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Saigon Finance Center

9 Dinh Tien Hoang Street, 8/F
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Ho Chi Minh City, Vietnam
+84 8 3910-7227 tel

+84 8 3910-7228 fax
Www.aceinsurance.com.vn

Céng Ty TNHH Bao Hiém ACE
Trung Tam Tai Chinh Sai Gon
9 Pinh Tién Hoang, Tang 8
Phudng Pa Kao, Quan 1

TP. H6 Chi Minh, Viét Nam

+84 8 3910-7227 dt

+84 8 3910-7228 fax
www.aceinsurance.com.vn

WORLDWIDE TRAVEL PROTECTION PLAN CLAIM FORM
DON YEU CAU BOI THUONG BAO HIEM DU LICH TOAN CAU

The acceptance of this Form is NOT an admission of liability on the part of the Company.
Viéc tiép nhan Bon nay khéng c6 nghia la chdp nhan trach nhiém cta Coéng ty.

Policy number:
S6 Hop dong:

Period of Insurance:
Thoi han Bao hiém:

Name of Policyholder (If Group Insurance):

Tén Bén mua bao hiém (néu Bao hiém theo nhém)

Policy Schedule number:
Sé Gidy ching nhan Bao hiém

SECTION (A): PARTICULARS OF INSURED PERSON AND CLAIMANT
PHAN (A): THONG TIN VE NGUOI BU'Q'C BAO HIEM VA NGU'O'l YEU CAU BOI THWONG

Name & Postal Address of Insured Person:

Tén va bia chi hop thw cla Nguoi dwoc

bao hiém

Date of Birth:
Ngay sinh:

ID/Passport  (Number, Date of
issuance, Issuing boby): .
CMND/HS chiéu (S0, Ngay cap,

Co quan cap):

E-Mail address:
Dia chi email:

Telephone number:
So dién thoai:

Name & Postal Address of Claimant: .
Tén va bia chi hop thw ctia Ngudi yéu cau
boi thwong

Relationship with Insured Person:
Quan hé vé&i Nguwoi duwoc bao hiém:

Telephone number:
So dién thoai:

Date of birth:
Ngay sinh:

E-Mail Address:
Dia chi email:

ID/Passport  (Number, Date of
issuance, Issuing boby): ]
CMND/ Ho chiéu (SO, Ngay cap,

Co quan cép):

(*) Claimant shall include the Policyholder, the Insured Person, the beneficiary or the legal representative of the Insured

Person, as the case may be.

Ngudi yéu cau bdi thwérng bao gém Bén mua bao hiém, Ngwoi duwoc bao hidm, ngudi thu huwéng hodc ngudi dai dién theo
phép luat cia Ngwdi dwoc bao hidm, tiy tirng trwong hop.

SECTION (B): PARTICULARS OF LOSS/ OCCURRENCE
PHAN (B): THONG TIN VE TON THAT/ DIEN BIEN SU VIEC

Explain exactly on how did the loss occur:
M6 ta chinh xac dién bién ton that

Place of Ios§ )
Noi xay ra ton that

Date of loss occurrence:

Time of loss occurrence:

Ngay xay ra tén thét: Thoi gian xay ra tén that:

When and by whom was the loss | Relationship:

discovered: R ) Quan hé:

Thoi diém va ngwdi phat hién ton that:

Name & Address of any Witnesses: ID/Passport (Number, Date of

Tén va bia chi ctia Nhan chirng:

issuance, Issuing boby): )
CMND/ H9 chieu (S0, Ngay cap,
Co quan cap):

Telephone number:
SO dién thoai:

WTPP CF- Full set-vl

Page 1 of 8




&

aceinsurance

®

SECTION (C): PERSONAL ACCIDENT/ ILLNESS — MEDICAL AND ADDITIONAL EXPENSES (Please attach
supporting documents, e.g. original medical receipts, accident report, Police report, Death Certificate and/or

relevant documents)

PHAN (C): TAI NAN CA NHAN/ BENH - CHI PHi Y TE VA CAC LOAI CHI PHi PHY KHAC (Vui long dinh kém cac tai
liéu ho tro, vi du cac giay bién nhan y té goc, bién ban tai nan, Bién ban ctiia Canh sat, Giay chirng tr va/hoac tai

liéu cé lién quan)

Have you ever suffered similar medical
condition or is this medical condition related to
a previous injury? Yes/ No

Quy khéach c6 tién st bénh hodc nhing
thwong tat do bénh d6 gay ra khéng?
C6 /Khdng

If yes, please specify dates & circumstances of similar medical condition
or previous injury and name & address of the doctor concerned:

Néu c6, vui Idng cho biét ngay va tinh trang thwong tat hoac diéu kién
chiva tri trwéc day va tén & dia chi clia bac sT diéu tri:

