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	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name
	

	Name Changes (Including changes of spelling)
	

	

	Current Address (Please include country and area codes for telephone and fax numbers):

	Street 
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	

	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Previous places of Residence up to and including May 1945 (if outside the U.S.)

	

	

	

	

	Father’s Name
	First Name
	

	
	Middle Name(s)
	

	
	Last Name
	

	

	Mother’s Name
	First name
	

	
	Middle Name(s)
	

	
	Last Name
	

	
	Maiden Name
	



	Name
	

	Relationship to You
	

	Street
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	




	Representative’s Last Name
	

	Representative’s First Name
	

	Representative’s Middle Name
	

	Do you have Documentation Confirming This Relationship? 
	
	Yes (Please include a copy with this form)           
	
	No

	Representative’s Address

	Law Firm, Company, or Other
	

	Street
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	


	First Name
	
	Middle Name
	
	Last Name
	

	Relationship to You
	

	Street
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	


	First Name
	
	Middle Name
	
	Last Name
	

	Relationship to You
	

	Street
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	


	First Name
	
	Middle Name
	
	Last Name
	

	Relationship to You
	

	Street
	

	Apt./Unit No.
	

	City
	

	State
	

	Zip/Postal Code
	

	Country
	

	Telephone
	
	
	Mobile Phone
	

	Fax
	
	
	Email
	


	(
	Assicurazioni Generali S.p.A. - Policy Information Center (“PIC”) and/or The Generali Trust Fund (“GTF”)

	Name of Policyholder(s)
	

	Claim Number(s)
	


	(
	Austrian General Settlement Fund (“GSF”)

	Name of Policyholder(s)
	


	(
	 Claims resolution Tribunal (“CRT”)

	Name of Policyholder(s)
	

	Claim Number(s)
	


	(
	Directly to a European Insurance Company

	Name of Company(ies)
	

	Name of Policyholder(s)
	

	Claim Number(s)
	


	(
	Holocaust Foundation for Individual Insurance Claims (“Sjoa Foundation”)

	Name of Policyholder(s)
	

	Claim Number(s)
	


	(
	International Commission on Holocaust Era Insurance Claims (“ICHEIC”)                       

	Name of Policyholder(s)
	

	Claim Number(s)
	



	Have you or anybody else participated in any compensation/restitution procedure for this claim? e.g., Deutsche Wiedergutmachung bundesentschädigungsgesetz (BEG), Bundesrückerstattungsgesetz (BRüG), Lastensausgleichsgesetz (LAG), US Foreign Claims Settlement Commission or other (see Section iii above).
	(         
	Yes
	(
	No

	If yes, under which compensation scheme?

	

	

	If no application was made, why not?

	

	

	.

If you applied, but no payment was received, why not?

	

	


	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name
	

	Any other name(s) used by the Insured
	

	

	Citizenship/ Nationality
	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Date of Death (Month/Day/Year)
	

	Place of Death (City/State/Country)
	

	Full Name of Insured’s Father
	

	Full Name of Insured’s Mother

Please Include Maiden Name
	

	

	Full name of Insured’s Spouse

Please Include Maiden Name if applicable 
	

	Date of Marriage (Month/Day/Year)
	

	Place of Marriage (City/State/Country)
	

	

	All known places of Residence up to and including May 1945 (if outside the U.S.)

	

	

	

	

	Claimant’s relationship to the policyholder
	

	Do you have documentation confirming this relationship?

If so, please describe and include a copy with your completed claim form.
	(          
	Yes
	(
	No

	

	

	

	

	

	



	(
	Claimant is the insured. Do not complete this section
	
	(
	Insured is the Policyholder’s Spouse.

	(
	Policyholder is the insured. Do not Complete this Section.
	
	(
	Insured is the Policyholder’s child.


	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name
	

	Any other name(s) used by the Insured
	

	

	Citizenship/ Nationality
	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Date of Death (Month/Day/Year)
	

	Place of Death (City/State/Country)
	

	Full Name of Insured’s Father
	

	Full Name of Insured’s Mother

Please Include Maiden Name
	

	

	Full name of Insured’s Spouse

Please Include Maiden Name if applicable 
	

	Date of Marriage (Month/Day/Year)
	

	Place of Marriage (City/State/Country)
	

	

	All known places of Residence up to and including May 1945 (if outside the U.S.)

