SPORTS INJURY FORM

Please fill out ALL information
or we will not be able to process your claim.

Participant
First Name: Last Name:

Birthdate:

Parent
First Name: Last Name:

Home
Address:

City: State: Zip:

Home
Phone Number: ( )

Sport Playing When Injured:

Date Injured:

Team Name:

Coach Name:

Coach Phone Number:

e PLEASE RETURN THIS FORM AND THE SPECIAL RISK
ACCIDENT AND SICKNESS CLAIM FROM IN THE
ENCLOSED SELF ADDRESSED ENVELOPE.

e PLEASE INCLUDE ANY DOCTOR VISIT AND BILLING
INFORMATION.



American International Companies® PROOF OF LOSS
AIG Life Insurance Company

A&H Claims Division NAME OF GROQUP: Bellevue Boys & Girls Glub
P. Q. Box 15701

Wilmington, DE 19850-5701 POLICY NUMBER: SRG 80579 39

© " §51-0824/302-761-3700

SPECIAL RISK ACCIDENT AND SICKNESS CLAIM FORM

INSTRUCTIONS:
1) You must have SECTION A fully completed by a designated officlal of the Polleyholder.,

2.} SECTION H Is to be completed, signed and dated by the claimant or parent/guardian of claimant, If claimant Is 3 minor.

3.} if claimant is treated In the hospital, please attach an Remized hospital bill.

4.) i claimant Is treated by a doctor, have the dector complete the Physiclan's Statement or attach an itemized bilk

5.} Attach itamized bilis for all madical expenses belng claimed Including the clalmant's aama, condition being treated (disgnosis), description of services, date of
service{s} and the charge made for each service,

8.} Please mall complated form and bills to above address.

The furnishing of this form, or iis acceptance by the Company, must not be construed as an admission of any llabllity cn the Company, nor a waiver of any of the
conditions of the Insurance contract.

For your protection, California faw requires the following to appear on this form:
Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and
confinement {n state prison.

SECTION A

LOCATION OF GROUP POLICYHOLDER

Caltfornia

CLAIMANT'S FULL NAME SOCIAL SECURITY NO. (iF DATE CF BIRTH NAME OF SUPERVISOR
AVAILABLE)

DATE COVERAGE BEGAN DATE COVERAGE WILL ENDIMAS ENDED

NATURE OF INJURY OR ILLNESS. [DESCRIBE FULLY. INCLUDING WHICH PART QF BODY WAS ENIJUREG) DESCRIBE HOW WHEM AND WHERE ACCIDENT QUCURRED {DATE AND TIME}

NAME GF ACTIVE ¥ DID ACCIDENT DCCUR:
A WHILE CLAIMANT WAS SUPERVISED
1 ves g wn
B DURING SPONSORED ACTIVITY
0 ves g
TE THE SPORT (IF APPLICABLE] | C DURING PROGRAMMED HOURS
0 ves g wo
0 WHiLE TRAVELING YO OR FROM REGULARLY SCHEDULED ACTIVITY IN A
SUPERVISED GROUP ] ves 0 wo
DATE LAST WGRKED DATE RETURNED 10 WORK WEELKLY EARNINGS
POLIGYHOLDER REFPRESENTATIVE (FLEASE FRINT OR HITLE OAYTIME TELEPHONE NUMBER
TYPE) {
SIGNATURE OF POLICYHOLDER REPRESENTATIVE TATE
SECTION B
NAME OF CLAIMANT (PARENT OR GUARDIAN IF A MINOR) DAYTIME TELEFHONE NO

{ )

ADLRESS OF CLAIMANT {PARENT UR GUARDIAN IF A TINGRY

DTHER HEALTH INGURANCE COVERAGE (ENTER NAME OF INSUREG. NAME AND ADDRESS OF INSURANGE GOMPANY . NAME OF EMPLOYER AND POLILY NUMBER )
YES NO

THEREGY CERTIEY THAT THE ABOVE INFORMATION 1S TRUE AND CORRECT T0 THE BEST OF MY RNOWLEDGE AND BELIEE.

BIGNATURE (CLAIMANT OR PARENT. IF CLAIMANT iS5 A MINGR} OATE

AUTHORIZATION
I, the undersigned autharize any hospital or other medical-care instilution, physician or other medical professional, pharmacy, insurance supporl organization. governmental agency.
group palicyholder, insurance company, association, employer or bensfit plan admiristrator to furnish to the insurance Company named above or its representatives, any and zll
information with respact to any injury or sickness suffered by, the medical history of. ar any consullation, presceiption or traalment provided to, the person whose death, isjury. sickness
or loss is the basls of claim and capies of ali of that parson's hospital or medical records. Includiag information relating to mentat iliness and use of drugs and afcohol, 1o determine
eligibility for benafit payments under the Policy Number identifiad above 1 authatize the group policyholdar, employer or benefit ptan administrator 1o provide the insurance Company
namad zbove with financial and employmant-related information. | understand that this authorzation is vatid for tha lerm of coversge of the Policy identified above and thal a copy of
w* autherization shall be considerad as valid as the originai. 1 undersiand that | or my autharized representativa may recuest a copy of this autharization,