During 24 hours before the Injury, did the
Insured drink any alcohol or take any drugs?
Yes/ No

Trong vong 24gi¢ trudc khi bi thwong tich,
Bénh, Nguwoi duoc Béo hiém ¢6 st dung thire
udng c¢6 con hay thude khong? Cé/ Khdng

If yes, please states type and quantities
Néu cé, vui long cho biét loai va s6 lwgng

AMOUNT PAID BY YOU:
So tien Quy khach da tra

AMOUNT RECOVERED FROM
OTHER SOURCES:
S0 tién thu dwoc tr nguon khéac

AMOUNT CLAIMED:
S0 tién yéu cau bdi thwong:

SECTION (D): CANCELLATION/ CURTAILMENT OF TRIP (Please attach documents issued by Carrier/Travel Agent)
PHAN (D): HOY BO/RUT NGAN CHUYEN Bl (Vui long dinh kém gidy t& do Bén van chuyén/Bai ly du lich phat hanh)

When and where was holiday booked?
Chuyén du lich dwgc dang ky khi nao va & dau?

Scheduled Departure Date:
Ngay di theo dv kién:

Name, address, phone number, and contact person of Carrier/Travel

Agent:

Tén, dia chi, sb dién thoai va tén nguwdi lién lac ctia Bén van chuyén/bai ly

Du lich:

Date of Cancellation:
Ngay hay:

Causes of cancelIation/curtajlment: .
Nguyén nhan hdy bé, rdt ngan chuyén di

Number of Curtai[ed Date:
S0 ngay bi rat ngan:

AMOUNT PAID BY
PERSON: R
S6 tien Ngwoi dwge bao hiem da tra:

INSURED

S6 tién
khéc:

AMOUNT RECOVERED FROM
OTHER SOURCES:

AMOUNT CLAIMED:
( . S0 tién yéu cau boi thuwdng:
thu hoi dwoc tlr nguodn
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SECTION (E): PERSONAL EFFECTS (Please furnish relevant report from relevant authorities or Carrier/Airlines
AND original purchase receipts)

SECTION (E): CAC VAT DUNG CA NHAN (Vui long cung cap bién ban ctia co’ quan co6 thdm quyén hay Bén van
chuyén/ Hang hang khong VA cac héa don mua hang ban géc )

Give details of amount claimed:
Cung cap chi tiét cta sb tién yéu ciu bdi thuwong:

AMOUNT
WHEN  AND | ORIGINAL RECOVERED
DESCRIPTION OF ITEM e FLlCsls Jriely ORI AMOUNT CLAIMED
M6 ta PURCHASED | PRICE SOURCES Sé tién yéu cau bodi thwong
Noi va thoi | Gia mua ban | SO tién thu
gian mua dau dwoc tlr ngudn
khac

SECTION (F): PERSONAL MONEY/ TRAVEL DOCUMENTS (Please furnish relevant Report from relevant authorities
or Carrier/Airlines)

PHAN (F): TIEN CA NHAN/GIAY TO' DU LICH ( Vui long cung cép cac bién ban ctia co’ quan c6 tham quyén hay Bén
van chuyén/Hang hang khong)

Details of amount claimed
Chi tiét ctia sb tién yéu cau bdi thwong

AMOUNT RECOVERED
OTHER SOURCES
So tien thu tr nguon khac

AMOUNT LOST ROl

S6 tién bj mét

AMOUNT CLAIMED
S0 tien yéu cau boi thuwdng

(Please use supplementary sheet if
necessary)

Vui long st dung bén bé sung dinh
kém néu can thiét)

SECTION (G): FLIGHT DELAY/BAGGAGED DELAY (Please attach letter from Carrier/Airlines and Boarding Pass)
PHAN (G): CHUYEN BAY Bl HOAN/ HANH LY BEN CHAM (Vui long dinh kém van ban cta Bén van chuyén/ Hang
hang khong va Vé Ién may bay)

COLLECTION OF DELAYED

ORIGINAL FLIGHT DETAILS DELAYED FLIGHT DETAILS

BAGGAGE
Céc chi tiét vé& chuyén bay ban dau Céc chi tiét vé& chuyén bay bi hoan Nhan hanh Iy dén cham
Date: Date: Date:
Ngay: Ngay: Ngay:
Time: Time: Time:
Gio: Gio: Gio:
Place of Departure: Place of Departure: Place of collection:
Noi di: Noi di Noi nhan:

Place of Arrival:
Noi déen:

Place of Arrival:
Noi déen:

Flight number:
Chuyén bay so

Flight number:
Chuyén bay so

Name of Airline:
Hang hang khéng:

