ACE European Group

200 Broomielaw, Glasgow G1 4RU Claim Form
tel: 0845 841 0058 fax: 01293 597 323
@ e-mail: claims@ace-ina.com MEDICAL EXPENSES

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 &/0R 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 ADDRFSS

WILL BE REQUIRED TO ACCESS YOUR CLAIM INFORMATION:

3

4

ACCIDENT/SICKNESS DETAILS - PLEASE PROVIDE A COPY OF YOUR ORIGINAL ITINERARY/TRAVEL DOCUMENTS IF AVAILABLE
Date of Trip
Please give exact date and place where injured or taken iil: DATE PLACE
Was a European Health Insurance Card (EHIC) used? YES /NO

if YES please provide details:
if accident please state fully:
{a) Where the accident occurred:

{b) How the accident occurred:

(c) The injuries sustained:

It iliness please state full details of your iliness:

Have you/the claimant ever suffered from this illness before? YES / NO
If YES please give details with relevant dates:

PLEASE ALSO PROVIDE US WITH A LETTER FROM YOUR/THE CLAIMANTS ATTENDING DOCTOR CONFIRMING IT WAS IN ORDER FOR YOU TO TRAVEL.
Please state whether you/the claimant were in hospital YES / NO

If YES please state dates of hospitalisation: ADMITTED DISCHARGED
Have you,/the claimant previously claimed under this or a similar policy? YES / NO

If YES please give details

Are you/the claimant covered under any group private medical scheme ie BUPA/PPP or any similar scheme YES / NO
If YES please give name, address and reference number of the company concerned

Please give name and address of General Practitioner in the UK




DETAILS OF EXPENSE ALL ACCOUNTS, BILLS, RECEIPTS, MEDICAL CERTIFICATES, BOOKING INVOICES, ANY CORRESPONDANCE AND ANY OTHER
DOCUMENTS RELATIVE TO THIS CLAIM SHOULD BE FORWARDED TO THE COMPANY

CLAIMANT NAME NATURE OF EXPENSE NAME AND ADDRESS OF CURRENCY AMOUNT PAID
DOCTOR OR HOSPITAL ATTENDED BEING CLAMED £ (¢}

TOTAL £







