ACE European Group

200 Broomielaw, Glasgow Gl 4RU Clalm FO rm
tel: 0845 841 00558 fax: 01293 597 323
® e-mail: claims@ace-ina.com CANCELLATION / CURTAILMENT

PLEASE USE BLOCK CAPITAL LETTERS USING BLACK INK AND ENSURE YOU SIGN THE DECLARATION ON THIS FORM.
THANK YOU FOR NOTIFYING US OF YOUR CLAIM. PLEASE COMPLETE ALL QUESTIONS - IF ANY QUESTION IS NOT APPLICABLE PLEASE STATE ‘N/A'

NAME OF POLICYHOLDER NORTHUMBRIA POLICE FEDERATION JBB | CERTIFICATE/POLICY NO.  54UK474587
THE SECTION BELOW MUST BE COMPLETED IN RESPECT OF THE INSURED MEMBER REGARDLESS OF WHETHER HE/SHE HAS TRAVELLED &/OR IS SUBMITTING A CLAIM

INSURED PERSON FORENAME(S) INSURED PERSON SURNAME
(MR/MRS/MISS/MS)
COLLAR NUMBER (SERVING OFFICER) PAYROLL NUMBER (RETIRED OR SUPPORT STAFF)

PLEASE STATE CATEGORY OF MEMBERSHIP {OFFICER/SUPPORT STAFF OR RETIRED MEMBER)

FULL ADDRESS
POSTCODE DATE OF BIRTH
TELEPHONE NO. TELEPHONE NO.
BUSINESS HOME
FOR SECURITY PURPOSES PLEASE PROVIDE A PASSWORD WHICH E-MAIL ADDRESS

WILL BE REQUIRED TQ ACCESS YOUR CLAIM INFORMATION:

FULL MAME OF CLAIMANTS DATE OF BIRTH RELATIONSHIP TO INSURED PERSON

TRAVEL DETAILS
Please give the reason for cancellation/curtaiiment of the journey:

Please state the scheduled times of travel:
Outward Date: Return Date:
Date Journey Booked: Date of Cancellation/Curtailment:
PLEASE PROVIDE A COPY OF YOUR ORIGINAL ITINERARY/TRAVEL DOCUMENTS IF AVAILABLE

If the canceflation/curtailment 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 person concerned previously suffered the same or a similar complaint? YES / NO
I YES please give the relevant dates:

if journey was cancelled please give details of expenditure incurred:
Total Amount Paid: Total Amount Refunded: Amount to be Claimed:

PLEASE PROVIDE A CANCELLATION INVOICE TOGETHER WITH YOUR TRAVEL DOCUMENTS FROM YGUR TOUR OPERATOR, TRANSPORT CARRIER OR
ACCOMMODATION AGENT.

If journey 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:
Nature of complaint preventing travel:

VAl DATIOR STAME

Date treatment first sought:
Was canceliation of the journey medically necessary? YES / NO

SIGNED: DATE:






