
                                                            

 
 

CISI-Bolduc  
1  High  Ridge  Park  
Stamford,  CT   06905  

 1-800-303-8120 
 Fax:  203-399-5596 

         
         

 

Personal  Liability  Claim  Form         

THANK YOU FOR NOTIFYING US OF YOUR CLAIM  
PLEASE COMPLETE  ALL QUESTIONS - IF ANY QUESTION IS NOT APPLICABLE PLEASE STATE  
ΑN/A≅ 

 

Schedule of Benefits for Liability Coverage Underwritten by ACE American Insurance Company  
 
 
Name  of  Insured  
 
Policy  No:  N0106096A  
 

 
 
Full  Name  of  Covered  Person:                                                                                        Date  of  Birth:  
(Mr.,  Mrs.,  Miss,  Ms)  
 
Full  Address:  
 
 
                                                                                                                                      Zip/Postal  Code:  
 
Tel  No.  (Business):                                                                                                        (Home):  
 
E-Mail  Address: 

 
 

TRAVEL DETAILS  
 
Type  of  Travel:  Rotary  Youth  Exchange   
 
Please  give  date  of  loss/damage/theft:  
 
In  which  country  did  the  loss/damage/theft  occur:  
 
Please  give  full  details  of  the  loss/damage/theft:  
 
 
To  whom  was  the  loss/damage/theft  reported?  
(Please  see  notes b elow  and  provide  a  copy  of  this r eport)  
 
 
On  which  date  was t he  loss/damage/theft  reported?  
 
If  article(s)  lost/stolen:  What  steps  were  taken  regarding  recovery  of  the  article(s)?  
Please  provide  any  written  evidence  
 
 
 
If  article(s)  damaged:  Please  supply  estimates f or  cost  of  repairs  or  a  letter  from  a  reputable  dealer  confirming  irreparably  
damaged.  
Please  supply  receipts -  if  not  available  please  supply  replacement  estimates/invoices.  



 
 
 
 
 
 
Is a ny  property  lost/damaged/stolen  insured  by  any  other  company?                                                                     
 
If  YES,  please  supply  name,  address,  telephone  number  and  policy  number:  
 
 
Please  supply  name,  address,  telephone  number  and  policy  number  of  homeowners/household  contents i nsurers:  
 
 
 
 
Have  you  had  any  previous c laims  on  this  type  of  insurance?                                                                                
 
If  YES,  please  give  full  details  with  relevant  dates:  
 
 
 

 
Notes:  
 
1.  All  losses  should  be  reported  to  the  local  police  and  a  report  obtained.   This s hould  be  forwarded  to  CISI-Bolduc. 
 
2.  All  losses  or  damaged  property  which  occurred  while  in  the  custody  of  an  airline  should  be  reported  and  a  Property  Irregularity 
Report  Form  obtained.   This  should  be  forwarded  to  CISI-Bolduc  together  with  the  ticket  stubs. 
 
 

PLEASE  ENSURE  THE  ΑΑΑΑPARTICULARS  OF  CLAIM  FORM  IS  FULLY  COMPLETED  AND  ATTACHED.  
 

 

DECLARATION  
 
I  declare  that  all  the  information  given  is t o  the  best  of  my  knowledge  and  belief,  full,  true  and  correct.  
 
Signed:_____________________________________________                                   Date:____________________  

 

 

PLEASE ENSURE (////)  

�   You  have  completed  ALL  relevant  questions o n  this  claim  form.  

�   You  have  enclosed  all  requested  information/documentation  and  the  ΑParticulars o f  Claim≅  form.  

�   You  have  signed  this  claim  form.  
 
Failure  to  do  so  will  result  in  delay  in  handling  your  claim.  
 
Please  return  the  completed  claim  forms t ogether  with  any  enclosures t o  your  Insurance  Broker  or  to  ACE  USA  at  the  address s hown.  
 

