
  

 

 
i-Insure Travel Insurance: Claim Form 

Policy No. Claim No. 

Policy 

Type of insurance plan purchased:    Domestic Travel Insurance                 International Travel Insurance 
                                                            [   ]  Domestic Eco Plan                             [   ]  Bronze Plan               [   ]  Gold Plan 
                                                            [   ]  Domestic Care Plan                           [   ]  Silver Plan                  [   ]  Exclusive Plan 
Date of insurance purchased .................................................................................................................................................................. 

Insured Person 
Details 

Passenger Name ...................................................................................................................................................................................... 
Gender ............................   Age .......................   ID Card / Passport No. ................................................................................................ 
Address ..................................................................................................................................................................................................... 
Telephone No. .............................................................................   E-mail Address ................................................................................. 
Authorized representative name ……………...……………………………………………..……………………………………………………... 
Relationship ………………………………………………………………..  Telephone No. ………………………………………………..……. 

Flight Detail 

Booking No. .............................................................................................................................................................................................. 
Departing date ..............................................   Aritport ...............................................................   to ...................................................... 
Flight No. ......................................................   Time ....................................................................   to ...................................................... 
Arriving date .................................................   Airport .................................................................   to ...................................................... 
Flight No. ......................................................   Time ....................................................................   to ...................................................... 

Please tick in the box the type of benefits you are claiming Amount Clamined 

[   ]  1.  PESONAL ACCIDENT (please select below) 
             [   ]  1.1 Accidental Death 
             [   ]  1.2 Total Permanent Disablement 
             [   ]  1.3 Accidental Dismemberment 

 
.................................................................. 
.................................................................. 
.................................................................. 

[   ]  2.  MEDICAL EXPENSE .................................................................. 

[   ]  3.  TRIP CANCELLATION, please state reason …....................................................................................... .................................................................. 

[   ]  4.  TRIP CURTAILMENT, please state reason  ............................................................................................ .................................................................. 

[   ]  5.  FLIGHT DELAY .................................................................. 

[   ]  6.  MISSED FLIGHT CONNECTION .................................................................. 
[   ]  7.  LOSS OF BAGGAGE OR PERSONAL EFFECTS 
             Description                                 Date & Place Purchased                                     Original Cost 
            1) ............................................................................................................................................................. 
            2) ............................................................................................................................................................. 
            3) ............................................................................................................................................................. 
            4) ............................................................................................................................................................. 

 
 
.................................................................. 
.................................................................. 
.................................................................. 
.................................................................. 

[   ]  8.  BAGGAGE DELAY .................................................................. 

[   ]  9.  LOSS OF CREDIT CARD .................................................................. 

[   ]  10. MEDICAL EVACUUATION OR REPATRIATION .................................................................. 

[   ]  11. REPATRIATION OF MORTAL REMAINS .................................................................. 
[   ]  12. PERSONAL LIABILITY 
             Describe incident 
             Date of incident ....................   Name of eye witness ..........................   Contact No.  .......................... 
             Law suit filed?                [   ]  Yes            [   ]  No 
             Please forward a copy of the suit, policy report and eye witness report. 

 
 
.................................................................. 
 

 



Claim Department     Tel. 0 2624 1111  Ext. 4951-4954       E-mail:  AandH@kpi.co.th 

  

  

i-Insure Travel Insurance: Claim Form 

I/We hereby warrant that the above statements are true and correct and that I/We have not withheld from the Company any material information in connection 
with this claim. I/We further authorise the release of further medical information by the doctor should the Company require it. Any photostat copy of this 
authorisation shall be as effective and valid as the original. 

                                                                                                                  
                                                                                                                    ...................................................................... 
                                                                                                                    ( .................................................................. ) 

                                                                                                                                                Signature of Insured Person or Legal Representative 
                                                                                                                       Date ........... / .......... / .......... 

If the insured want to transfer to bank account:- 
[   ]  International transfer payment 
       1) Name of account holder (claimant) .......................................................................   5) SWIFT / IBAN Code ............................................................................ 
       2) Account number ....................................................................................................   6) Currency ............................................................................................. 
       3) Bank name .............................................................................................................   7) Your residence address ..................................................................... 
       4) Bank address ............................................................................................................................................................................................................................ 
[   ]  Thailand transfer payment 
        Account type     [   ]  Saving    [   ]  Current   Bank name ...............................................................   Branch .............................................................................. 
        Name of account holder (Claimant) .................................................................................................   Account No. ..................................................................... 
*** Please attach a copy of book bank with certified the document *** 

 
CHECKLIST ON THE REQUIRED SUPPORTING DOCUMENT BY TYPE CLAIM 

COMPULSORY FOR ALL TYPE OF CLAIM                    [   ]  Duly completed Claim Form           [   ]  Original Trip Itinerary 
PERSONAL ACCIDENT BENEFIT (Death and TPD) 
[   ]  Death Certificate. (Original or Certified True Copy) 
[   ]  Police Report. (Original or Certified True Copy) 
[   ]  Insured Person's Identity Card and House Register with "Dead" stamp. 
        (Original or Certified True Copy) 
[   ]  Insured Person's Passport or evidence of the journey. 
        (Original or Certified True Copy) 
[   ]  Autopsy Report. (Original or Certified True Copy) 
[   ]  Benefiary's Identity Card and House Register. (Original or Certified 
        True Copy) 
[   ]  Report confirming such Total Permanent Disability or Dismemberment 
        from doctor or physician. 

MEDICAL EXPENSE 
[   ]  Doctor/ Physician's report describing significant symptoms, 
        diagnosis and result of treatment. 
[   ]  Original receipt with description of medical expenses or summary 
        statement of medical expenses and receipt. 
BAGGAGE OR PERSONAL EFFECTS 
[   ]  Property Irregularity Report issued by Airline. (stating the Damage 
        or Loss to baggage/ Personal Effects) 
[   ]  Photos of Damage or Loss of baggage/ Personal Effects. 
[   ]  Quotation/ Receipt of Damage or Loss of baggage/ Personal Effects. 
[   ]  Baggage Tag  
[   ]  Local Police Report (Original or Certified True Copy) 
FLIGHT DELAY AND MISS FLIGHT CONNECTION 
[   ]  Copy of passport or evidence of the journey. 
[   ]  Documentation from the carrier regarding the date, reason for and 
        Length of the delay. 

TRIP CANCELLATION AND TRIP CURTAILMENT 
[   ]  Doctor/ Physician's report describing significant symptoms, diagnosis 
        and result of treatment. 
[   ]  Death Certificate. 
[   ]  Letter from the commercial airline stating the amount charged by the 
        Airline 
[   ]  Birth Certificate, Marriage Certificate or other related documents to identify 
        relationship in case caused from spouse, child or relatives 

THIRD PARTY LIABILITY 
[   ]  Copy of passport or evidence of the journey. 
[   ]  Copy of Local police report where applicable 
[   ]  Notice for compensation from Third Party with evidence of medical 
        and/or damage property repair receipt 
LOSS OF CREDIT CARD 
[   ]  Copy of passport, E-ticket and boarding pass 
[   ]  Credit card statement with debit loss of funds issued by card company 
[   ]  Police report certified true copy by authorized person-in-charge DELAY BAGGAGE 

[   ]  Copy of passport, E-ticket and boarding pass   
[   ]  Evidence of baggage receive and receipt of necessary goods purchase 

  


