
 

Plea se write in black ink a nd use block ca pital letters.  

A ll sect ions must be completed or  marked ‘n ot a pplicable’.  

Com plete the checklist a nd en sure that y ou sig n the declaration a t the en d of th is for m.  

 

Policy  n umber  

  

 

Ma in Policy holder details 

 
 Ti tl e  Fi rst name  Last name 
 

 
 

 
 

 

      
 Emai l  address    Date of Bi rth (DD/MM/YY) 
 

 
 

 

      
 Ful l address     
 

     

      
     Postcode 
 

     
      
 Contact no. (day )    Contact no. (ev e) 
 

   

For secu rity purposes please provide a password which will be requ ired to access your claim information  

Thi s i s for addi tional securi ty and you may be asked for i t  when calling Chubb. 

Insu red person s details 
 

 Ful l name    

Date of Bi rth 
(DD/MM/YY)  

Rel ationship to  
mai n policy  holder  

I i ntend to cl aim  
on behalf of: () 
where appl icable 

          

          

          

          

  

 

T: 1 800 7 19 4 20 or  
 +3 5 3  ( 0)1 4 40 1 757  Claim form 

Cancellation, Curtailment 
or Rearrangement 

   

   

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://www2.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. 

 Ch u b b Eu rop ean Grou p SE
Tr avel  Insurance  Claims 
OS G,  Merrion Hall ,  
S t rand Road, 
S a ndymou nt, Du blin 4  



T ravel details 

Type of travel:   Bu siness:  Hol iday:  Date of trip:   

Please give the reason for cancellation/curtailment/rearrangement of the jou rney  

 

 

 

Please state the scheduled times of travel: Ou tward date:  Retu rn date:   

Date Jou rney Booked:  Date of Cancellation/Curtailment/Rearrangement:   

Please provide a copy of your original itinerary/travel documents if available. 

If the cancellation/curtailment/rearrangement was due to illness or  injury please state 

a) the name and age of sick/injured person:  

b) the exact nature of illness/injury and the commencement date:  

 

c) Has the patient ever suffered with this or any similar condition before the present episode?  Y es: N o:  
 

If Y es please give the relevant dates  

If jou rney was cancelled please give details of expenditure incurred  

 

 

Total  amount paid:  Total  amount refunded:  A mou nt to be claimed:   

Please provide a cancellation invoice together with your travel documents from your tour operator, transport carrier or accom modation agent. 

If jou rney was curtailed please provide details of additional travel and sundry expenses including how these were incurred:  

Receipts need to be enclosed for these charges  

 

 

Please provide medical evidence from the attending doctor or please ask the attending doctor to complete the following:  

N ature of complaint preventing travel  

 

 

Date treatment first sought  
 
Was cancellation of the jou rney medically necessary? YES / NO 

 

  

  

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

Si gnature 

Date:  

  



Pay ee’s bank details 

If we approve you r claim, we can credit the money direct to you r bank accou nt. This method is qu icker, safer and more reliabl e than 
payment by chequ e. If you wou ld l ike u s to do th is, please complete the fol lowing:- 

N ame of your Bank/Building Society:   Bank Sort Code 

  

          A ddress:    

   IBA N   

   BIC  

   A ccou nt Number  

  N ame of A ccount Holder (s)   

 Postcode     

Declaration 

I declare that all the information given is to the best of my knowledge and belief, full true and correct.  
I give permission for any Medical Practitioner, Law Enforcement A gency or Statutory/Regulatory A uthority  mentioned with respe ct to 
th is claim, to release information regarding my records. 

 

 
 
 
 
 
Signed 

Name  Date 

Checklist 

Please return the completed claim form together with  any enclosures to you r insurance broker or to Chu bb and please ensure: 

 
Y ou  have complete all relevant qu estions on this claim form 

 
Y ou  have enclosed all requested original documents (we recommend you retain copies)  

 
Y ou  have signed this claim form 

 
Y ou r attending doctor fully completes the statement  

If you  do not complete al l  sections and provide all  requ ested docu mentation your claim will  be delayed.  

    

 

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.                ☐ 
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