
Claim form Healthcare Insurance

You can use this declaration form for your health insurance claims. Please fi ll in all the requested
details and make a copy for your own administration. You can download a new form on
www.aonstudentinsurance.com.

Insured
Name 
Address  
Postal code/City/Country 

Telephone number 
E-mail 
Programme/institute 
End of study 
Certifi cate number 

Bank account
You must fi ll out this information for every claim.
Dutch bank account nr.  in the name of

Additional information
Do you have any other insurance that may be covering the medical costs as currently claimed?

  Yes    No

If so, please give us the name of the insurance company and your policy number.
Insurance company 
Policy number 

Accident
Are the costs related to an accident?

  Yes    No

If a third party was involved please fi ll in their details here:
Name 
Address 
Telephone number 
E-mail 

Any further remarks
For additional comments, remarks, questions, etc. please send an e-mail to students@aon.nl.

Claims
Please fi ll in the other side to complete your claim.
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