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Chubb Travel Protection Claim Form 
 
Attending Physicians Statement  
  
 
Section A. Insured Information 

 

Plan Purchased: ___________________________________ Policy ID Number: ____________________________ 

Name: ____________________________________________ Date of Birth: _____________________________ 

Parent or Guardian Name (if under 18): ____________________________________________________________ 

Home Address: _____________________________________________________________________________ 

Home Telephone #: _____________________________ Work Telephone #: _______________________________ 

Email Address: ________________________________ Preferred Contact Method: __________________________ 

Reason for Claim:  

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 
Section B. Medical Information (to be completed by Physician Rendering Treatment) 

 

Patient’s Name: _____________________________________________________________________________ 

Diagnosis: ________________________________________________________________________________ 

Date symptoms or injury first occurred: __________________________ 

Date first consulted for this condition: ___________________________ 

Has the patient ever had the same or similar condition?  _____ Yes     _____ No 

If yes, please provide the date of the condition: _____________________ 

Did you advise the trip to be cancelled due to the patient’s medical condition?  _____ Yes     _____ No 

If yes, please provide details including date you advised the trip to be cancelled: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

Does the patient’s condition render them totally or partially disabled?  _____ Yes     _____ No 

If yes, disability dates:      Total:  From __________ To __________          Partial:     From __________ To __________ 

Was the patient able to return to work?     _____ Yes     _____ No 

If yes, return to work date: ______________________________ 

If patient is/was Hospital Confined, Hospital confinement dates:  From __________  To __________ 

Hospital Name: _____________________________________________________________________________ 
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Section C. Declaration  

 

I declare that the information given is to the best of my knowledge and belief, full, true and correct: 

 
Physician Signature  Date    
 
I declare that the information given is to the best of my knowledge and belief, full, true and correct: 

  
Signature of Insured or Authorized Representative     

 
Relationship (if other than insured) ______________________ ________Date ________________________ 
 

Insured Address   
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It is important to note that CHUBB North American Claims and the Accident & Health Division reserves its right to make changes to this language and may require 
additional fraud warnings incorporated onto the claim forms in the future

Fraud Warning: Certain states require specific state mandated fraud language to be included on all claims forms while other states use a generalized fraud stated. 
CHUBB NORTH AMERICAN CLAIMS Accident & Health has adopted the fraud warning language prescribed by the District of Columbia as its generalized fraud 
statement. Unless otherwise noted below this statement shall be included on all claims forms, applications and enrollment forms. 
The following states have required us to use state specific language as follows:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to restitution, fines, or confinement in prison, or any combination thereof.
Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or 
misleading information may be prosecuted under state law. 
Arizona: For your protection, Arizona law requires the following statement to appear on this form: Any person who knowingly presents a false or fraudulent claim 
for payment of a loss is subject to criminal and civil penalties. 
Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
California: For your protection California law requires the following to appear on this form. Any person who knowingly presents false or fraudulent information 
to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an 
insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or 
attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division
 of Insurance within the Department of Regulatory Agencies. 
District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other 
person. Penalties include imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information materially related to a claim was 
provided by the applicant. 
Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete, or 
misleading information is guilty of a felony. 
Florida: WARNING: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application containing 
any false, incomplete, or misleading information is guilty of a felony of the third degree.
Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing any false, incomplete, or 
misleading information, is guilty of a felony. The lack of such a statement shall not constitute a defense against prosecution under this section. 
Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading 
information commits a felony. 
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false 
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which  is a crime. 
Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. 
Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Minnesota: A person who files a claim with intent to defraud or helps commits a fraud against an insurer is guilty of a crime. 
New Hampshire:Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete
 or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY 
PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND 
CRIMINAL PENALTIES.
New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim 
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 
insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such 
violation.
Ohio: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement is guilty of insurance fraud. 
Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance 
policy containing any false, incomplete or misleading information is guilty of a felony. 
Oregon: WARNING: Any person who, knowingly, and with intent to defraud any insurance company or other persons files an application for insurance or 
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto, may be 
subject to prosecution for insurance fraud.
Pennsylvania: Fraud Warning: Any person who knowingly, and with intent to defraud any insurance company or other persons files an application for insurance 
or a statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
Rhode Island: WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. 
Penalties include imprisonment, fines, and denial of insurance benefits. 
Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the 
company. Penalties include imprisonment, fines and denial of insurance benefits.
Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.
 Penalties include imprisonment, fines, and denial of insurance benefits.
West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application forinsurance is guilty of a crime and may be subject to fines and confinement in prison. 
Notice to Claimants in all other states: Any person who knowingly and with intent to defraud or deceive any insurance company files a claim containing any 
materially false, incomplete or misleading information may be subject to prosecution for insurance fraud.
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