Name of Airline:
Hang hang khéng:
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EXPENSES INCURRED BY INSURED | AMOUNT RECOVERED FROM | AMOUNT CLAIMED:
PERSON: OTHER SOURCES: Sé tién yéu cau bdi thwong:
Chi phi quy khach ganh chiu: S0 tién thu hoi tlr nguon khac:

SECTION (H): PERSONAL LIABILITY (Please attach letter from Third Party, Police or Court)
PHAN (H): TRACH NHIEM CA NHAN (Vui Iong dinh kém Van ban ctia Bén thir ba, Canh sat hay Toa an)

Was the accident due to carelessness, or negligence on the Insured Person’s part?
C6 phai tai nan xay ra do sw cdu tha, hodc bat can cia Nguoi dwoc bao hiém?

Has the Insured Person in any way admitted liability?
Ngwoi duwgc bado hiém da nhan trach nhiém dwéi bat ky hinh thirc nao hay khong?

To which Police Officer and Police Station (if any) did you report the occurrence?
Quy khéach théng bao s viéc cho Nhan vién canh sat hay Bon canh sat nao (néu cé)?

Names & Postal Address of the other party(s)
Tén va Dia chi hgp thw cla (cac) bén khac?

Nature of personal injury sustained by any person

Loai thwong tat cia nguoi dé Name/Age Nature of Injury

Teén/tudi Loai thwong tat

Extent of damage to property belonging to other party(s):
Mtrc do hw hai cla tai san ctia cac bén khac:

Whether any claim has been made upon you. If so, was the amount of such claim specified?
C6 yéu cau boi thwéng nao doi véi Quy khach khdng. Néu cd, so tien yéu cau boi thwong?

Please give any additional information which you consider would help the Company in dealing with any claim that may be
made against the Insured Person. . o o
Vui Idng cung cép nhirng thong tin bd sung ma Quy khach cho réng cé thé gitp Coéng ty giai quyét bét ctv yéu cau bbi
thworng nao déi véi Ngwoi duwoc bao hiém.
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SECTION (I): OTHERS (Please specify details of any claim other than SECTION (C) to (H))
PHAN (I): YEU CAU KHAC (Vui long ghi chi tiét ctia nhirng yéu ciu bdi thuweng khac ngoai phan (C) dén (H)

Name of Police Station, Carrier/Airline or other authorities where Report lodged (if applicable) .
Tén Bdn Canh sat, B&n van chuyén/Hang hang khéng hodc Co quan cé thdm quyén khac lap Bién ban (néu cd)

DETAILS OF CLAIM AMOUNT CLAIMED
CAc chi tiet Yéu cau boi thuwdng S0 tien yéu cau boi thuwdng

(Please use supplementary sheet if necessary)
Vui Iong str dung badn dinh kem néu can thiét)

SECTION (J): ANY OTHER INSURANCES
PHAN (J): BAO HIEM KHAC

Are there any other Policies of insurance in force covering you in respect of this event? Yes ( ) No ( )

If yes, please specify below:

C6 bét ky Hop ddng bao hidm khac c6 hiéu lwc nao chi trd cho Quy khach dbi véi sy kien nay? C6 ( )  Khong ( )
Néu co, vui ldng ghi ré thong tin dwéi day:

NAME & ADDRESS OF INSURANCE C’OMPANY(S) POLICY NUNBER .
Tén va Bia chi clia (cac) Cong ty bao hiem S6 Hop dong bao hiém

(Please use supplementary sheet if necessary)
Vi long str dung ban dinh kém néu can thiét)

SECTION (K): CLAIMS HISTORY A
(PHAN (K): QUA TRINH YEU CAU BOI THUONG TRUOC DAY

Have you or any Insured Person previously made a claim under a travel policy? Yes ( ) No ( )

If yes, please specify below:

Ban hay bét ky Nguwdi dwoc bao hidm nao da tivng yéu cau bao hiém truéc day theo hop ddng bao hiém du lich chwa?
Co () Khong ( )

Néu co, vui ldng ghi rd théng tin dwéi day:

DATE & CIRCUMSTANCES OF SIMILAR CONDITION & | NAME OF INSURANCE COMPANY(S)
RECURRENCE . INVOLVED
Ngay va dién bién va diéu kién cla s viéc twong tw Tén cong ty bdo hiém c6 lién quan

SECTION (L): PAYMENT
(PHAN (L): THANH TOAN

Subject to ACE’s approval of this claim, should you wish to have the claim benefits transferred directly into a bank account,
please provide the following detail:

Sau khi ACE chép nhan bdi thuwérng, néu ban muébn nhan tién béi thweng théng qua tai khoan ngan hang, vui long cung cép
céac thong tin sau:

The Insured

Ngwoi dwoc bao hiém:

Bank Name: Bank address:
Tén ngan hang: Dia chi ngan hang:

Account number:
S0 tai khoan:
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“I/We do solemnly and sincerely declare that the foregoing particulars are true and correct in every detail and;
T6i/Chlng t6i xin cam doan rang tat ca nhivng chi tiet trén ddng sy that va chinh xac vé moi khia canh va;

*I/We agree that if I/ We have made or in any further declaration in respect of the said claim shall make any false or
fraudulent statements of suppress conceal or falsely state any material fact whatsoever the Policy shall be void and all
rights to recover thereunder in respect of past or future claims shall be forfeited.