	

	

	

	

	Claimant’s relationship to the Insured
	

	Do you have documentation confirming this relationship?

If so, please describe and include a copy with your completed claim form.
	(          
	Yes
	(
	No

	

	

	

	



	(
	Claimant is the Beneficiary. Do not complete this section
	
	(
	Beneficiary is the Policyholder’s Spouse.

	(
	Policyholder is the Beneficiary. Do not Complete this Section.
	
	(
	Beneficiary is the Policyholder’s child.


	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name
	

	Any other name(s) used by the Beneficiary
	

	

	Citizenship/ Nationality
	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Date of Death (Month/Day/Year)
	

	Place of Death (City/State/Country)
	

	Full Name of Beneficiary’s Father
	

	Full Name of Beneficiary’s Mother

Please Include Maiden Name
	

	

	Full name of Beneficiary’s Spouse

Please Include Maiden Name if applicable 
	

	Date of Marriage (Month/Day/Year)
	

	Place of Marriage (City/State/Country)
	

	

	All known places of Residence up to and including May 1945 (if outside the U.S.)

	

	

	

	

	Claimant’s relationship to the Beneficiary
	

	Do you have documentation confirming this relationship?

If so, please describe and include a copy with your completed claim form.
	(          
	Yes
	(
	No

	

	

	

	


	(
	Claimant is a child of the policyholder. Do not complete this section.


Child  No. 1 (Other than claimant)

	(
	 Biological
	(
	Adopted       (please check one)

	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name (if applicable)
	

	Nationality
	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Date of Death (Month/Day/Year)
	

	Place of Death (City/State/Country)
	

	Father’s Name
	

	Mother’s Name:
	


Child  No. 2 (Other than claimant)

	(
	 Biological
	(
	Adopted       (please check one)

	Last Name
	

	First Name
	

	Middle Name(s)
	

	Maiden Name (if applicable)
	

	Nationality
	

	Date of Birth (Month/Day/Year)
	

	Place of Birth (City/State/Country)
	

	Date of Death (Month/Day/Year)
	

	Place of Death (City/State/Country)
	

	Father’s Name
	

	Mother’s Name
	




	Name of Company
	

	(
	I do not know

	Place where insurance policy was purchased:

	City
	

	State
	

	Country
	

	Other Information which might support the search. 

For example: name of insurance agent or intermediary who sold the policy/letterhead/corporate logo.

	

	

	

	

	

	




	(
	I do not have documentation.



	(
	Policy



	(
	Premium payment Receipts



	(
	Correspondence



	(
	Other, please specify:

	

	

	

	



	Type of Insurance Policy

	 (
	Life Insurance
	  ( 
	Endowment
	  (
	 Dowry
	  (
	Other, please specify:
	

	

	Policy Number
	

	Currency
	

	Sum Insured
	

	Date of Issue
	

	date of maturity
	

	

	Mode of payment of the premium
	 (
	Single Payment     
	 (
	Weekly
	 (
	Monthly   
	 (
	Annually

	Amount of premium
	

	To the best of your knowledge were all premiums paid? 

 If not, for how long were premium payments made? Why were the payments stopped?
	       (
	Yes  
	    (
	No

	

	

	

	

	Are you aware of any payments resulting out of the insurance policy?

 If yes, please indicate when payment was made, to whom, and for what amount?
	       ( 
	Yes
	    (
	No

	

	

	

	

	Has anybody approached the insurance company about this policy? 

if yes, please provide details and include copies of all relevant correspondence.
	       (  
	Yes
	    (
	No

	

	

	

	


           



	If your claim is not based on a familial relationship to the policyholder, please explain why you believe that you are entitled to the policy.

