@M HSR

LOBAL IS STMENTS Health Special Risk, Inc

Policy Name:

Travel lnsurancc & Assnstancc

4100 Medical Parkway, Suite 200 POIICy Number:
1. PLEASE FULLY COMPLETE THIS FORM Carrollton, Texas 75007
2. ATTACH REQUIRED DOCUMENTATION 972-512-5600, Fax 972-512-5820
3. MAIL TO HSR Toll Free 866-345-0975

E-Mail: StarrTravelClaims@hsri.com

TRAVEL MEDICAL CLAIM FORM

Section 1 - Insured

Claimant’s Name (Insured)

Home Address City, State, Zip
Best Contact Phone # E-Mail

Spouse’s Name

Best Contact Phone # E-Mail

Section 2 — Trip

Travelex Location Number

Travel Agency Agent’s Name

Address Telephone ( )
Cruise Line/Tour Operator Booking/Reservation No.
Address Telephone ( )
Trip Departure Date Scheduled Return Date

Section 3 — Coverage Purchased

How much did you pay for coverage? $ Number of people covered
Date you made initial trip deposit Date you made final payment on trip
Date insurance was purchased Date illness or injury occurred

Section 4 — Reason for Claim

Please supply a detailed description of the sickness or injury that caused your claim: (attach additional pages if necessary)

Name of Physician who treated you:

Address Telephone ( )

Have you ever had the same or similar condition? [_]Yes [_]No When?

Are you or were you taking medication for this condition? [ ]Yes [ ]No Describe

If yes, were the medications prescribed or changed? (e.g. in dosage, usage, etc.) [ ]Yes [_]No When?

Was your medical emergency caused by an accident? [ ] Yes []No
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If yes, do you feel a third party was responsible for your injury? [ Yes [ ] No

Third Party name Telephone ( )
Address City, State, Zip

Were you hospitalized? [ ]Yes []No Ifyes, name of hospital:

Address City, State, Zip

Admission Date Discharge Date

Section 5 = Claim Amount

What is the dollar amount you are claiming for reimbursement? List below the items for

reimbursement

Please indicate if amounts are not in US Dollars

a) $
b) $
c) $
d) $
e) $

Other Insurance Statement

Is the patient covered for benefits (other than this policy) by any of the following?
(] Yes []No Do you have more than (1) policy underwritten by Starr Indemnity covering this trip?
[]Yes [] No Any individual, Blanket or Short Term Medical Insurance?

[]Yes []No Group Health Benefits of any kind through an employer, spouse’s employer or parent’s employer?
[]Yes [] No Coverage of medical care expenses provided through any Federal, State, Provincial, or other
Government Agency?

If any of the above apply, please complete the following:

Through whom is your coverage provided? (i.e. parent, spouse, etc.)
Name Relationship

Insurance Co. or Benefit Plan Sponsor or Employer

Any person who knowingly and with intent to defraud any insurance company or other persons, for example by filing a statement
of claim which contains any materially false, incomplete or misleading information, is committing a fraudulent insurance act, and

is therefore subject to criminal prosecution and civil penalties.

| have read the foregoing and the answers provided are true and complete to the best of my knowledge.

Signature Date Signed

By entering your name above in Part Il and Part Ill, you are signing this claim form electronically. You agree
your electronic signature is the legal equivalent of your manual/handwritten signature on this claim form.
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FRAUD STATEMENTS

FOR RESIDENTS OF ALL STATES OTHER THAN THOSE LISTED BELOW:

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.

Alaska and 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, incomplete or misleading information or conceals, for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a crime and may be prosecuted under state law.
Avrizona: 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, Louisiana, Maryland, West Virginia & 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.
California: For your protection California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent
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.
Connecticut: This form must be completed in its entirety. Any person who intentionally misrepresents or intentionally fails to disclose any material
fact related to a claimed injury may be guilty of a felony.
Delaware, Idaho, Indiana: 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.
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.
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.
Hawaii: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime
punishable by fines or imprisonment, or both.
Georgia: Any natural person who knowingly or willfully
1) Makes or aids in the making of any false or fraudulent statement or representation of any material fact or thing:
a) Inany written statement;
b) In the filing of a claim; or
c¢) In the receiving of money for an application for a policy of insurance for the purpose of procuring or attempting to procure the payment of any
false or fraudulent claim or other benefit by an insurer;
2) Receives money for the purpose of purchasing insurance and converts such money to such persons own benefit;
3) Issues fake or counterfeit insurance policies, certificates of insurance, insurance identification cards, or insurance binders; or
4) Makes any false or fraudulent representation as to the death or disability of a policy or certificate holder in any written statement for the purpose of
fraudulently obtaining money or benefit from an insurer commits the crime of insurance fraud.
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.
Michigan, North Dakota, South Dakota: Any person who knowingly and with intent to defraud any insurance company or another 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, and subjects the person to criminal and civil penalties.
Minnesota; A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
Nevada: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information
may be guilty of a criminal act punishable under state or federal law, or both, and may be subject to civil penalties.
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 and Pennsylvania: 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 subjects such person to criminal and civil 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 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.
Tennessee, Virginia, Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the
purposes of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison.
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