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Travel Insurance Claim Form 
 

Please answer all questions and tick boxes where appropriate. Leaving a question blank will result in delays in setting your 
claim.  
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Privacy 
Mitsui Sumitomo Insurance co. ltd., includes information about how we manage your personal information in our Product Disclosure 
Statements. You can obtain a copy of the Mitsui Sumitomo Insurance Privacy Policy from our website www.msi-oceania.com or contact the 
Privacy Officer on 02 9222 7600 or email msiaus@ms-ins.com. 
 
Declaration and authorisation  
The information and answers given above are true, correct and complate in every detail. 

1. I/we understand the claim may be refused if information is not true or is withheld. 
2. I/we authorise Mitsui Sumitomo Insurance Comapany Limited to give to and obtain from other insurers, insurance 

reference bureaus and credit reporting agencies any information relating to the Insured’s credit or insurance history as 
well as insurance claims information obtained during the course of this contract. 

 

 
 
Please check that this form has been fully competed as any omissions may delay your claim.  
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