
   

 Claim Report Cancellation 

 for Hotel Insurance 
 

Europäische Reiseversicherung AG, Kratochwjlestr. 4, A-1220 Vienna, Phone +43/1/317 25 00, Fax +43/1/319 93 67, E-mail: info@europaeische.at 
  

Please complete this form carefully in full, using block capitals, and send it to our address as stated above. Please do not forget 
the Physician’s Attestation on the reverse side, which is to be filled out by the attending physician. Thank you for your assistance! 
 

Policy No. ______________________________ Claim No. ______________________________________  
Please check off as applicable!    (this is assigned by the EUROPÄISCHE!) 
 

A. Questions for the hotel or lessor 
booked on _________________________  Period of stay from __________________  to _________________________________ 

When was the trip  cancelled  terminated ___________________________________________________________ 

Total arrangement price € ______________  for __________________  person(s) 

The cancellation charge made by the hotel / lessor 

in respect of ________  days is € _______________________ i.e. _________________  % of the total trip price 

Contact person for questions as may arise: Office Stamp/Signature 

 

Name __________________________________________________ 

 

Tel. No. ________________________________________________ Date ____________________________________________ 
 

B. Questions for the customer 
First and Last Name ____________________________________________________________________________________________ 

Country designation ______  Postal Code __________  Place _____________  Street ___________________________________ 

Date of Birth _____________________ Tel. No. _________________________  E-mail ________________________________ 

Other vacationers whose booking was also cancelled / terminated 

First and Last Name  Date of birth Relationship to claimant 

______________________________________________________  _______________________________  _____________________________  

______________________________________________________  _______________________________  _____________________________  

______________________________________________________  _______________________________  _____________________________  

______________________________________________________  _______________________________  _____________________________  

Why was the booking cancelled?  Illness  Accident  Death  Pregnancy  Damage to Property 

 Loss of employment  Adverse reaction to immunization  Other _______________________________________________ 

Name of the affected person ____________________________________________________________________________________ 

For those who were not party to the booking: What is your relationship with the vacationers _______________________________ 

When did the event occur which led to cancellation? _______________________________________________________________ 

Hospital stay  No  Yes – from _________________  to ___________________ 

Reported sick to your national health service provider   No  Yes – from _________________  to ___________________ 

Do you own any other cancellation insurance or a credit card?  No  Yes – which? 
Insurer ____________________________________________  Policy No. ________________________________________________________  

 Visa  MasterCard  DinersClub  AmericanExpress  ____________________ 
 Visa  MasterCard  DinersClub  AmericanExpress  ____________________ 

 

 

I request that insurance benefits be deposited to the following account of the 

 guest  hotel / lessor: Account Holder ______________________________________________________________  

Acct. No. _______________________________________  Branch No. ______________  Bank_______________________________ 

IBAN* __________________________________________  BIC Code* ____________________________________________________ 

With my signature, I hereby confirm the accuracy and completeness of the information I have provided above. 
I hereby release the physician from doctor-patient confidentiality obligations and expressly allow my information to be shared 
with my insurer. * only for transfers to foreign banks 

Date _______________________________  Signature __________________________________________ 
 
 

Card No.         X X X X X X X X

Card No.         X X X X X X X X



Policy No. ______________________________ Claim No. ______________________________________  
Please check off as applicable!    (this is assigned by the EUROPÄISCHE!) 
 

C. Questions for the attending physician (to the specialist, if treatment by a specialist proved necessary, or for the 
hospital in the event of hospital treatment) 

 

Dear Sir/Madam, 
Due to the illness or involvement in an accident of your patient, a claim against a travel cancellation insurance policy has been 
submitted to us. In the interests of processing this insurance claim as per our obligations, we request that you answer the 
questions below as fully as possible. In accordance with the Travel Insurance Conditions, our insuree is required to release you 
from doctor-patient confidentiality obligations. 
Thank you for your efforts in this regard. Europäische Reiseversicherung AG 
 
 

Physician’s Attestation 
Name of patient _______________________________________________________  Date of birth ____________________________ 

Postal Code____________ Place ________________________ Street ___________________________________________________ 

1. Precise Diagnoses (please write legibly): 

 
 
 Course of therapy: 

 
 
 Did the patient required inpatient treatment as a result of the diagnosis? 

  No  Yes – Hospital/Clinic ___________________________________  from ______________  to _________________ 

 Did patient report sick with their national health service provider? 

  No – reason _______________________________________________________________________________________________ 

  Yes (please attach a copy of the report) from ______________  to _________________ 

2. When did the patient fall ill / When did the accident occur? Date  ____________________ (DD/MM/YYYY) 

3. Is the ailment regarded as medically serious (i.e. sufficient to render patient unable to travel?) 

  No  Yes When did patient’s inability to travel become apparent? Date  ____________________ (DD/MM/YYYY) 

3a. In the event that a non-travelling family member (such as life partners, children, parents, siblings) was affected: When did it  

 become apparent that the presence of the insuree was urgently needed at the home location? 
    Date  ____________________ (DD/MM/YYYY)  

 if this data is not in agreement, please give reasons: 

 
 
4. Was the patient capable of participating at the time the insurance policy was issued/trip booked? (Date ________________ )? 
  No  Yes 

5. Is this a case of an illness which had preexisted for a length of time?  No  Yes – since ________________________ 

 Did an unexpected, significant deterioration occur?  No  Yes 

 Had the patient been hospitalized because of the diagnosis in the last 12 months? 

  No  Yes – Hospital/Clinic ___________________________________  from ______________  to _________________ 
6. Were you asked, prior to the insurance policy being issued/the trip booked, as to the feasability of the participation? 

  No  Yes 

In order to avoid further requests please supply an extract from the medical file, in case of inpatient treatment a 
hospital report including anamnesis or in case of pregnancy a copy of the pregnancy record. 
 

 

Space for additional comments: 

 
 
 

 

With my signature, I hereby confirm the accuracy and completeness of the information I have provided above on my aforementioned patient travelling to their destination in 
________________ leaving on ________________. I agree to share information verbally regarding the statements given, with the insurer’s medical claims examiner. The insurer 
reserves the right to pursue appropriate legal means, as per §146 of the legal code, in the event that false information has been provided. 
 
 

Which doctor is in the best position to provide information about the circumstances of this illness:  
Name, address and telephone number of the physician: 
 
____________________________________________________________   

 _____________________________  
____________________________________________________________  Date, office stamp and signature of the attending physician 
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