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MEDICAL REPORT FOR CANCELATION INSURANCE 
Claim no:                                  
 
To be completed by the patient 
AUTHORISATION: The patient (or legal representative) releases the doctors from the medical 
confidentiality vis-à-vis the trusted doctor of TSM Insurance Company, Geneva. 
 
Place and date  Signature (patient or legal representative) 
 
 
 
The patient is a fellow traveller of the insured person  ☐ Yes ☐No 

Relationship: Number of travellers: 
 
To be completed by the doctor 
Patient - Name/First Name 
Adress 
Birthday 
Doctor     Name/First Name 
Adress 
Diagnosis 
 Illness  Accident  Pregnancy complications 
Date of initial symptoms Date of 1° medical consultation 
Diagnosis details 

Treatment/care details 

Inability to travel (dates) from to 
Was the diagnosis known at the moment of trip reservation? ☐ Yes ☐No 
Sudden aggravation of a chronic or previous illness/injury?               ☐ Yes ☐No  
Were you informed about the patient’s intention to travel? ☐ Yes ☐No 
If yes when were you informed? 
Was a hospitalisation or treatment planned before booking? ☐ Yes ☐No 
Pregnancy:  Expected date of birth 
 Gestation week number: 
Place and Date   Doctor’s stamp and signature   
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	MEDICAL REPORT FOR CANCELATION INSURANCE

	Nom assuré: 
	Lieu et date: 
	Non: Off
	Parenté: 
	Nbre participant: 
	Oui: Off
	01 Nom: 
	01 Date naissance: 
	01 Nom Médecin: 
	01 Adresse: 
	01 Maladie: Off
	01 Accident: Off
	01 Complications grossesse: Off
	Date symptomes: 
	Première consultation: 
	Diagnostoc détaillé: 
	Description traitements: 
	01 Départ: 
	Durée de l'incapacité de voyager au: 
	01 Oui: Off
	01 Non: Off
	02 Oui: Off
	03 Oui: Off
	02 Non: Off
	03 Non: Off
	Si oui date: 
	04 Oui: Off
	04 Non: Off
	Date présumée de l'accouchement: 
	Semaine d'aménorrhée: 
	Signature Lieu et date: 