AT DR ALUTHCRIZED FERSON'S SIGNATURE DATE




Section B

HEALTH INSURANCE CLAIM FORM

CLAIMANT INFORMATION
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP HEALTH PLAN FECA BLK LUNG 13 INSURED'S 1 D NUMBER
OTHER
[3 (Medlcarn B} O (Mediesid o} 3 (Sponsor'a SBN) L (varraw 4 {ssNario) 5 (ssN)
[milc]
S PATIENT 5 NAME (First Narne, Migdie Inilial. Last Name) 2 MPATIENTS DATE OF BIRTH SEX 4 INSURED'S NAME {Firs| hama. Midaie inital. Last Name)
M Yy
- . / ! . MO FO o
"B PATIENT § ADDRESS (No., Stresl) B. PATIENTS RELATIONSHIP 10 INSURRD 7T INSURED'S ADDRESS (Mo . Street)
SELF {1  SPOUSE 00  CHILDG  OTHER O {SPECIFY)
roiiR] STATE i BATIENT STATUS BTy ETATE
Single O Marsied Other O3
£iP CODE TELEFHONE NO. Employed 0 Full Time Sludert 3 Part-Time Student O 2178 CODE TELEPHONE NO

5. OFTRER INSURELD'S NAME

10 15 PATIENT'S CONDITION RELATED T

A OTHER NSURED'S POLICY OR GROUP NUMBER

A. PATIENT 5 EMPLOYMENT?

YES O NO O

B. OTHER INSURED'S DATE OF SEX
BIRTH
MM 0D YY MO FO

! !

B AN AUTO ACCIDENT?

YES O NO 4

C. EMPLOYER'S NAME OR SCHOUL NAME

C OTHER ACCHDENT?
YES O NO O

T INSURANGE PLAN NAME OR PROGRAM NAME

{ 1
PNSURED'S POLICY GROUP DA FECA NUMBER

3. PATIENT'S DATE QF BIRTH
MM Y

SEX

i ! M O
B. EMPLOYER'S NAME OR SCHOOL NAME

F

C. INSURANGE PLAN NAME DR PRCGRAM NAME

3 RESERVED FOR LOCTAL USE

0,15 THERE ANOTHER HEALTH BENEFIT PLANT

YES O NOD If yas, relurn 1o & complate flem § A-D
17, PATIENT'S OR AUTHORIZED PERSONS' SIGNATURE, 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE
| avihdrize the retease of any medical or ather information necessary lo process Ihis caim. | also requast | 1 authenze payreant of medical bessfits o undersigred physician or supplier for service dascribad
payment of govemment bengfils sither 10 myself ar (0 the parly who stcepls assignment befow tetaw
Slgnature - Date — Signature Daie
14 DATE OF CURRENT; ILLNESS {First symptom) OR 15 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS: 16.Dates Fatiant Unable T Wark in Currend Cecupation
MM i*] < INJURY (Accident) QR GIVE FIRST DATE: MM /IDD/YY M f DG/ YY MM/ 0D
Yy PREGNANCY {LMF} t ! i Yy
! ! FROM: ! i 10 !
{
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 73 : D NUMBER OF REFERRING PHYSICIAN 18 Hospilakzalion Dalas Raeiated {o Current Sernces
M /T DODZ YY MM/ DD
1Yy
FROM: 1 ! TO: !
/
1§ RESERVED FOR LOCAL USE 20. QUTSIDE LABY § CHARGES
YES & NO D L t
St DIAGNOGIS OR RATURE OF ILLNESS OR NJURY, (RELATE ITEMS 1. 2. 3CRA TOTTEM Z8E BY LINE) 22 MEDICAID RESUBMISSION
cone ORIGINAL REF NO
e N W §
23 PRIOK ALTHORIZATION NUMBER
2l — LI A
24, A 8 C 3] E F G H ] J K
DATE(S) OF SERVICE Plzce Type PROCEDURES, SERVICES, OR SUFPPLIES GIAGNOSIS DAYS DPSDT RESERVED FCR
FROM TO of of (Explain Unusual Clrcumstances) CODE 5 CRARGES OR Family | EMG | €08 LOCAL USE
MM/ODYY MMIDDIYY Service [ Servica | CPT/HCPCS | MODIFIER UNITS Flan
|
| 1 | f | |
| I | I | [
| ! | : | |
i ] ] } i |
] ] | § | [
I | | ] i t
| | t | | | |
| | H | | ] |
|
{ I H | | | |
i i H ] 1 |
. |
i i _
25 FEPERAL TAX1C NUMBER 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 28 AMOUNT PAID 0. BALANCE QUE
88N EIN jul 47 anNo S [ s | 5 |
[ | |
=] (=]

31, SIGNATURE OF PHYSICIAN OR SUPPLIER

32, NAME ANZY ADORESS OF FACILITY WHERE

33, PHYSICIAN'S OR 54U

PRLIER'S NAME, ADORESS, ZiF CODE &

INCLUDING DEGREES OR CREDENTIALS SERVICES WERE RENOERED {if alher than home or affice} TELEFHONE #
{ cerlify thal the statemanls apply lo this il and are macde a
parl thereo! }

|
SIGNED DATE PN | GRPY
FLACE OF SERVICE CODES

{-{H} - INPATIENT HOSPITAL
2-{0M) » QUTPATIENT HOSPITAL
3-{0) - DOCTOR'S OFFICE

5.
6

4-{H)-PATIENTS HOME

-DAYCARE FACILITY (PSY)

-MIGHT CARE FACILITY(PSY) 9-

7-{MK) NURSING HOME
B-{SNF)-SKILLED NURSING FACIHLITY
AMBULANGE

O-(0LFOTHER LOCATIGNS

8. -OTHER

A-{])-INDEPENDENT LABORATORY




