient first receive medical attention for this condition?
Has the patient ever suffered with this or any similar condition before the present episode?

If Yes, pleasegive details including dates treatment and consultation:

Areyou the patient’s usual Doctor:

If No please give name and address of usual Doctor

On whatdate did incapacity commence?

Is patientstill incapacitated?

If Y ES when will patient be able toreturn towork?

If NOwhen did incapacity cease?

Was the patient hospitalised as a result of this condition ?

Is there any additional information thatyou feel isrelevant?

Signed

Name Date:

Positionheld in Hospital: Qualifications:

Weight:

No:



Pl ease use validation stamp or complete in block capitals:- Validation stamp

Name:
Address:

TelephoneNo:

Thank you for your assistance in com pleting this form.

Explicit Consent to use Health Information- Important Please Read

We carefully assess your claim, and also take steps, in common with standard industry practice, to monitor for fraudulent
claims. For these reasons, we may need to use information about your health which is relevant to your claim, and,
where relevant, the health of other persons relevant to the claim which you provide to us. You must ensure that
any other persons whose information you provide to us understand and do not object to this use of their
data, and (where required under applicable law) consent to us using their information for the purposes
described here.

We will not use this health information for any other purpose, and will comply at all times with the terms (including security
standards) referred in our Privacy Policy. You do not have to provide us with the following consent, and you may withdraw
it at any time, but if you do not provide it, or choose to later withdraw it, that may affect our ability to process your claim.

Please tick the following box to indicate your consent to our use of your health information in this way. ]

Payee’sbankdetails

If we approveyour claim, we can credit the money direct toyour bank account. Thismethod is quicker,safer and more reliable than
paymentby cheque. If you would like ustodothis, please complete the following: -

Nameof your Bank/Building Society: Bank Sort Code
Address:
IBAN
BIC
AccountNumber
Postcode: Nameof Account Holder (s)
Declaration

I declarethat all the information givenistothebest of my knowledge and belief, full true and correct.
I give permission for any Medical Practitioner, Law EnforcementAgency or Statutory/Regulatory Authority mentioned with respect to
this claim, torelease information regarding my records.

Signed

Name: Date:

Checklist

Pleasereturn the completed claim form together with any enclosures to your insurance broker or to Chubb European Group SE and
please ensure:

Y ou fully com plete every question before your doctor com pletes his statement

You haveenclosed allrequested original documents (werecommend you retain copies)

Y ou havesigned this claim form

Y our attending doctor fully completes the statement

If you do not complete all sections and provide all requested documentation your claim will be delayed.

Chubb. Insured.

Chubb European Group SE trading as Chubb, Chubb Bermuda International and Combined Insurance, is authorised by the Autorité de controle prudentiel et de résolution (ACPR) in France
and is regulated by the Central Bank of Ireland for conduct of business rules.

Registered in Ireland No. 904967 at 5 George's Dock, Dublin 1.

Chubb European Group SE is an undertaking governed by the provisions of the French insurance code with registration number 450 327 374 RCS Nanterre and the following registered office:
La Tour Carpe Diem, 31 Place des Corolles, Esplanade Nord, 92400 Courbevoie, France. Chubb European Group SE has fully paid share capital of €896,176,662.
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