	

	

	

	

	

	If possible, please provide information and copies of any testamentary documents that might show that you are entitled to the policy, such as:

	 (
	Wills

	 (
	Testamentary or Probate Documents

	 (
	Certificates of Inheritance

	 (
	Other, please specify :

	

	

	

	

	

	Other supporting information regarding your entitlement to the policy. 

	

	

	

	

	

	




	Is the policyholder name you included under Part 5 a potential match you found on the list published on ICHEIC’s potential policyholder list (www1.yadvashem.org/pheip)?
	 (
	Yes
	 (
	No

	

	If yes, please include the information about the policyholder as described on the list? 

	

	Last Name
	

	First Name
	

	Last Known Residence
	

	Birth Year
	

	Where Policy was Issued
	

	Insurance Company
	

	

	What is the basis for your claim on the policy(ies) listed above? 

For individuals who do not have the specific information requested in Parts 5-9, please provide a summary for the basis of your belief that an insurance policy was not paid by a European insurance company. Describe your connection to this policy and why you feel you are entitled to the proceeds. Please be as detailed as possible.

	

	

	

	

	

	

	

	

	

	Please add any other information which might be helpful.

	

	

	

	

	

	

	

	

	




	Signature:
	

	Print Name:
	
	
	

	Date:
	
	Place:
	





�





New York State 


Department of Financial Services 


Holocaust Claims Processing Office





Insurance Claim Form





In 1998 the International Commission on Holocaust Era Insurance Claims (“ICHEIC”) was formed by the U.S. National Association of Insurance Commissioners (“NAIC”), European Insurance Companies, European insurance trade organizations, Jewish organizations and the State of Israel. Working together with insurance companies and partner entities throughout Europe, ICHEIC identified, settled, and paid individual Holocaust era insurance claims. ICHEIC officially closed on March 30, 2007. 





At ICHEIC’s concluding meeting, every company that was a member of the commission, the Sjoa Foundation, as well as companies of the German Insurance Association, through its partnership agreement with ICHEIC, reaffirmed their commitment to continue to review and process claims sent directly to them.





Anyone with reason to believe that an insurance policy belonging to them or to a relative remains unpaid may submit an insurance claim to the HCPO. The claim form is designed to assist you in providing the information needed by the HCPO to carry out archival research and to ensure that companies have as much information as possible to fairly and expeditiously decide your claim. 





Kindly fill out this claim form as completely as possible. You should complete this claim form by typing or printing clearly in block capital letters. If you would like the HCPO to receive correspondence from companies about your claim and for the HCPO as well as Insurance Companies to investigate your claim, e.g., perform archival research, you must sign the Declaration of Consent on page 14 of the Claim Form.





Please submit this claim form along with any supporting documentation to: The Holocaust Claims Processing Office, New York State Department of Financial Services; One State Street; New York, NY 10004-1511; U.S.A.





Background on the Holocaust Claims Processing Office 





Since 1997 the State of New York has played an integral role in helping individuals of all backgrounds obtain a measure of just resolution for the theft of property during the reign of the Nazi regime. The Holocaust Claims Processing Office (“HCPO”) was created to provide institutional assistance, at no cost, to individuals seeking to recover assets lost due to Nazi persecution during the Holocaust-era, including: assets deposited in banks, proceeds from unpaid Holocaust-era insurance policies, and art that was lost, looted, stolen, or sold under duress between 1933 and 1945.





Individual claims are assigned to members of the HCPO’s highly trained staff who work with claimants to collect the most detailed and accurate information possible. When feasible the HCPO performs archival research in an effort to obtain additional information to substantiate claims. The HCPO then submits claim information to the appropriate companies, authorities, museums or organizations with the request that a complete and thorough search be made for the specified asset(s). To ensure rigorous review of these inquiries, the HCPO maintains regular contact with entities to which it submits claims. 





Once an agency has completed its review of a claim and reaches a determination, the HCPO reviews the decision to ensure that it adheres to that agency’s published processing guidelines. In the event that a claimant wishes to appeal a decision, the HCPO guides claimants through this procedure as well and performs additional research when possible. Alternatively, when claimants receive positive decisions that include monetary awards, the HCPO facilitates payment by explaining the various release and waiver forms and by following up with the claims agency to confirm payment.








