dilh

J (e

—~

o

A8\ myers | stevens | toohey

SHH Al U HE HEESZ "3 ohy

2E/HN S S(ES Mol S8

= [— Moo

B okt
AlSiLt ZIH0| 2B | O M0 tE= O] = JHs ot W2 A7t LHOY|, 22 CHA SHEE, ollE, of 2, 271 3! H|st, St OfghA|Zt
S EZ of 2ol CHel S XISHYAI2. 0|52 ot H=0f| KES B SN, B2 B2 U ALE T QIMEl AMKL 224101 A
HA|7LE (800) 827-46952 TALO] AT HA2tStA = UESLICH
HEuZ Hdp gA 9 HD
ol 2t Ao E SA| 2w Z=0f| 7Hs B of XEMISHA| 2 0 gfL|Ct,
StIof ot At S A HY HXZ 7 QAZ QESHL, e ot G2 X0A| QAo IHE AS 2415t 212 4 UA|
Mol Fetn @YLICH 20 cHA Aot ot grE ot 2t El Z10| OfL|2HH, 7St XHAo| IHE AS R & QUELIC
Aol E= A S StLe| Hed A QAP0 e stL|Ct,
OIE BS &AXStD o2 o= QA 25k, HAIE ol MBS ot dME M2 CHg, 258 N7 A (itemized bill) % CHE 2t
HY b= A 20 2 2E 9| o8 A& A (Explanations of Benefits, EOB)2F SHHl HAF AFRAIZ L FAA|Q.

O3 HO|X|of e B2 M7 QA2 FOIZ 2 J8{of BfL|CH ==0| HROIAIH SAF AFRA0] HEBHYALR
o|2 AMH|A H|ZXt &7|
Hotel A E &

IM|Q| MAS| QIZHEl O = AMH[A HZXOA T2| 0 & 5= S LICH 2iLE, First Health Network == First Choice
Health Network(%) A E1 3=t SHE) @F A|FEl M S XA (|2 E BIO™ 20l EE HIE2 Y 4 UYSLICH AE 9|2 MH[A

M| 3 Xt= www.firsthealth.com (800) 226-5116 5= = www.fchn.com (800) 231-69350{| Al BtO Al == QUELICH FSH| XHA 7F HMOS
Sl X 2= 2, HSHe HMOZF AP SQISHA| @f2 U EH 2 22 (out-of-network) 2| MH|AE Bh= A Ch0] ot X5
I S2Hof| 2 ol=H0| ZAE & AUSLICE o] HIHA QI of & M[ot2 7ol Mo 2 oot ZS#0ll= MEE(X| i, 85

K =0z MEEX| et&L T

XNz WS

MEIA JMSAS| e/ H 4 SR HBHel (e Al) LAt E&d/2E S YEE MSHHUAIL

Tore XA E fdl Gt el S S FoHo B2, ot B ID F=S MAIRfLICt. 75te| XHA 7t of w0 M K=ot
o S0 B S e F2, e X0 0|2 Ye[1 oful/st51 S AL, o 0| =, #3519 XA 2|
B2 At AL 9|z FH| B E= At 8l 2 20|t ST N3 2e0|2t 22= A2 O LT, #lote] A=

I X LICE,

= =
HISXHol|A X gt A2 250 €A gezid E
70| et G

Fstel ZHq7L CHE B =AY HES 71X 0 A= B9
iPS

UKt Z2H(Medicaid= 0| 2)0ll EEZ 2 HFot, K2| = ZALof “of & MHA” L= “E0B” At2 S EHLICH