T6i/Chung téi ddng ¥ rng néu ti/ching t6i da va sé cung cap nhirng théng tin gid mao, khéng trung thic hay che déu
thi Hop dong sé v6 hiéu va téi/chung toi sé mét t&t c& cac quyén dwoc yéu cu bdi thwong bao hidm theo Hop ddng lién
quan dén cac yéu ciu bdi thwérng trong qué khir va twong lai.

*I/We hereby authorize any hospital physician, other person who has attended or examined me, to furnish to the
Company, or its Authorized Representatives, any and all information with respect to any illness or injury, medical history,
consultation, prescriptions or treatment, and copies of all hospital or medical records. A photo-static copy of this
authorization shall be considered as effective and valid as the original.

T6i/Chung t6i theo day Gy quyén cho bét cir bac si didu tri ndo, nhitng ngwdi ndo khac da tham gia chiva tri hay kham
bénh cho t6i, cung cap cho Cong ty, hay dai dién dwoc Gy quyén cla Cong ty, bét ky va tat ca théng tin lién quan dén
bénh, thwong tat bénh si, két qua kham bénh, toa thubc hay qué trinh diéu tri, va cac chirng tee y té hay vién phi. Ban
sao ctia Don yéu cau bdi thwdng bao hidm du lich nay cé hiéu lwc va gia tri nhw ban géc.

Date:

Ngay:

Signature of Claimant (Please affix company stamp if applicable)
Chir ky cia Nguwoi yéu cau boi thwong (Vui ldng déng dau cong ty, néu co)

Signature of Insured Person
Chir ky cia Ngwoi duwoc bao hiém

Note:

If the Insured Person is claiming on his own behalf, only the Insured Person’s S|gnature is required.
Néu Nguweoi dwoc bao hidm yéu cau bdi thwérng cho chinh minh, chi can chir ky clia Ngwoi dwoc bao hidm.

If the Insured Person is a Child under 18 years of age or in a state of being unable to read, declare and sign this claim
form, only the Claimant’s signature is required.

Néu Nguweoi dwoc bao hidm dudi 18 tudi hodc dang trong tinh trang khéng thé doc, xac nhan va ky vao Bon yéu cau bbi
thwerng bao hiém du lich nay, chi can chir ky ctia Ngwdi yéu cdu béi thuong.
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MEDICAL PRACTITIONER’S STATEMENT

The Policyholder/ Insured Person is responsible for any fee for this statement
this form should be completed and returned to ACE promptly

Patient’s Full Name:

Date of Birth: ID/ Passport N%:

Diagnosis (if fracture or dislocation, describe nature and location i.e.: Simple, Compound)

Cause:

If available please provide a copy of X-ray report
Is this condition an injury O or an iliness O

Does the patient have any other injury or iliness that is contributing to the condition? eg: Osteoporosis
No O Yes O - give details

Was the disability, sports related? No O Yes O - give details

During the 24 hours before the injury/ iliness, did the patient drink any alcohol or take any drug?
No O Yes O - State types and quantities

Date of onset/first symptoms?

When did the patient first consult you for this condition?

Has the patient ever had the same or similar condition? No O Yes O - give details
How long have you been the patient’s usual doctor/medical practice? Years
Has the patient been hospitalized? No O Yes O - give details

Date of Admission : Date of Discharge:

Name of Hospital:
Name of patient’s usual doctor/medical practice:

Has the patient had surgery or is it anticipated? No [J Yes O - give details
Date performed or anticipated:
Give name of hospital?
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Did you provide other medical service (including pathology) to the patient?

No O Yes O - itemize, give detall
Date Services
Was the patient referred by you or to you? No [J Yes O - give details
Name of referring doctor:
Address:

Date of referral:

Has the patient requested medical evidence for the current disability to be issued to any other insurance
company?

No O Yes O - give details

Name of company and Claim N°.:

Contact Name and Telephone N2.:

Remarks

Date:

Signature of medical practitioner:

Name - print:

Qualifications:

Address:

Telephone Number:

WT CF- Full set-v1 Page 8 of 8



