Pope John XXIll Regional High School

Secondary Insurance information

Dear Parent/Guardian,

Your son/daughter sustained an injury during a Pope John event, which gualifies them
to receive our supplemental health insurance. This health insurance works as a
secondary insurance. If you choose to use this additional coverage, please complete
the personal information page, which is the fourth page in this packet.

Pope John is not responsible for filing the claim. As a reminder, the claim must be filed
within 90 days of the injury. If you choose not to use the supplemental insurance,
please complete the denial form, which is the last page in this packet.

Kindly fax or email a copy of either the completed denial form or the completed personal
information form to the Pope John Athletics Department. The fax number is
973-729-0384.

If you have any questions, please contact either Pope John's Business or Athletic
Training Departments.

Thank you,
Gerard Graziano, ATC

gerardgraziano@popejohn.org



Diocese of Paterson

Student Accident Claim Form Instruction Sheet

The Diocese of Paterson carries student accident insurance that is intended to cover
costs not covered by your primary heaith insurance carrier. You are eligible to file a
claim for accidents involving your child that occurred during a school related activity.
Coverage also extends to CCD students, CYO participants and volunteer workers.
Please complete the attached form and include the requested documents when
submitting your claim.

1.

Part 1 of claim form: Please complete the claimant information, date and
description of the injury. The school will complete all other fields in this section.

Part 2 of claim form: Please complete all requesied information regarding the
student and each parent along with the primary insurance policy information.

The claim form must b e signed by the parent or guardian.

You must attach copies of your primary carrier's Explanation of Benefits
(EOB) and all itemized medical hills (known as HCFA’s, UB-04’s or UB-92’s).
The medical bills should show the ICD-9 codes form the services provided.

If you have already paid the medical service provider and wish to be reimbursed
direcily, please attach a paid receipt or statement that verifies the payment.

Submit the completed claim form, itemized bills and primary insurance
Explanation of Benefits to the insurance company, BMI Benefits, LL.C.



7. You may contact BMI Benefits at 1-800-445-3126 to discuss your claim. Please
be aware that settlement of your claim may take several weeks to process.
When contacting BM| Benefits, please have your claim form available to ensure
prompt assistance.

8. Please feel free to contact or send all inquiries to:

Lisa Crupi

Claims Examiner

Bob McCloskey Insurance/BMI Benefits LLC.
PO Box 511

Matawan, NJ 07747

Phone: 800-445-3126 ext 56350 (OFFICE)
Fax: 732-844-8704

Email: lisac@bobmccloskey.com

www.bobmeclokey.com

Updated 2023



HOW TO FILE A GLAIM:
1. Complete this form within 90 days.
2. Altach itemized Bills and Primary Carler Statements
3. Mallto: BMI Benafils, LLC, P O Box 511, Malawan, NJ 07747/1-800-445-3126

ANY PERSON\NHO KNOWINGLY AND/OR WITH INTENT TO INJURE, DEFRAUD OR DECEIVE AN INSURANCE COMPANY OR OTHER
PERSONS FILES A STATEMENT OF CLAIM CONTAINING FALSE, INCOMPLETE OR MISLEADING INFORMATION, MAY BE GUILTY OF

INSURANCE FRAUD AND SUBJECT TO CRIMINAL AND SUBSTANTIAL CIVIL PENALTIES.

This perl mus! be complated and signed by an officlel of the polisyholder or tha ¢la/m cannol be processed

. PART 1A: POLICYHOLDER
SchealOrganlzation Policy##
Diocese of Patergon L1KTT8179700
Schooi Malling Address . City, State, 2ip
777 Valley Road Clifton, NY 07013
Injured Person's Name Biith dale B} Mateo Famaleo
Dala of Injury Time Type of Sport or Aclivity Part of body Injured
How did Injury ooour?
Accldent Type; [nterscholaslic 0¥ IntramyrglsD Sehoot-Time O Olhor O

Al the Ume of the Injury, was tha injured Involved In an activity sponsored and supenised by the policy holdes?  YESTT NOOD

Was he/she awilnessto the aceldenl? YESO NOD
Date

Wame of Supenisor
Signaluce of Superylser/Otficlal Tilfa

PART 1 B: INJURED PERSON'S INFORMATION
THE INJURED PERSON'S SOCIAL SECURITY NUMBER MUST BE PROVIDED AS REQUIRED BY THE CENTER FOR MEDICARE SERVICES

Injured Parson's Soclal Security Number

Injured Person’s Home Address (Street, City, Stote, Zip)

13 the Injured Person Employed? YESD NOO i yos, please fill out Seclion A below,
{a the injured Person Manrjed? YEStI NODO Spouse’s Name

13 the Spouse Employed?‘ YES{I NOO I yos, please fill out Seclion B balow.
Are you covered by any ather Insurance poficy, ailher as a depandent, grovg, Individual, automobile medical or lfability YES O  NO O3
I Yes: Name of Insurance Carrler Pollcy #:
PARENT/GUARDIAN INFORMATION
Father/Guardian Name Mother/Guardlan Name
»
Addtess [Slieel, City, Stale, 2ip) Address {Street, City, Slale, 2ip)
Home Phens Home Phong
Is the Father Employed? YESo NOB Is. the Mother Employed? YES© NOo
SECTION A {INSUREDIFATHER) SECTION B (SPOUSE/MOTHER)
Employar Employer
Address (Sireel, City, State, Zip) N

Address {Streel, City, Stale, Zip)

Businéss Phone Business Phone

Policy# nsuraace Company Polley#

Insurance Company

MEDICAL INFORMATION AUTHORIZATION ASSIGNMENT OF BENEFITS:
You are hereby aulhosized to fumish at e request of and {o BMI Benefits, LLC or the undenwriling compantas with which it warks, informallon which-you may possess; Including
findings and trealmen! rendered, X-rays and coples of of] hospilal and medical records, all oceasloned by profesalonat sarvices and hosplial care rendered on my behatl, The
foregoing suihorizallon Is granted with the tinderstanding (hal any lzgal rights | may erdinarlly have lo claim communicalions batween us a8 privileged are herdty expressly and
yoluntarly walved. A Pholostal of this authorlzalion shall ba considered a8 affactive and valid as the criginal, PAYMENT WILL BE MADE TO THE PROVIDERS OF SERVICE
{HOSPITAL, PHYSICIAN AND QTHERS), UNLESS A PAID RECEIPT OR STATEMENT ACCOMPANIES THE BILL AT THE TIME THE CLAIM 15 SUBMITTED.

Now York: Any gerson who knowlingly and with Infent to delraud any nsurance company or olher person filas a stalement of clalut conlalning any materlally faise information, of
conceals fof the purpase of misleading, information concarning any fact materal tharelo, commits a fraudtent Insurance act, which s & crime, and shalf also be subject lo a civil

enally not fo exceed five thousand dolfars and the stated valug of the clalm fer each Such violallon,
Clalmant or Authorlzed Person’s Signalure Date




FPorPE JOHN XXIill REGIONAL HIGH SCHOOL

Secondary Insurance Denial Sign Off Form

I am aware my child
parent’s name

was injured during

child’s name
a Pope John XXIII High School sponsored event. I acknowledge that the school’s

secondary insurance was offered to me, but I am declining to use it.

parent’s signature date



