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. In the ewnt of hospttaltzaflon, TIC T6vel InsuEnc€ Coordinato6 Ltd. (rlq must be notified Prio. to, or within 24 hou6 of admission

to hospital, and pior!o anysutSery or invasive investigatlons being perfom€d.
. All claim5 must be teport€d withln 30 days of occurcnce
' Wdlten prcof oiclaim must besrbmittedwithin50 dal/s otoccurrence.
. You ar€ ;€sponslble fot any fees chatSed for completin8 this form or issuing suppo in8 documentation
. This fonn must be €omPl€ted by the insured, or ifa mlnor' bv the legalSuardian or pareni'

REQUIRIMIIIT5
.comple tedands icnedt |a imfomandtmergencyHosP| ta l&Medka l |nsu lanceforGnad iansMedl .a lced | f l c . te '
. Clai.n fom mu5t be completed bva parent or l€gal Sualdian ifthe insured is a minor'
. Alloriginalbillsand/or rcceiPIs. Photocopies will not be accepted.
. Allbills most be ilemlzed and showdates and costs ofalllreatment received'
. For itulti-t Dplans,includeproofofo Einal departu€ fiom and return to your province or lerritory of tesidence, such as ainine

tlckets, customs siamp, or othet evidetce acceptable to Tlc
. please fetur to the claims procedu€s ln th€ po cy bookt€t or your agen! for detalls on what ls required to substantjate your claim.

Tel€ohone: ( )

Destination: D E P A  U € D A T E I  M M / D D I Y Y Y Y  R E T U N  D A I E :  M M / D O / Y Y Y Y

Ple.s! provldethetullowl|laIntornatlon lfvotrclalm t lrt€! to a motor v€hlcte accldeit

Name and Address of Auto Insurance Cornpanv

9!y--- ,... P'-ol!qq! PosrqLcode:

PoLicv nunber w1h a-ro insura.ce companl :  -

ln the case ofan lnlury, how, when and whet€ dld h hapDen?

Have vou ooerienced thls stckness or a similar prcblem before? o Yes

Ir€atinR Doctods l'lame:

Please prc,vlde the names of anv medlcations vou wer€ taking Prlor to visitlng th€ doctorl

0o vou have any chnnlc slckness or disease? o Y€s O No lf'Yes', pb;s€ prcvld€ date dlaenosed and describe tondltion/diaslosisl

- r€hphoner ( __l

o N o  l f  Y e s ' . w h e n ?  M M / D D / Y Y Y Y

tan6 and addn66 ot u$.t t nlty Plryslchn

!a!-!qel

was the condltion €lated to ptetnancy? OYes oN€

rf  Yes' ,  date or  last  menstrual  per lod:  MM/ 0D/YYYY Expeded d€l ivery date:  MM /DD /YYYY

Was the condition related lo th€ use of akohol, misuse oi diugs, or seltinflicted iniury? a Yes o No

,u will b€ reimburs€d to you ifclalm ls elidble. otherwis€ arnoonlswlllbe paid dilectly to the provldet ofseruice'

rcsponsible for the expenses not covered by your Insuranc

@ chims & tn'cr assrstanc"


