
MORE TH>N                                                                    TRAVEL INSURANCE
14th Floor, Leon House, 201-241 High Street, Croydon CR9 1ER, UK

Telephone: 0800 300 909 (calls may be monitored or recorded for quality purposes)   Fax: 020 8760 0298   Email: info@cilint.com

MORE TH>N is a trading style of Royal & Sun Alliance Insurance plc (No. 93792). Registered in England and Wales
Registered office: St Mark’s Court, Chart Way, Horsham, West Sussex RH12 1XL. Authorised and regulated by the Financial Services Authority.

IMPORTANT
Please keep a separate note of this claim reference

number and quote it whenever you contact us.

Date:

Dear

All personal information supplied by you will be treated in confidence by Royal & Sun Alliance Insurance Group of companies and will not be
disclosed to any third parties except where your consent has been received or where permitted by law. In order to provide you with products and
services this information will be held in the data systems of Royal & Sun Alliance Insurance Group of companies or our agents or subcontractors.

The Royal & Sun Alliance Insurance Group of companies may pass your personal information to other companies for processing on its behalf.
Some of these companies may be based outside Europe in countries which may not have laws to protect your personal information, but in all
cases the Group will ensure that it is kept securely and only used for the purposes for which you provided it. Details of the companies and
countries involved can be provided to you on request.

MEDICAL EXPENSES AND CURTAILMENT CLAIM FORM
Thank you for requesting a claim form. Please ensure that you complete it fully and return to us.

Please ensure you sign and date the form on the final page. Failure to do so will delay your claim.

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

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).

f) Original receipts for costs incurred. Yes Noa) Your MORE TH>N Travel Schedule (a
photocopy is acceptable if you have
annual insurance)

Yes No

b) Medical evidence to support details of
illness or injury such as doctor’s notes

Yes No
g) If the claimant was a hospital in-patient,

evidence to show admission and
discharge dates.

Yes No

c) Original travel tickets
(ie flight coupon/ferry/coach tickets)

Yes No h) If the holiday was curtailed any additional
travel tickets (flight coupons/ferry tickets/
rail tickets/taxi costs).

Yes No

d) In cases of death, a photocopy of the
death certificate is required.

Yes No
i) If travelled to an EEA country the attached

Medical Benefits Form (see notes below).
Yes No

e) The holiday booking invoice or other
documents issued as evidence of
holiday/trip cost and dates.

Yes No
j) Any accident report form or police report if

applicable
Yes No

CLAIM FORM NOTES
Travellers from the UK, who are eligible, are entitled to free or reduced-cost emergency medical treatment in the other EEA (European Economic
Area) countries (which includes the European Union states).  In order for us to seek reimbursement of our outlay, please could you provide the
nationality and National Insurance number of the patient, where requested. If the patient Is aged between 16 or under, the details of their
parent/guardian should be provided. If aged between 16 and 19 and still in full time education, a parent or guardian will need to provide these
details. If you are in possession of an EHIC (European Health Insurance Card), please do not send it through to us.

.

E-MAIL & TELECLAIMS
If you have no objection, in an effort to promote speedier and more customer-friendly claims handling we may find it easier to e-mail you or
telephone you during the course of our normal working hours to discuss your claim and/or request further details.  Please confirm your e-mail
address overleaf and/or advise us of any relevant numbers on which you can be reached in the spaces below.

............................................................................................................. or ............................................................................................................



CLEAR BLOCK CAPITALS MUST BE USED PLEASE

1. Claimant's title:  MR/MRS/MISS/MS 6. a.  The date of policy issue (this is important):

Forenames: .................................................................................. DAY: MONTH: YEAR:

Surname: ..................................................................................... b.  The MORE TH>N Policy Number

2. Address: HYB__________________________________

7. The period of your holiday / trip giving total number of days.

From:                                              To:

Total no. of days:

......................................................................................................

......................................................................................................

......................................................................................................

Postcode………………………………………………………………

Nationality:

National Insurance No.:

8. No. of people covered by this policy:

3. Telephone No. Daytime:                         Evening: 9. The tour operator from whose brochure you booked
(if relevant):

E mail: 10. The day on which your holiday/trip was first booked:

4. Occupation:  Date of birth: DAY: MONTH: YEAR:

5. The destination and country of this holiday/trip:

11. Please tell us the date and resort in which the injury was sustained or the illness contracted:

Date: ......................................................  Resort: ....................................................  Country: ...........................................................................

12. Does the incident relate to an illness?  Yes           No              If yes, please provide a full description of the illness and provide details:

...............................................................................................................................................................................................................................

...............................................................................................................................................................................................................................

13. Does the incident relate to an injury?  Yes           No              If yes, please answer the following:

a)  Please provide a full description of the injury ………………………………………………………………………………………………………… ..

...............................................................................................................................................................................................................................

b)  Please provide full details of the circumstances surrounding the accident and attach any documentary evidence/reports ...........................

...............................................................................................................................................................................................................................

c)  Do you consider anyone to blame for the accident?                                                                                                         Yes           No  

     If yes   i)  Please provide name, address etc ...................................................................................................................................................

                ii) Please detail the reasons you consider this person(s) to blame ..........................................................................…………………….

                   ………………………………………………………………………………………………………………………………………………………

14. If the claim for illness or injury is for the curtailment of the trip, please provide full details of the reason for the curtailment and supply
documentary evidence ................................................................................................................................................................................. ……..
…………………………………………………………………………………………………………………………………………………………………….

