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Bao hi€m Tai nan va Bénh tat cho Hoc sinh HUOGNG DAN NOP YEU CAU THANH TOAN BAO HIEM
DANH CHO PHU HUYNH/NGUO1 GIAM HO HOP PHAP (hoic hoc sinh & d6 tudi hop phap)

Piéu khoan va diéu kién bao tra

Trudc hodc ngay sau khixay ra chén thuong hodc bénh tat, quy vi vui long doc ki céc diéu khodn va diéu kién bao trd, bao gom: hoat ddng duoc bao trd; quyén loi; truong hop ngoai lé;
yeu cau va gidi han; han chét quan trong, v.v. Quy vi ¢6 thé tim nhiing thong tin nay trong céc chinh sach dugc luu h so tai vin phong ban quan Iy nha truding, cic tailiéu in cho muc
dich thu xép bao tra, qua truc tuyén hodc lién hé truc tiép véi chiing toi theo so (800) 827-4695.

Biéu mau yéu cau thanh toan bao hiém va bao cao
Bdo cdo céc chan thuong lién quan dén trudng hoc ngay cho cac cdn bo nha truong, mo ta cang chi tiét cang tot.

Yéu cau nha truting cung c&p biéu méau yu cu thanh todn B3o hiém Tai nan va Bénh tat cho Hoc sinh, dng thi nha'mot can bo nha truidng duoic ty quyén dién DAY DU VA RO RANG
vao Phan A trong bi€u mau nay. Néu chan thuong dugc bao céo khong lién quan dén truting hoc, quy vi ¢ thé ty dién vao Phan A. Quy vi chi cn ndp mot mau yéu cau thanh todn bao
hiém d6i véi méi chan thuong hodc bénh trang.

Pién DAY DU VA RO RANG vao Phén B (thdi gian xit Iy s& cham hon néu quy vi dién thiéu), ky vao nhiing ch yéu cau, ghi ngay va g lai mau don cho véin phong cla chiing t6i ciing véi
héa don ghi chi tiét cc hang muc va Bang Gidi thich Quyén loi Bao hiém (EOB) tirbdt c( chuong trinh bao hiém hodc chuong trinh stic khde nao khéc o ap dung.

XIN LUU Y: Quy vi can dién vao Biéu mau Yeu ciu Thanh todn Bao hiém trén trang tiép theo bang ti€ng Anh. Vui long goi dén van phong clia chiing toi d€ dugc hd trg.

Tim nha cung cap dich vu cham séc siic khoe

Quy vi hoan toan ¢6 thé dua con minh dén tham kham tai bét ky nha cung cép dich vu stic khoe nao dugc cp phép phi hop. Tuy nhién, chi phi phat sinh cd thé gidm xudng néu quy vi
tim kiém cham séc tif nhiing nha cung c&p co hop dong vdi First Health Network hodc First Choice Health Network (chi tai WA). Quy vi cd thé tim céc nha cung cdp 6 ky két hop dong
tai www.firsthealth.com (800) 226-5116 hodc www.fchn.com (800) 231-6935. Néu con clia quy vi cling dugc bao tra theo mot chuong trinh HMO, xin luu y rdng cac quyén lgi trong
nhiéu chuong trinh bao hiém tong quét do nha truting chi trd clia chiing ti ¢6 thé sé gidm di néu quy vi st dung cdc dich vu ngoai mang ludi ma khong dugc HMO cla quy vi cho phép
trudc. Gidi han cd thé co vé quyén loi nay khong dp dung cho bat ky chuong trinh bao hiém ca nhan nao cla chiing toi va khoing ap dung cho trutng hop cap cu.

Truéng hop tim dich vu diéu tri

(ung cdp thong tin vé chuong trinh bdo hiém/stic khde chinh cta quy vi (néu ¢6) cho nhén vién 13p héa don/tiép nhn cla nha cung cdp.