Thank you for fully completing this form.  
                             Mail  to:  CISI  
 

   1  High  Ridge  Park  
  Stamford,  CT   06905  

 
 

 

YES NO

YES NO



 
PARTICULARS OF CLAIM  
     

Full  description  of  each  State  to  Date   Original  Receipts/  Replacement  
item  of  property  lost,  whom  of   Cost  Estimates  

damaged  or  stolen  property  Purchase   Price  Attached  
belonged  (////)  

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

      
       
  
 

  
TOTAL  SUM  CLAIMED   

PLEASE  ENSURE  YOU  PROVIDE  RECEIPTS  IF  POSSIBLE  OR  REPLACEMENT  ESTIMATES  FROM  A  REPUTABLE  
RETAILER  FOR  ITEMS  $150.00  OR  OVER                                    
 

AUTHORIZATION  and  ASSIGNMENT  OF  BENEFITS  



I,  the  undersigned  authorize  any  hospital  or  other  medical-care  institution,  physician  or  other  medical  professional,  pharmacy,  Insurance  support  
organization,  governmental  agency,  group  policyholder,  Insurance  company,  association,  employer  or  benefit  plan  administrator  to  furnish  to  the  
Insurance  Company  named  above  or  its  representatives,  any  and  all  information  with  respect  to  any  injury  or  sickness  suffered  by,  the  medical  history  of,  
or  any  consultation,  prescription  or  treatment  provided  to,  the  person  whose  death,  injury,  sickness  or  loss  is  the  basis  of  claim  and  copies  of  all  of  that  
person’s  hospital  or  medical  records,  including  information  relating  to  mental  illness  and  use  of  drugs  and  alcohol,  to  determine  eligibility  for  benefit  
payments  under  the  Policy  Number  identified  above.   I  authorize  the  policyholder,  employer  or  benefit  plan  administrator  to  provide  the  Insurance  
Company  named  above  with  financial  and  employment-related  information.   I  understand  that  this  authorization  is  valid  for  the  term  of  coverage  of  the  
Policy  identified  above  and  that  a  copy  of  this  authorization  shall  be  considered  as  valid  as  the  original.    
 •  I  agree  that  a  photographic  copy  of  this  Authorization  shall  be  a  valid  as  the  original.  

•  I  understand  that  I  or  my  authorized  representative  may  request  a  copy  of  this  authorization.  
•  I  understand  that  I  or  my  authorized  representative  may  revoke  this  authorization  at  any  time  by  providing  the  insurance  company  

with  written  notification  as  to  my  intent  to  revoke.  
Signature  of  Insured  or  Authorized  Representative  Relationship,  If  Other  Than  Dated  
 Insured        

      
Address:  
      

 

Certain states  require  specific  state  mandated fraud language  to  be  included on all  claims  forms  while  other  states  use  a  generalized fraud stated.   ACE  USA  Accident  &Health 

has  adopted the  fraud warning  language  prescribed by  the  District  of  Columbia  as  it’s  generalized fraud statement.   Unless  otherwise  noted  below  this  statement  shall  be  included  

on all  claims  forms,  applications  and enrollment  forms.  

 

District  of  Columbia Generic  Warning:  
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.  

The  following states  have  required  us  to use  state  specific  language  as  follows:  

California 

“For  your  protection California  law  requires  the  following  to  appear  on this  form:   

Any  person who  knowingly  presents  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.  

Florida 
WARNING:   Any  person who  knowingly  and with intent  in 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.  

New  York  

WARNING:   Any  person who  knowingly  and with 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  thereto,  commits  a  fraudulent  insurance  act,  which is  a  crime  
and shall  also  be  subject  to  a  civil  penalty  not  to  exceed $5,000 and the  stated value  of  the  claim  for  each such violation.  

Oklahoma 
WARNING:   Any  person who  knowingly,  and with intent  to  injure,  defraud or  deceive  any  insurer,  makes  ant  claim  for  the  process  of  an insurance  policy  containing  any  
false,  incomplete  or  misleading  information is  guilty  of  a  felony.  
  
New  York:  
Fraud Warning:   “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.”  
 
Pennsylvania:  
Fraud Warning:   “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  and subjects  
such person to  criminal  and civil  penalties.       

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 

Virginia 
WARNING:  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  may  have  violated state  law.  
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