~

-

PO-Box 15369’

Springfleld, MA 01115.5369
(877) 657-5039
spechaliiskCS@wellfleetinsuranceicom:
fax: {413) 7334612
PLEASE FULLY COMPLETE THIS FORNI
ATTACH ITEMIZED BILLS
‘MAILALL INFORMATION TO THE ABOVE ADDRESS'
PART I — POLICYHOLDER'S REPORT
Pa_rtlclpat’lng‘ Group Numbaer: Policyholder:Numher: _Policyholder Name:' Event, Adlivity or Sport
o : et i Reglanal Schiool Distrlat #15 Inc; Towns Middlabury
SR571{398K2 L ~MP000D700782 B and SouthBury g
Claimants Name {Injured Pafson) Soclal Suciiflty Number  |Gender Date of Birth E-Mall Address
1 M 1
Address of Injured Person and Best Conlact Phona Number {includs:Area Coda)
Date'and Tima of B 3 ] 2 2 g
Accldant Place whera Accldent Oceurred The Injured purson was a:
oy ; Staff ey
D Particpant [:] Moimbst D Other:
Indicate.which Teath werainvolvedin' Describe Condition of Injured Taeth Prior {o:Accident;
the Accldent :
Danfal
Claim 1 L—_] Whols, Sourid & Naturaf [:l Fillad D Capped D Artificlal
Type of Injury {Indicate Part of Body Injured — e.g. broken arm, sprained ankle, étc.) Did Iip]ury Resull In' Death? D Yes D ‘No
Describa How Accldent Ocourred = Glve All Possible Detalls
Dld Actldent Ocour {Check Yas or No for Eachiof the: Followlrig):
A. Durihga:policyholder programmed, sponsared & supervised, or sanctionad activity? 3 D Yes D No
8, - Onactivity pramises? D Yes D No
C. Whilatfaveling directly and unlntarruptedly to or from fhia aveni? D Yes [l] No
“D;- . During.int Ileglate/scholastic athietic practice ar compatition? D Yos D No

I cartify that the above information’Is correct {o-the best of my knowlodgs dnd ballef, that the person named above'is insured by tho'poliay, and that his or her insuranca was'In sffect.on
the dafe tha'acoldent acourred.

Date

Slgnatura.of Plan Sponsor Name, Title-and. nglephona Number of Plan Senn'sor




PART Il - OTHER INSURANC E STATEMENT

indlvidual; loyes.or dependent memberof a Health Maintenance

asan iploye

Do youlspouselparent have medlcallhealth care or are’you er f d
Organizatlon (HMO) or sfmllar prepaid’ heanh careplan, orany ‘other: type ofaccldsnﬂhaalthls!cknass plan coverage! through an:smployer;:

Yes

a'parent's empJoyeror qtherso_urc_a? N

Policy #:

If yes name of Insurance company:.

-Other Insurance Carrier Teleptione#

Qther Insurance Carrier|D#

Mot;;ejfs‘(Gu‘afdIa‘n_‘s’).prlrx’lafjémployenname,addnass & tetephone;

. Father's (Guardian's) primary.employername, addrass & te_lephon'e:

Are you eligible to receive benefits.under any governmental plan or program, Including Medicare?

D Yes D No - . If yes, please explzin:

IF-GTHER INSURI IF OTHER INSURANGE OR HEALTH GARE PLANS EXIST, PLEASE SUBMIT COPIES oftheir EXPLANATION OF BENEFITS along with yatir claim.

I-agres that should:it be determined at'a later date there is another insurance (or. similar), to reimburse Wellfleet Group fo lhe~extent‘of‘any:amou‘ntquﬂecbble

DATE

SIGNATURE

PART Il ~ AUTHORIZATION TO PAY-BENEFITS TO PROVIDER:

I aulhorize'medical. payiments lo. physiclan or:supplier forservices described.on any atfached statements enclosed. If-not:slgned, plaase provide proof of paymant,.

DATE!

SIGNATURE

“}authorize:any. physician; medical profassiona, hospllal, covered entity as defined: undsr HIPAA; Insurer:or.other organization or person having:any récords, dates or Informali
concerning (he clalmant:to disclose whenrequested to do so, allInformation with-respectito any Injury, pollcy coverage, medicathislory, consultation, Ppresciption:or treatment:
‘and:coples of all hospital or medical records. or.all such racords i thelrentirety to-Wellfigat Group; LLC. A photo stallc copy of hls aulkiorization shall'be:considered :

as effective and valid as the original;

| agrée. that should it be determined at 2 later dale there Is other Insurance (orsllﬁllér). to reimburse Welllest Group fo the extent.of any amount collectible:

| cetify.that the. above Information Is coirect to lie best of my.knowledge and bellef, liunderstand thatany person-who Knowingly and withthe intént to defraud or decelve any
insurance company; files & claim conlaining.any material by false;. incomplete or misleading Infarmation may.be subject lo prosecution forinsurance fraud.

SIGNATURE DATE