Hote| A4 E X|zet MH|A HSX22E] AL HIR 5t A

Hotol B3 HFE BIIStD |8 S NS5t o AHQ ME[A HSKZEE 22 MAot S8 HA7F HREfL|C,
0|52 9At 59| MH|A XS X7t HE3SH= HCFA 1500 BE= CMS 1500 4] 12|11 Hel0|Lt 2 MIE S| A|ME0| HEdt=
UB04 LAJLICHE OS2 CH e Ha MEE Iyt UEL|Ch

o MH|A T

e HIHE

o XICHAE - 0|52 Hote RHASA fH EX7F JQ=XE 20 FLICH

e A& Es=22 IE -0l ZHE YIH/K|E5H| ) FAUS SIRILIE 20 FLICE

o XMNISXHEHAMIDHS - SEHZ ME|A ®SKHO|A XS o W-9 Al LAlsH | 2o 2R

e NPI(=7F MSKFAEXL - A FEE E517| IS 2R

211 - A= oA dED B 5E HA CHAO| ME[A RS2 EE Q| “BAMIA”, Yt 44 E E0B £= X2
HAXS )\|>_Q_'<'5|' A O-IAL||:|.

oT o= O = T HAHKH

“Kaiser 2SS 71X 10 AL B-R, Kaiser 212 A{H| A0 H| “LLH FAIA " (courtesy statement) E R & SHYAI 2. Ol= 2[0jA] LG8t
HEHES ZoIotL QUELICE MEE EAM7F (UEs ER) o8 A7F 2EF0| HOfRIXIE HAISLES BfHAI2.

X Z £HA|

LIS EMES LS TAE REYLICET) &Y et=ot HHZ Y QA 2) S8 B, 3) 7|EF E& /718 SHEOB (S Al)

MYERS-STEVENS & TOOHEY

Attn: Claims Department
26101 Margueritg Parkway L= HA:(949)348-9350 = 0/0f2: claims@myers-stevens.com

Mission Viejo, CA. 92692

FIt =20] ZR56}4/LI7}? (800) 827-4695 2 ZiS}SILIAIL H[O[A] 1



A%\ myers | stevens | toohey
STUDENT ACCIDENT & SICKNESS INSURANCE CLAIM FORM

P A

SCHOOL/PARISH STATEMENT

(Parent or legal guardian may complete Part A if injury is not school/parish-related)

NAME OF CLAIMANT FIRST M LAST AGE GRADE [] FEMALE  [] MALE DATE OF BIRTH
MO DAY YR
ADDRESS OF CLAIMANT cITY STATE ZIP CODE
IS THE CLAIMANT A: ID # FROM ID CARD (If applicable)
[ STUDENT [ STAFF [JVOLUNTEER [ OTHER
NAME OF SCHOOL/PARISH NAME OF DISTRICT, DIOCESE OR OTHER SCHOOL SYSTEM
SCHOOL/PARISH MAILING ADDRESS CITY STATE ZIP CODE SCHOOL CONTACT EMAIL ADDRESS
DURING WHAT ACTIVITY DID THE INJURY OCCUR? [ INTERSCHOLASTIC PRACTICE ~ [] INTERSCHOLASTIC GAME ~ [J PE.  [JCLASSROOM ~ [JPLAYGROUND ~ [JTRAVEL ~ [JATHOME  [] FIELDTRIP
[ RELIGIOUS EDUCATION ~ [] CONFIRMATION ~ [] YOUTH MINISTRY ~ [C] YOUNGADULTMINISTRY -~ [Jcvo  [JPAL  [CJOTHER
WAS THE CLAIMANT PARTICIPATING IN A SPORT NOT SCHOOL/PARISH-SPONSORED TYPE OF SPORT: DOES THE SCHOOL/PARISH HAVE ANY RECORD OF ANY HEALTH COVERAGE FOR
AND SUPERVISED? ~ [] YES No THE CLAMANT? ~ [JYES [ NO
IF YES, LIST NAME OF SPORTS ORGANIZATION: If YES, name of plan:
DATE OF INJURY/SICKNESS | TIME OF INJURY WHAT PART AND/OR AREA OF THE I RIGHT HAS THE CLAIMANT SUFFERED FROM SAME OR SIMILAR CONDITION
. BODY WAS INJURED? BEFORE? [JYES [JNO  IFYES, WHEN?
/O/O' (Circle One) (Additional details may be provided below) L] LEFT
PROVIDE DETAILS ON HOW AND WHERE THE INJURY OR ILLNESS OCCURRED. PLFASE BE SPECIFIC
NAME AND TITLE OF SUPERVISING OFFICIAL AT TIME OF INJURY WAS HE/SHE A WITNESS TO THE ACCIDENT? DATE SCHOOL/PARISH WAS NOTIFIED
[JYES INO
NAME AND TITLE OF OFFICIAL COMPLETING FORM SIGNATURE DATE SIGNED SCHOOL/PARISH TELEPHONE NUMBER
X
NAME OF CLAIMANT’S PRIMARY PHYSICIAN ADDRESS PHONE NUMBER
IS THE CLAIMANT COVERED, DIRECTLY AND/OR AS A DEPENDENT UNDER ANY OTHER INSURANCE OR HEALTH PLAN(S)?  [J YES [JNO | POLICY NUMBER(S) IS THE CLAIMANT A MEDICARE
IF YES, NAME OF PLAN(S) BENEFICIARY? [CIYES [INO
NAME OF CLAIMANT’S EMPLOYER (if applicable) ADDRESS PHONE NUMBER
NAME OF FATHER OR LEGAL MALE GUARDIAN EMAIL ADDRESS MOBILE TELEPHONE NO. HOME TELEPHONE NO.
ADDRESS cITy STATE ZIP CODE
NAME OF EMPLOYER [J Self Employed ~ [] Part Time ] Unemployed WORK TELEPHONE
ADDRESS OF EMPLOYER cITy STATE 7IP CODE
NAME OF MOTHER OR LEGAL FEMALE GUARDIAN EMAIL ADDRESS MOBILE TELEPHONE NO. HOME TELEPHONE NO.
ADDRESS cITy STATE ZIP CODE
NAME OF EMPLOYER [ self Employed  [JPart Time ] Unemployed WORK TELEPHONE
ADDRESS OF EMPLOYER CITy STATE ZIP CODE