Néu quy vi da mua mot trong cac chuong trinh béo hiém ca nhéan ctia chiing t6i cho con minh, hay xudt trinh Thé bao hiém hoc sinh ctia con quy vi. Néu con quy vi dugc huéng chuong
trinh béo hiém tong quat do nha truting chitrd, hay néi cho nhan vién 1ap hda don biét va xac dinh nha truong/hoc khu do. Du trong truong hop nao, quy vi ciing can gidi thich rang
con minh thudc dién "bao hiém chi phi'y € do tai nan phu" hodc bdo hiém tai nan va bénh tat, va rang day KHONG phai 1a hinh thic béo hiém "cho bén thit ba" nhu déi khi dugc dé
cap dén. Con clia quy vila nquoi dugc bao hiém.

Yéu cdu nquoi lap hda don thém Myers-Stevens & Toohey vao hé thong clia ho véi tur cach bén chi trd, ddng thoi gi thang cho chiing toi héa don chi tiét dugc mo t 6 trén (nén diing
cach nay!) hodc gti héa don do cho quy vi dé quy vi chuyén ti€p cho chiing toi. Qué trinh nay s dé dang hon néu quy vi cho nha cung cap biét la minh dang chuyén quyén thy huéng
cho ho. Néu quy vi gép khé khan, vui long lién hé véi chiing ti dé dugc h tro bat 1 nao.

Néu con ctia quy vi ¢6 bao hiém hoac bao tra suc khée khac
Hay ndp yéu cdu thanh todn bao hiém véi chuong trinh béo hiém chinh d6 (trir Medicaid) va gt cho chiing toi ban sao "Bang Gidi thich Quyén loi Bdo hiém" hay con goi la "EOB" clia
ho sau khi yéu cau dugc xly.

Théng tin chung t6i can tir phia nha cung cap tham kham cho con quy vi*

DE danh gid yéu cau thanh toan béo hiém va cung cap quyén loi béo hiém, chiing i can ¢6 hoa don chitiét tir cac nha cung cdp da thuc hién tham kham. Cac hoa don nay dugc goi la
mau HCFA 1500 hodc CMS 1500 néu d6 la nha cung cdp (nhu bc s) va mau UB04 néu d6 la co's6'y t€ (nhu bénh vién va trung tdm phéu thudt). Nhitng hoa don nay chifa cac thong
tin bat budc sau:

Ngay thuc hién Dich vy

Chi phf dugc Lap héa don

Ma Chén dodn - nhiing ma nay cho chiing toi biét con quy vi gap van dé gi

Ma Quy trinh hodc M& Doanh thu - nhitng mé nay cho chiing toi biét hoat dong danh gid/diéu tri van dé

Ma s6 Thué ctia Nha cung cdp - diing d€ cdp mau'W-9 khi chuyén quyén thu hudng cho nha cung cap

Ma dinh danh Nha cung cép Toan quac (NP1) - cén cho viéc tuan tha cac quy dinh cda Lién bang
LUU Y - chiing thi khoing thé st dung "ban ké khai" cla nha cung c&p, EOB clia chuang trinh stic khde chinh hodc bién lai thanh todn thay cho hoa don chi tiét ma bét budc phéi
cung cap theo mo té G trén.
*Néu quy vi st dung dich vu cta Kaiser, hdy yéu cdu b phan Dich vu Hdi vién Kaiser cung cdp "bdn ké khai tu' nguyén’, trong do cd cdc thong tin néu trén. Vui long dam bdo rdng tai liéu
ma quy vi gui phdi néu 16 phdn chi phi ma quy vi phdi tu thanh todn (néu c).
Céc Budc Cudi cung
Gz 1) Mau yéu cau thanh todn bdo hiém da hoan tat; 2) Hoa don chi tiét; 3) EOB cla chuong trinh bao hiém/stic khde khac (néu dp dung) dén:

MYERS-STEVENS & TOOHEY
Attn: Claims Department
26101 Marguerite Parkway
Mission Viejo, CA. 92692

HOAC Fax: (949) 348-9350 HOAC  Email: daims@myers-stevens.com

Quy vi cdn tro gitp thém? Héy goi cho chiing téi theo s6 (800) 827-4695 . :
rang
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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
26101 Marguerite Parkway, Mission Viejo, CA 92692-3203 - F lr St Health®

Office (800) 827-4695 e Fax (949) 348-9350 ¢ claims@myers-stevens.com
CA License #0425842

Underwritten by: ACE American Insurance Company (Federal Insurance Company in New Mexico) Fi I‘St Choice Health
CcCHUBB PPO Network - WA
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