
Claims form –Business Travel Insurance 

 
Illness and other claims not related to luggage 
 
 
Please fill out all fields and enclose original documentation.  
 
Processing your claim cannot begin before we have received all relevant information. 
Please fill out all fields in the claims form, otherwise the claims handling will be 
prolonged. 

 
Name: Policy No.: 

  

Address: Postal code: Town: 

Phone (work): Phone (home): 
 

1. Personal 
information 

E-mail: Company name: 

 
Please transfer the compensation 
to (please tick off): 

Your private bank account 

Bank name.: Account no.: 

In case of transfer to foreign bank Swift/Bic code: 

2. Bank information 

Iban no./ account no.: 

 
Insurance company: Policy No.: 

Has the claim been reported to other insurance company?  
If yes, please state date? 

Yes No 

Which credit cards do you 
have? (please tick off) 

Mastercard Diners Amex EuroCard 

Did you pay more than 50% of the voyage with the card? 

What bank has issued the card? 

Type of card?  
(tick off): 

Gold Platin Card no.  

3. Other insurance 

Private creditcard Company creditcard Other? 

 
For what are you claiming compensation 
(tick off)? 

Illness Cancellation 

Repatriation Medical escort Missed departure 
 

Private liability 
/legal aid 

Accident/assault 
 

Delayed flight  
 

Replacement person 
 

Loss of vaccation 
days 

4.  Coverage 

Personal safety Summoning Other 

 
When did the incident occur (day/month/year)?  

In what country did the incident occur? 

5. The incident 

Please describe the incident in details (if necessary please attach separate description): 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Purpose of the journey? 
(please tick off) 

Business Holiday/business Holiday 

Departure (day/month/year): 
 

Arrival (day/month/year): 

6.  Travel 
information 

Travel agency/Tour operator: 

 
Date and time for the illness/accident/injury  Date and time for 1.st consultation: 

When were you reported fit for work? Hospitalisation (date from/to): 
 
From:                             To:  
 

Have you previously suffered from the same 
illness/experienced the same symptoms? 
 

Yes  No 

If yes, when? 

Name/address/phone number to your general practitioner: 

Diagnosis/nature of the illness/accident: 

Where you repatriated by Gouda Alarm Centre? Yes No 

7. Illness/accident/  
    injury 

If yes, when (day/month/year): 
 

 
Expences (physician, 
medicine, transport, 
food, accomodation etc.) 

Expences 
(local currency) 

Expences 
(NOK) 

Have you 
already paid? 
(yes/no) 

    

    

    

    

    

    

    

8. Expenses 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IMPORTANT: Please 
enclose original 
documentation 

Total:    

 

I hereby give Gouda Travel Insurance my consent to obtain all relevant information, 
regarding my claim, herein:  
- Medical and social information, including information from my contact with the health 
authorities.  
- Information from general practitioners, hospitals and other relevant parts of the health 
authorities, public services, including municipal and Occupational Board and from other 
insurance companies, pension funds and the police. 
 
This consent includes health-related information up until the time Gouda Travel Insurance 
has reviewed my claim. A copy of the consent may be given to the above mentioned, who 
are requested to provide information to Gouda Travel Insurance. 
 

9. Signature 

Date: Signature: 
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