effective as the original.

AUTHORIZATION: | hereby authorize any School, Participating Organization, Policyholder, trust, employer, insurance company, health plan, medical/dental provider or other person or entity to release any information/
documentation needed to process this claim to Myers-Stevens & Toohey Co, Inc. (MST) or its insuring company when requested by them to do so. This may include but is not limited to: details of the reported loss;
identification of witnesses and supervisors; verification of other insurance or health coverage; coverage terms; explanations of benefits; complete health records including those involving mental/emotional disorders and
substance abuse; prescription drug history and fully itemized bills in the form of CMS/HCFA 1500s and UB04s. If the claim is reportedly the result of participating in a School, Participating Organization or Policyholder activity,
| authorize MST to share information concerning this claim as necessary with representatives of the School, Participating Organization or Policyholder as applicable. | understand that the authorization to release claim-related
information/documentation to MST will terminate two years from the date of signature unless terminated in writing on an earlier date by me. A photo static/digital copy of this authorization shall be considered as valid and

NAME RELATIONSHIP TO CLAIMANT SIGNATURE X DATE
ASSIGNMENT OF BENEFITS: | authorize the payment of benefits directly to the provider(s) of services and/or supplies associated with this claim.
NAME RELATIONSHIP TO CLAIMANT SIGNATURE X DATE

NAME

RELATIONSHIP TO CLAIMANT

FRAUD WARNING: Any person who knowingly and with intent to defraud any insurance company or other persons, 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, subject to criminal prosecution and/or civil penalties.
I have read and acknowledge the General Fraud Warning above and the specific version for my state on the reverse side.

SIGNATURE X DATE

100 05/2024
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STATE-SPECIFIC FRAUD WARNINGS

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

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.

Arkansas, Louisiana, Rhode Island, West Virginia: Any person who knowingly presents a false or fraudulent claim for payment for 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.

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

Colorado: 1t 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.

District of Columbia: WARNING: 1t is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person.
Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the
applicant.

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.

Hawaii: For your protection, Hawaii law requires you be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or
imprisonment, or both.

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

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

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, Tennessee, Virginia, Washington: it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purposes 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 R.S.A. 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.

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.

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 $5,000 and the stated value of the claim for each violation.

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: \WARNING: 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.

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.

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.

A8\ myers | stevens | toohey
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