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NOTIFICATIONFCLAIM- TRAVEINSURANCE

IMPORTANTNSTRUCTIONS

1. Pleasecontactthe assistancehotline immediately( +622129279640) in caseyou need emergencyassistancewhile TravellingFailure
to callmaybe groundfor denialof the claim

2. For claimsprocessing,all necessarylocumentshaveto be submtted. Thecompany reserveshe rightto request additionaldocument
asdeemednecessary.

3. Submissiorof requireddocumentsdoesnot guaranteeapprovalof your claim. Thesubmitted documentswill be reviewedand evaluated
subjectto limits, term and conditionsof your existingTravelPolicy

4. Thisform togetherwith the OfficialReceipt/s(O.R.)mustbe submitted within 30 days from the expirydate of travel PolicyFailureof
the claimantto submitnecessarydocumentswithin the givenperiod shallbe deemedan abandonmentof claim

INSURED'8®NFORMATION
Insured'sName: | Age: | Sex
Address : PolicyNumber :
Home : Office
E-mail Address Fax Mobile :

CLAIMANT'SNFORMATION

Claimant'sName : Age : [Sex
Address: Home Office

Mobile : Birthday :
Relationshigto Insured: EmailAddress.

TYPEOFLOSS

PLEASEHECHHEPARTICULARYPEOFLOSS

LOSSEANDDELAYEDEPARTURE CANCELLATIOMDCURTAILMENT MEDICAI& EMERGENMXPENSES
DelayDeparture TravelCancellation MedicalExpenseginternational)
Baggagend PersonaEffects Reimburement of ForfeitedHolidays MedicalExpensegindonesia)
Delayin the Arrivalof Luggage Mortal RemainsRepatriation
Locationand forwardingof Luggage OTHERS EmergencyrReturnHomefollowing
and PersonaEffects Generalinformation Deathof closefamily member

Relayof UrgentMessage Trarsport or repatriationin caseof

PERSONAACCIDENT Deliveryof Medicine IlInessor Accident

AircraftHijacking
AccidentDeathand Disablement PERSONALLIABILITY

OFFICIARECEIPTSUBMITTED

OfficialReceiptgO.R.)Number Details Amount

Nameof Payeesasit shouldappearon the Check
If Payeeis not the Insured,indicaterelationshipto the Insured:
TOTAIAMOUNTCLAIMED (ererreeeniee e inens )
ForProcessingf paymenton approvedclaims,pleaseindicatebankdetailsfor a DirectCreditto your nominatedbankaccount

BankAccountName

BankCompleteAddress

BankAccountNumber | BankAccountType

Relationshigo the Patient(if bankaccountis other than the Patient's):

Note:

1. Applicableonly for claimamountsof up to
2. Checkshallbe the default mode of paymentfor approvedamountbeyond
3. Wheneverapplicable costof inter-branchcreditingwill be deductedfrom the approvedclaimamount.




LGl

acompany of Hanwha

4. Aprocessindee of : will be deductedfrom your claimresultingfrom the incorrectinformation providedby the claimant

AUTHORITYRELEASEND DECLARATIOSTATEMENT

AUTHORITY | herebyauthorizeLGlandits authorized representativeso requestandreceivedanyinformation,documentor recordfrom
any hospital, clinic, laboratory, attending physicianand other health service provider,which information or documentrelates to any
examination laboratory test result, medical history and/or treatmentin connection with this claim,and suchother mattersrelatec
thereto

RELEASE SUBROGATIONPayment receivedby mein relationto this claimshall constituteas full, final and complete settlement.
| further agreethat the Companyis subrogatedto my rightsof recoveryon all claimsandrights of actionto the extentof the payments
madeand/or on accountof the lossesincurredor which may be incurred by the companyagainstany person,corporationor entity in the
connection with this claimand| further agreeto authorizethe companyto commenceall legal actions and proceeding necessaryo
enforcemy claimor recoverythereof with anyundertakingto extendmy corporationor assistancevhenevernecessary

DECLARATION declarethat all data/statements found hereinand on all pagesof this form are completeand true whether written by
me of by anyoneelseon my behalf,shallbe bindingon me, andthat the amountsbeing claimedhereinare lawfully dueto me underthe
terms and conditionsof the policy.

| hereby declare that | have read and understood the privacy policy applicable at PT Lippo General Insurance Thk asdngite
PT Lippo General Insurance Tokollect, store, use and process my personal data in accordance with the provisions of the applica
and regulations, including but not limited to the Personal Data Protection Law. | understand that my personal data wdl foe the
purpose ofClaims Administration and/or other matters related to my Policy at PT Lippo General Insurance Thk and | have th
withdraw this consent at any time with written notice to PT Lippo General Insurance Tbk.

Signatureover PrintedNameof Patient Date
or of Principalinsured,if Patientis a Minor

| CLAIMREIMBURSMENIHECKLIST |
BasicRequirements: ForMedical/ Hospitalization
Dully-accomplishedNotification of Claim(NOC) [ ] Originalor certified copyof MedicalReportwith admitting
Requestetter for reimbursement [ medicalhistory
OriginalOfficialReceipt(spf all paymentsmade | ClinicalLaboratoryResult
DetailedStatementof Account(itemized) [ | Copyof OperativeReport
Copyof Passporwith Exit/EntryDates [ | HistopathologyReport

Copyof RegisteredeathCertificate(if applicable)
ForTrip Cancellation

Airline Itinerary/ Booking ForFlight/ LuggageDelay
Certificationof Trip Cancellation [ | CertificationFromAirline
Copyof Airline Ticket || IncidentReportFromClient
IncidentReportfrom Client [ | Originalinvoice
MedicalReport/ PolicyReport o

DeathCertificate

Originalinvoices

Other DocumentsSubmitted:
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FORLGIUSEONLY

ReferenceFileNUmber: ..o
Evaluation

CLAIMOUTCAME

Approved Denied

Processedy:

SignatureOverPrinted Name

Approvedby :

Signatureover PrintedName