For Office Use Only





Claim Number





Date Received





Part 1: Claimant Information





I. Personal Information





Information about yourself. please include a copy of your identification. do not send the original.





II. Alternate Contact





In the event that the HCPO is unable to reach you, please provide details regarding someone else we could contact. The HCPO will not consider this person as your legal or other representative and will not provide this person with any documentation relating to your claim, unless you identify this contact person as your legal or other representative in Part 1, Section IV of this form.








III. Claimant Representative Information (when applicable)





Where the person submitting the claim is a representative of the claimant and not someone entitled to inherit the policy’s proceeds, this section must be filled out. Written and notarized authorization or a power of attorney from the claimant providing authorization to the named representative must be included. All information regarding the claimant (the individual who has granted the power of attorney or other authorization) must still be provided in Part 1 of this form.








Please indicate below the names of other heirs to the claimed policy(ies).





IV. Other Heirs of the Policyholder





Please indicate if you or any of your family members have made any previous claims to any organization or insurance company for a holocaust-era insurance policy. Check all that apply.





V. Previous Claims Made for Holocaust-era Insurance Policies





VI. Previous Compensation





This section requests all information known about the person who purchased the policy(ies). This individual is referred to as the “policyholder.” 








Part 2: Policyholder





This section requests all information known about the person who was covered by the policy(ies). This individual is referred to as the “insured.” 








Part 3: Insured





This section requests all information known about the person named to receive proceeds or benefits of the insurance policy. This person is referred to as the “beneficiary.”











Part 4: Beneficiary





This section seeks information about biological and lawfully adopted children of the policyholder, other than the claimant should the claimant be a child of the policyholder.  Please include additional pages as needed.








Part 5: Children of the Policyholder





Part 6: Which Insurance Company Issued The Policy?





Part 7: Documents





Please provide copies of any documents, statements or other information supporting your claim.





For those individuals who have detailed information, such as insurance company name, policy numbers, type of insurance and the city where the policy was take out, please provide such information below. Copies of all supporting documentation should be included. Do not send originals of any documents.





Part 8: Information about the Insurance Policy





Part 9: Family Tree





To explain the family relationships, please sketch a family tree on the family form, which is attached to the claim form, or on a separate sheet of paper. 





In addition, please provide information and/or copies of any documents that would show that you are related to the policyholder, such as a passport or other identifying documents: birth certificates, death certificates, marriage certificate, AND CORRESPONDENCE with identfying details. While the HCPO understands that there are many reasons why information and documentation are not available, you are urged to provide as much as you have.








Part 10: Claims Not based on Familial Relationships





Part 11: Further Information





Part 12: Insurance Claim Declaration of Consent





By signing below, I hereby authorize the Holocaust Claims Processing Office of the New York State Department of Financial Services (“HCPO”) to consult and discuss with any and all insurance companies and their representatives (including members of each insurance company’s group), and their respective auditors and other professional advisors, trade organizations, and/or claims processes (the “Insurance Companies”), all aspects related to my claim for the policy(ies) referenced in my Claim Form. 





In addition, I the undersigned hereby authorize the HCPO and the Insurance Companies to investigate the claim described in my Claim Form and further authorize them to make and use copies of documents containing personal data and to use such data to investigate the claim.  The undersigned acknowledges that in order to carry out these investigations, it may be necessary for the HCPO and the Insurance Companies to process personal data including sensitive personal data (as defined in Article 6-A [Personal Privacy Protection Law] of New York State’s Public Officers Law – which is substantially similar to European Directive no 95/46 and the Data Protection Act 1998 of the United Kingdom) and to disclose such data to third parties and to transfer such data, even to jurisdictions that do not provide the same level of protection for personal data as exists in New York State, and hereby consent to processing, disclosure, and transfer of such data.





The undersigned also authorizes investigation in all relevant government authorities, non-governmental organizations and relevant archives and for such authorities/bodies/organizations to give all requested information to the HCPO and designated Insurance Companies.








�





Family Tree








HCPO Insurance Claim Form
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