Excess Medical Expense Claim Form
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To be completed by the Planholder

Name of Planholder Plan/Policy # Date of Birth
Address Work Phone # Home Phone #
Email
Date of initial trip deposit Scheduled departure date Scheduled return date Date incident occurred
Name and address of Travel Coordinator/Tour Operator Coordinator’s Phone # Coordinator’s Fax #
Booking # Email Name of travel companion(s)

If Optional Medical Upgrade was purchased, disregard this section.

Note: Your Travel Insurance Policy is Excess over any other health/medical insurance you may have.
If you have not already done so, you will need to file a claim with your primary and supplemental carriers first.

Do you have other medicalinsurance? O Yes [ No Have you submitted a claim to your primary/supplemental insurance
carrier? O Yes O No

Primary Insurance Carrier Policy # Phone #

Supplemental Insurance Carrier Policy # Phone #

Please list all medical expenses incurred as a result of this sickness/injury. Enclose copies of medical bills, reports and explanation of benefits
from your Primary and Supplemental insurances

Amount Paid by

Name of Provider Date Incurred Amount of Bill .
otherinsurance

Amount Claimed TII Use Only

Please include the following items with your claim forms after completing page 2 of this form. Any omitted items will delay processing. You
may want to send any valuable documents by certified mail.

. Your cancelled check or credit card statement for the initial trip deposit.

. Verification of medical treatment, such as detailed medical statements from the treating physician indicating where and when the acci-
dent or sickness occurred.

. Copies of all medical bills incurred while on your trip.

. If patient received follow up treatment upon returning home, please have the Attending Physicians Statement completed in full by the

patient’s physician.
. Completed and Signed Planholder/Patient Statement.

. Verification of your travel arrangements (i.e. copy of ticket, brochure, invoice, itinerary.)
. Credit card statement, canceled checks or cash receipt for all medical payments while on your trip.
. Please attach all other insurance explanation of benefits reflecting medical expenses incurred on your trip. (This applies only if

optional upgrade was not purchased.)
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Complete the following and attach the required documentation. Please print clearly.

Name of patient Relationship to Planholder

Are youa U.S. Citizen? O Yes O No Date symptoms first appeared

Give name of sickness orinjury (diagnosis):

Fully describe how and where sickness/injury occurred:

Was there previous treatment for these conditions prior to the purchase of our plan? O Yes O No If yes, when?

Name and address of physician who first treated the condition: | Physician’s Phone # Physician’s Fax #
Specialty:
Name and address of other physician(s) who treated the Physician’s Phone # Physician’s Fax #
condition:
Specialty:
Name and address of hospital (if hospitalized) Date admitted/discharged Hospital Phone #

What country are the medical bills from?

Was an accident report filed for thisincident? O Yes [ No Ifyes, please provide a copy.

$ Total amount paid for all medical treatment received while on trip. (Attach all invoices)
$ Total amount payable from sources other than Travel Insured International, Inc. (Attach all responses you received)
$ Total amount being claimed from Travel Insured International, Inc.

Please see the reverse side for items needed to process your claims.

Items not submitted will delay the processing of your claim!

Any person who knowingly and with intent to injure, defraud or deceive any insurance company, files a statement of claim containing
any false, incomplete, or misleading information may be guilty of a criminal act punishable by law.

I have read the foregoing, and the above answers are true and complete according to the best of my knowledge and belief.

Signature of Planholder Print Name of Planholder Date

Travel Insured
INTERNATIONAL



