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We are sorry to learn that you need to make a claim on your travel insurance policy. 
 

In order that we can process your claim quickly please complete all the relevant sections of the claim form in full and return it to us at the above 
address together with the following ORIGINAL documentation.  In the interest of protecting ourselves from fraud we are unable to accept 
photocopied documents however we can return your originals promptly if you indicate that this is your wish. 
 
CHECKLIST OF DOCUMENTS REQUIRED        tick the box to indicate to us which ones we should expect to find enclosed 
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If so please detail  
 
If your treatment was necessitated by an accident, was anyone  
else involved and could they be held responsible for what happened? 
 

If yes please give names and addresses and if possible telephone numbers 
of these people and any witnesses on a separate sheet of paper. 
 
 

Do you have any private health insurance or VHI cover?             Yes     No 
 
 

Please name the scheme and give membership number 
 
Have you EVER suffered from the following medical conditions? If yes, please provide details & dates. If you require more space please continue
on reverse of this sheet. 
 
Any cardiac or circulatory condition? 
 
 

Any respiratory condition? (inc. Asthma) 
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 Travel Claims Facilities is a division of Travel Insurance Facilities PLC. Registered Office: 10 Victoria Road South, Southsea, Ha

Yes No 

           Type of Expense  Name of provider of service  Amount in local currency  Method of payment 
Example: 
        AMBULANCE HOSPITAL     ORLANDO AMBULANCE CO.      $350.00 US DOLLARS            VISA DEBIT 

    

 

Total sum claimed for expenses you have paid     £ 

otal sum claimed for inconvenience benefit and curtailment    
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Please advise the name of the person to whom the settlement cheque should me made out to 
 
 
Title            First Name    Last Name 
 
If you were unable to return on your original booked flight can you please en your unused tickets  
home or details of any refund received for them? 
 

                                                                                  Enclosed 
 
 
If you are claiming hospital inconvenience benefit please supply the following information: 
 
Were you admitted to a state hospital as an inpatient or were you confined  
to bed in your trip accommodation on the advice of a registered doctor? 
 
 
Details 
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9 I/We declare that all the details provided above are true and accurate to the best of my kno
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 Signed                     D
 
 
 
 
 

Print name clearly here 
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 Travel Claims Facilities is a division of Travel Insurance Facilities PLC. Registered Office: 10 Victoria Road South, S
Travel Insurance Facilities plc are authorised and regulated by the Financial Services Authority    Travel Insurance Facilities

insurance    
inistrat

        

wledge
reatme
liable. 
l claim 
ate the

ated 

outhsea, Ha
 plc are mem
 

web:  www.tif-plc.co.uk 
Yes
 No
 Cost                         

. 
nt where reciprocal agreements are in 

register 
 whole claim and TCF may seek to 

 

Yes
 No
 Yes
 No
  
ion    cl

mpshire P0
bers of the 
   £
aims    assistance

5 2DA Registration No.3220410
Financial Compensation Scheme


