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GROUP TRAVEL INSURANCE

MEDICAL REFERRAL
To be completed by the Insured Person

Name of Scheme: Northumbria Police Federation Joint Branch Board Policy Number:  54UK474587

Name of Insured Person: Date of Birth:

(If not member, please state name of
Member) Relationship:

Home Address:

Please provide brief details of your
complaint:

(including date diagnosed/period
suffered, current medication/treatment -
please continue overleaf if required)

Dates of Travel:

Date of Booking:

Destination:

ACE European Group Limited and its group companies will use the information you provide on this questionnaire, together with other
information for the purposes of underwriting and administering your policy, customer services and paying claims.

Where you have answered any questions requiring the disclosure of sensitive personal data or provided additional information, including any
medical information from any doctor both now and in the future, by signing this form, you also consent to ACE using this information for the
above purposes.

You also consent to our transferring your information to other countries for the purposes outlined above. If we do make such a transfer we will
put a contract in place to ensure your information is protected.

1 hereby confirm my consent as required by the Data Protection Statement above.
1 also confirm that the below referenced Consultant/GP has my consent to complete this form on my behalf:-

Signed by Insured Person:

e =

To be completed by Treating Consultant or Specialist (or GP if not applicable) — where possible, please endorse with official
stamp

PLEASE NOTE: THIS POLICY EXCLUDES COVER WHERE A JOURNEY IS UNDERTAKEN 1) AGAINST THE ADVICE OF A QUALIFIED
MEDICAL PRACTITIONER, II) WHERE ANY TERMINAL COMPLAINT HAS BEEN DIAGNOSED, OR ll) TO OBTAIN
MEDICAL _TREATMENT. IF_COVER IS _GRANTED, THEN THE POLICY EXCLUDES THE COST OF PURCHASING
REPEAT/PRESCRIBED MEDICATION.

Name of Consultant/GP:
(Delete as appropriate)

Address:

The above named person is a patient at this hospital/practice and | hereby confirm that to the best of my knowledge he/she:-

e s fit to travel for the outward and return journey on the chosen mode of transport
o for the duration of the stay at the specified destination(s) and for any intended activities
o is unlikely to require any medical treatment during the forthcoming trip.

Signed: Date:
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