
Here is your claim form, as requested. Please complete it fully and return to us.

Please check that we have correctly stated your name, initial(s), address and post code and amend if
necessary.

Our aim is to give you the fastest possible service but to achieve this, we need you to answer ALL the
questions in detail and to submit documents in support of the claim.

The section below details the documents which we need to deal with your claim and some notes which we
would ask you to read carefully when completing the form. Thank you.

VERY IMPORTANT
Please ensure you enclose the following ORIGINAL (not photocopied) documents (if not already sent).

a) Proof of insurance, such as a numbered certificate or validation receipt. Yes No

b) Medical evidence to support details of injury. Yes No

c) If applicable, written confirmation from your employer that you are in
permanent full-time employment. Yes No

d) In cases of death, a copy of the death certificate is required, coroners
report, letters of administration or grant of probate detailing executors. Yes No

THE PURPOSE OF THE TRIP (where accident occurred)

a) Were you on a business trip? Yes No

b) If yes, did your employer pay for the transportation and accommodation? Yes No

c) If not, was it a leisure trip? Yes No

d) Were you on a combined leisure and busines trip? Yes No.

e) If yes, please stipulate the dates of the leisure part of the trip.

TELECLAIMS
In an effort to promote a speedier service we may find it easier to telephone you during the course of our normal working hours
to discuss your claim and/or request further details. If you do not have any objection to us contacting
you by telephone, please advise us of any relevant numbers on which you could be reached:

IMPORTANT
Please keep a separate note of this claim reference

number and quote it whenever you contact us.

Date:

Your Reference:

CLAIM FORM

Personal Accident Claim Form

Dear

from:                to:



O F F I C E  U S E  O N LYBLOCK CAPITALS MUST BE USED PLEASE

1. Claimant’s title (Mr./Mrs./Ms): Forenames:

Surname:

2. Address:

3. Daytime Tel: Evening Tel:

E-mail:

4. Occupation: Age:

5. Full address
of
employer:

6. a. The date of policy issue (this is important):

b. The policy number and policy prefix (if relevant):

7. The name of the agent who issued the insurance:

8. The period of your trip, giving total number of days:

9. If different to above, please advise the name, address and telephone number of the person we should 
correspond with:

10. Please briefly describe the nature of the injury and the extent of the disability in your own opinion:

11. Please advise whether treatment was being given for the injury or any other medical condition prior to 
the trip. Yes No If yes, please give details:

12. Have you already submitted a claim for medical expenses to us? Yes No

If yes, please advise the claim no if different to that shown on this form:

13. Please give the names and addresses of any independent witnessed to the accident:

From:                    To:

Total no of days:

Post Code

Name of Contact Person:

Day:               Month:               Year:              

Prefix:                 No:

1. Name:
Address:

2. Name:
Address:



In the event of injury the Claimant must obtain, at their own expense, the following Certificate from a duly qualified and
registered Medical Practitioner. This is intended to provide basic information and a full medical report may be required
at a later date.

1. Claimant’s name Date of Birth:

2. When did you first attend the claimant for these injuries?

3. What was the cause of these injuries, to your knowledge?

4. What injuries were sustained?

5. Is the claimant now, or was the claimant at the time of the accident suffering from any illness or disease,irrespective
of their injuries? If so, state the nature of same and to what extent this affects the extent of the recovery:

6. If you are the usual medical attendant of the claimant, are you aware of anything in his/her previous medical history 
which might have contributed directly or indirectly, to the occurrence of the accident, or which may be likely to 
retard in any way his/her recovery from it?

7. If the claimant has ceased to be a) totally disabled, b) partially disabled, please state from what date or dates:

8. It is possible that we will require a more detailed report from you. If so, please indicate whether you are in a 
position to assist, with the patient’s permission: Yes No

Name and Address
of General Practitioner

Thank you for your co-operation.

I certify that the foregoing statements are correct

Signature

MEDICAL CERTIFICATE

1) Nature and extent of injuries:

2) Areas(s) of the body affected (if hand, arm, foot or leg, state whether it is right or left):

3) Are the injuries sustained:
a) due to the accident alone?
b) Attributable to any other cause?

Telephone No:



Further space the describe circumstances/incident resulting in this claim:

Please supply us with full details of the circumstances giving rise to your injury. Continue on another sheet if
necessary and provide a diagram if you feel it would assist.

IMPORTANT
PLEASE READ THE FOLLOWING CAREFULLY BEFORE SIGNING THE DECLARATION

Prior to returning the claim form, please study the policy and read the terms and conditions as they relate to your claim.

Please note, ETI is not responsible for the costs of obtaining documentation in support of the claim.

WARNING
THE MAKING OF A FRAUDULENT OR KNOWINGLY EXAGGERATED CLAIM IS A CRIMINAL OFFENSE, AND
COULD RENDER THE OFFENDER LIABLE TO PROSECUTION.

THE INFORMATION ON THIS FORM WILL BE USED BY ETI TO DEAL WITH ANY CLAIM. ETI MAY ALSO PASS
THIS AND ANY OTHER INFORMATION TO OTHER INSURERS AND ORGANISATIONS INVOLVED IN DEALING
WITH ANY CLAIM. INSURERS ALSO SHARE INFORMATION TO PREVENT FRAUD.

DECLARATION
I declare that to the best of my knowledge and belief all information stated herein is correct.
I/We have not withheld any information from ETI with my/our knowledge connected with this claim.
I/We agree to provide further information or documentation as may be reasonably required.
I/We assign to ETI all rights of recovery/salvage against any person or organisation and will do whatever else is
necessary to secure such rights.

Signature

ETI/04/03

DETAILS (continued)

ETI – International Travel Protection
Claims Service
14th Floor, Leon House
201-241 High Street
Croydon CR9 1ER, England
Tel:  +44 (0) 870 2415039
Fax: +44 (0) 870 2415038
E-mail claims@travel-insurance.com

ETI was licensed by DTI (Department of Trade
and Industry) in 1994 to conduct general
insurance business in the UK and is now
supervised by The Danish Insurance Supervisory
Authorities – www.finanstilsynet.dk

ETI is a Branch of Europaeiske
Rejseforsikring A/S, a company incorporated
in Denmark – www.europaeiske.dk

ETI is registered in England, Reg. Branch No.
BR002862 and Company No. FC018451.
www.travel-insurance.com

The Financial Ombudsman
Service
South Quay Plaza 2
183 Marsh Wall
London E14 9SR
www.financial-ombudsman.org.uk

The Association of British
Insurers
51 Gresham Street
London, EC2V 7HQ
www.abi.org.uk