15. Does your claim involve a medical condition for which previous advice/treatment has been given prior to the trip?             Yes           No  
If yes, was this condition declared?                                                                                                                                        Yes           No  

If yes, please quote your reference number .........................................................................................................................................................



16. Was FirstAssist Services Ltd contacted?                          Yes 

                                                                                             No 

Reference if known:

.......................................................................................................

.......................................................................................................

17.

If you were admitted to hospital, please advise:

Date admitted: .................................................................................

Date discharged: ..............................................................................

Total number of full days as in-patient: ............................................

18.
If the curtailment was due to death or illness of a close relative in the United Kingdom please advise the name of the person and the
relationship to the claimant.

Name:……………………………………………………………………….Relationship: …………………………………………………………



19. Was your trip extended? Yes           No   If yes, please confirm why it was necessary to extend your stay…………………………………..

……………………………………………………………………………………………………………………………………………………………………

Date extended: ................................................................................   No. of days extended: ...............................................................................

Method of transport: ........................................................................   (Please provide original travel tickets)

20. Failure to answer this question may delay your claim

Are you a member of a private medical health scheme such as BUPA, PPP or other similar organisation?                         Yes           No  

If yes, please supply the name of the organisation, address and membership/group number.

Name of organisation: ...........................................................................................................................................................................................

Address: ................................................................................................................................................................................................................

...............................................................................................................................................................................................................................

Membership/Group No. ........................................................................................................................................................................................

21. Failure to answer this question may delay your claim

Certain household contents policies provide an element of travel cover.  Do you have a household contents                      Yes           No  
insurance policy or if you are living with your parents do they have a policy?

If yes, please supply the name and address of the insurance company and policy number.

Name: ...................................................................................................................................................................................................................

Branch Address: ...................................................................................................................................................................................................

...............................................................................................................................................................................................................................

Policy No: ..............................................................................................................................................................................................................

22. Failure to answer this questions could delay your claim

Was either a credit or debit card used to pay for all or part of the holiday/trip cost?                                                              Yes           No  

If yes, please supply the following information:

Type of card (eg. switch, mastercard etc.) …………………………………Card issuer (eg. HSBC, Barclaycard etc.) ………………………………

Cardholders name: …………………………………………………………………………..Card No. 

23. Do you have any other insurance which may cover this incident
(eg Bank Account holder, employee schemes, travel agency etc)?                                                                                     Yes           No  

If yes, please supply details of the policy(ies) (If through your bank account, please advise your account number and type of account)

…………………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………….

MEDICAL AND RELATED EXPENSES
IMPORTANT
Please attach ORIGINAL documents and invoices as photocopies are NOT acceptable.

Please indicate
whether the bills are
paid or unpaid (!)

Type of expenses
(eg doctors fee, prescription,
additional travel costs etc)

Name of provider
(doctor, hospital etc)

Currency
used and
amount

UNPAID PAID

OFFICE
USE

ONLY



TOTAL

OFFICE
USE
ONLY

DATE

EX RATE

GROSS £ X/S £

TOTAL £

NET £



CURTAILMENT ONLY

IMPORTANT

The circumstance leading to the curtailment of your holiday must be supported by independent documentary evidence from the attending
medical practitioner or other relevant third party.

Names of all persons curtailing

............................................................................................................

 ...........................................................................................................

 ...........................................................................................................

 ...........................................................................................................

Total holiday cost per person excluding insurance premium

 ...........................................................................................................

 ...........................................................................................................

 ...........................................................................................................

 ...........................................................................................................

Date you returned ........................./ ....................... /........................

Date you should have returned ........................./ ....................... /........................

OFFICE USE ONLY

Curtailment

Cost per day

No. of days lost FOR OFFICE USE ONLY
Gross £

Excess total

Net £

IMPORTANT

PLEASE READ THE FOLLOWING CAREFULLY BEFORE SIGNING THE DECLARATION

Prior to returning the claim form please study the policy wording and read the terms and conditions as they relate to your claim.
Please note, neither we nor insurers are responsible for the costs of obtaining documentation in support of the claim.
We suggest you keep copies of all documentation for ease of reference.

THE INFORMATION ON THIS FORM WILL BE USED BY YOUR INSURERS TO DEAL WITH ANY CLAIM.  YOUR INSURER MAY ALSO
PASS NON PERSONAL INFORMATION TO OTHER INSURERS AND ORGANISATIONS INVOLVED IN DEALING WITH ANY CLAIM.
INSURERS ALSO SHARE INFORMATION TO PREVENT FRAUD.  SHOULD THE CLAIM BE INTENTIONALLY FALSE OR
FRAUDULENT IN ANY RESPECT THEN ALL BENEFITS UNDER THE POLICY WILL BE LOST AND THE CLAIMANT WILL BE LIABLE
FOR ANY COSTS INCURRED.

DECLARATION.     Please tick to confirm you have read and understood each line:

I / We declare that the information contained within this claim form is true and correct to the best of                                                    Yes      
my / our knowledge and belief.

I / We have not withheld any information or documentation from insurers within my/our knowledge                                                      Yes  
connected with this claim.

I / We agree to provide further information or documentation as may be reasonably required.                                                              Yes  

I / We assign to insurers all rights of recovery / salvage against any person or organisation and will do                                                Yes   
 whatever else is necessary to secure such rights.

SIGNATURE OF CLAIMANT: ..............................................................................................    DATE: .................................................................


