
EF TOURS TRAVEL PROTECTION PLAN
Form RA-EF-APS-EN

Attending Physician’s Statement
To be completed by the attending physician
Please type or print clearly. Attach a separate sheet if additional space is required.

PATIENT INFORMATION

Patient’s Name Date of Birth (MM/DD/YYYY)

Patient’s Address

Phone No. (Primary) Phone No. (Secondary)

Insured’s Name Patient’s relationship to Insured

Insured’s Email Address

CLAIM INFORMATION

Are you the patient’s primary treating physician? Yes No

If not, please provide the name and address of primary treating physician:

Are you related by blood or marriage to the Insured? Yes No

Date of Accident (MM/DD/YYYY) OR Onset Date of illness/injury (MM/DD/YYYY)

Please describe in detail the nature of the Insured’s injuries/illness, including all applicable ICD-10 codes:

Was the patient hospitalized? Yes No
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Attending Physician’s Statement  |  To be completed by the attending physician

If yes, please list the names and addresses of all hospitals and all admission/discharge dates:

Hospital Name Address Admission Date
(MM/DD/YYYY)

Discharge Date
(MM/DD/YYYY)

Did the patient’s condition prevent them from traveling? Yes No

If yes, date the patient was unable to travel: from (MM/DD/YYYY) through (MM/DD/YYYY)

Did the patient have any prior injury or illness that contributed to the patient’s present condition? Yes No

If yes, please describe:

Were any surgical procedures performed? Yes No

If yes, please list all procedures, including applicable CPT codes and dates performed:

What are the patient’s current subjective symptoms?

What are the objective findings? (please include results of current x-rays, lab tests, etc.)

Was the patient seen by any other physician? Yes No

If yes, please list the names and addresses of all other physicians:
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ATTENDING PHYSICIAN INFORMATION

Name of Attending Physician Phone No.

Address

City / State / Zip / Country Specialty

I understand that any person who knowingly and with intent to defraud or deceive any insurance company files a claim
containing any materially false, incomplete or misleading information may be subject to prosecution for insurance fraud.

NEW YORK RESIDENTS: 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.

Signed (Attending Physician) Date (MM/DD/YYYY)

How to submit this form

Online claims.robinassist.com

Email EFToursclaims@robinassist.com

Mail Robin Assist, P.O. Box 211879, Dallas, TX 75211

Phone +1 877 314 1193 (Questions about a claim already in progress)

Please include a cover sheet or cover letter with the Insured name, Claim # and physician contact information.

PLEASE NOTE: Any fees associated with the completion of this form and/or medical records requests remain the responsibility of the patient,
insured or claimant. All invoices or requests for payment sent to Robin Assist will be returned to sender.

Robin Assist   |   EF Tours Travel Protection Plan   |   Form RA-EF-APS-EN Page 3 of 4

https://claims.robinassist.com/
mailto:EFToursclaims@robinassist.com


Attending Physician’s Statement  |  To be completed by the attending physician

Fraud Warning Statement
FOR RESIDENTS OF ALL STATES OTHER THAN THOSE LISTED BELOW:
Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to fines
and confinement in prison.

ALASKA: A person who knowingly and with intent to injure, defraud, or
deceive an insurance company files a claim containing false, incomplete,
or misleading information may be prosecuted under state law.

ARIZONA: For your protection Arizona law requires the following
statement to appear on this form. Any person who knowingly presents a
false or fraudulent claim for payment of a loss is subject to criminal and
civil penalties.

CALIFORNIA: For your protection California law requires the following to
appear on this form: Any person who knowingly presents false or
fraudulent information to obtain or amend insurance coverage or to make
a 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. Any
insurance company or agent of an insurance company who knowingly
provides false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding or attempting to
defraud the policyholder or claimant with regard to a settlement or award
payable from insurance proceeds shall be reported to the Colorado
division of insurance within the department of regulatory agencies.

DELAWARE: Any person who knowingly, and with intent to injure, defraud
or deceive any insurer, files a statement of claim containing any false,
incomplete or misleading information is guilty of a felony.

FLORIDA: Any person who knowingly and with intent to 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.

IDAHO: Any person who knowingly, and with intent to defraud or deceive
any insurance company, files a statement of claim containing any false,
incomplete, or misleading information is guilty of a felony.

INDIANA: A person who knowingly and with intent to defraud an insurer
files a statement of claim containing any false, incomplete, or misleading
information commits a felony.

KANSAS: A “fraudulent insurance act” means an act committed by any
person who, knowingly and with intent to defraud, presents, causes to be
presented or prepares with knowledge or belief that it will be presented to
or by an insurer, purported insurer, broker or any agent thereof, any
written, electronic, electronic impulse, facsimile, magnetic, oral, or
telephonic communication or statement as part of, or in support of, an
application for the issuance of, or the rating of an insurance policy for
personal or commercial insurance, or a claim for payment or other benefit
pursuant to an insurance policy for commercial or personal insurance
which such person knows to contain materially false information
concerning any fact material thereto; or conceals, for the purpose of
misleading, information concerning any fact material thereto.

KENTUCKY: 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.

MAINE: It is a crime to knowingly provide false, incomplete or misleading
information to an insurance company for the purpose of defrauding the
company. Penalties may include imprisonment, fines or a denial of
insurance benefits.

MARYLAND: Any person who knowingly or willfully presents a false or
fraudulent claim for payment of a loss or benefit or who knowingly or
willfully presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.

MINNESOTA: A person who files a claim with intent to defraud or helps
commit a fraud against an insurer is guilty of a crime.

NEW HAMPSHIRE: Any person who, with a purpose to injure, defraud, or
deceive any insurance company, files a statement of claim containing any
false, incomplete, or misleading information is subject to prosecution and
punishment for insurance fraud, as provided in RSA 638:20.

NEW JERSEY: Any person who knowingly files a statement of claim
containing any false or misleading information is subject to criminal and
civil penalties.

PENNSYLVANIA: 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
subjects such person to criminal and civil penalties.

NEW MEXICO: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR
FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR
INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL
FINES AND CRIMINAL PENALTIES.

OHIO: 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 is guilty of insurance
fraud.

OKLAHOMA: Any person who knowingly, and with intent to injure, defraud
or deceive any insurer, makes any claim for the proceeds of an insurance
policy containing any false, incomplete or misleading information is guilty
of a felony.

OREGON: IMPORTANT NOTE: Any person who knowingly presents a false
or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application for insurance may be guilty of a crime
and may be subject to fines and confinement in prison.

TENNESSEE: It is a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial
of insurance benefit.

TEXAS: Any person who knowingly presents a false or fraudulent claim for
payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison.

VIRGINIA: It is a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial
of insurance benefits.

WASHINGTON: It is a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial
of insurance benefits.

NEW YORK: 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.
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