S

COMPASSIONATE HOME TRAVEL n e
CLAIM FORM - HEALTH el

Please complete this form in block capitals using black ink

PLEASE NOTE: If 3 close family member dies during your period of cover and after you have been covered by your Global Health Elite plan for at least 12
months, we will pay for your return economy airfare to attend the funeral. A close family member means your spouse, parent, brother, sister, child or
grand-child. This benefit is limited to a life-time limit of one claim per insured person. Travel must take place within 28 days of the date of death.

IMPORTANT - PLEASE READ THESE INSTRUCTIONS CAREFULLY: YOU MUST COMPLETE SECTIONS A AND B. YOU WILL NEED TO SUBMIT YOUR CLAIM WITH A
CERTIFIED, TRUE COPY OF YOUR RELATIVE'S DEATH CERTIFICATE, AND YOUR TRAVEL DOCUMENTS WHICH MUST BEAR THE COST OF THE TICKET(S). ALL CLAIMS
MUST BE SUBMITTED WITHIN 6 MONTHS OF THE DATE OF TRAVEL.

SECTION A 1o be completed by the claimant or the claimant’s guardian or legal representative

1. CLAIMANT DETAILS

Full name of Global Health policyholder: Title: Mi/Mrs/Miss/Ms/Dr

Full name of claimant (If not the policyholder):
Date of birth (DD/MM/YY): Sex: L1 Male U Female

Global Health plan policy number:

Full mailing address:

Telephone: Fax:

Email (Failure to provide your email address may result in a delay in processing your claim):

2. CLAIM DETAILS

Relationship of deceased to claimant:
Date of travel (DD/MM/YY):
Class of travel: [l Economy [lBusiness [l First

Departure airport:

Arrival airport:

PLEASE NOTE: We will only cover the costs of an economy ticket. Please ensure that a document bearing the cost of travel is enclosed. If a higher
class of travel was used, please provide us with a quote for the cost of an economy ticket on your chosen flight.

SECTION B 7o be completed by the claimant or the claimant’s guardian or legal representative

1. PLEASE LIST THE BILLS FOR WHICH YOU ARE SEEKING REIMBURSEMENT

Please attach the original, fully itemised accounts.

Date(s) of treatment: | Details of the bills you have enclosed for reimbursement: Please state currency and amount paid:




2. PLEASE STATE HOW YOU WISH TO BE REIMBURSED

If you have previously submitted a claim, are your payment details the same? L1YES LI NO/NOT APPLICABLE If YES go to part 3.

L1 PAYMENT TO YOUR VISA CARD NB. We can only make payment to a visa card in US Dollars, Euros or Sterling.
Card number: Expiry date (DD/MM/YY):

Name on card:

Address to which card is registered (If different from Section A):

L1 PAYMENT TO YOUR BANK ACCOUNT NB: Payment by bank transfer may be subject to local bank charges.

Currency in which you would like to be reimbursed:

Bank name and address:

Account holder name(s):

Bank account number®: Sort code:
BIC Number®: IBAN number®:

“BIC and IBAN details are necessary for all transfers to European bank accounts. BIC and bank account number are necessary for all transfers to
international bank accounts.

U PAYMENT BY BANK DRAFT NB: Payment by bank draft is subject to local bank charges. Please allow up to 4 weeks for delivery.

Name of the payee: Currency of the bank draft:

Address to send draft (If different from Section A):

3. DECLARATION, AUTHORISATION AND CONSENT BY THE PATIENT OR HIS/HER LEGAL REPRESENTATIVE

Do you have any other health insurance cover?
U NO, I have no other health insurance cover

U YES, | have other health insurance cover with:

I hereby declare that, to the best of my knowledge and belief, all information provided in this claim form is accurate and complete.

I hereby give Dubai Insurance Company psc authorisation to correspond with me by email regarding my claim. I understand that these
emails may contain reference to my financial payment information.

Signature of claimant or guardian: Date (DD/MM/YY):

Print name of claimant or guardian:

IMPORTANT:
PLEASE MAKE SURE THAT YOU INCLUDE A CERTIFIED, TRUE COPY OF YOUR RELATIVE’S DEATH CERTIFICATE, AND TRAVEL DOCUMENTS BEARING THE COST OF
THE TICKET/PROOF OF TRAVEL.
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