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; ; PRINT FORM
Please print or type. Incomplete forms will be returned. SUBMIT ONLINE ﬁA H G A

SEND COMPLETED FORM & BILLS TO: CLEAR FORM CLAIM SERVICES

STELLAR SERVIC

NAHGA Claim Services
P.O. Box 189

Bridgton, Maine 04009-0189

(800) 952-4320

(207) 647-4569 Fax

If this form is not completed in FULL, this claim cannot be processed and will be returned.

PART 1. POLICYHOLDER & INSURED

(1) School/Organization (2) Policy Number
(3) Student - Last Name, First Name (4) Student Social Security Number
(5) Mailing Address where Insurance Info/Requests should be mailed (6) City, State, Zip (7) Phone

(8) Email Address of Student, or Parent/Guardian if Student is Under 18

(9) Birthdate (10)Male O Female O (11) Was a Pre-Participation Physical performed clearing athlete for participation? Yes Q No O
(12) Date & Time of Injury (13) Where did injury occur? (14) How did injury occur?

(15) Part of body injured (16) Date of first medical treatment (17) Is this condition: Acute Injury O or Chronic/Overuse Condition O

(18) Has health history been recently reviewed by sports medicine staff?  vYes O No O

(19) Has the athlete injured the same body part in the past? Yes O No O

(if yes, please attach a copy of the pre-participation physical showing clearance)

(20) Sport Type: Designation: Intramurals 0  Practce @ Game O  Other OQ

(21) Was the Student involved in an activity sponsored and supervised by the school at the time of injury? ~ Yes O No O

(22) Under whose supervision? Was He/She awitness? Yes O No O

(23) Signature of Supervisor/Official: Title Date

(24) Is Student covered by any other insurance policy (other than this school policy), either as a dependent, group, individual, automobile medical or liability? ~ Yes O No Q4
If yes, please list name of insurance carrier:
(25) Is the student covered by a Medicare policy: Yes [ ]~ No[_]

Please note that if other insurance exists, all claims must be submitted to that other insurance policy first.




PART 2: AUTHORIZATION

PERSONAL INFORMATION NOTICE AND CONSENT: | understand that the information provided by me on this claim form and otherwise in respect of my claim, is required by the Insurance
Company named above or its representatives (the “Insurer”) to assess my entitlement to benefits, determine if coverage is in effect and co-coordinate coverage with other insurers. | consent
to the collection, use, retention and disclosure of my personal information and that of my dependents, including any information collected in this claim form or otherwise obtained by the
Insurer, its affiliates and any independent third parties for the purposes of administering, adjudicating, and/or servicing my claim as well as exchanging information with agents, brokers, third
party administrators or any other independent third parties for the purposes of determining the status, outcome or resolving any issues in connection with my claim. | understand that my
personal information and that of my dependents may be stored within or outside the United States for processing, storage, analysis, or disaster recovery, and under applicable law, may be
subject to disclosure to domestic or foreign governments, courts, law enforcement or regulatory agencies. | understand that | may revoke my consent at any time in writing and acknowledge
that should | do so, my claim may not be adjudicated. In cases of suspected fraud concerning this claim, | agree that the Insurer may investigate and share information with regulatory bodies,
government or police agencies, other insurers, healthcare professionals, the group policyholder or my employer, if applicable.

|, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, insurance support organization, governmental agency, group
policyholder, insurance company or reinsurance company, workers compensation board or similar plan or organization, association or institution, employer or benefit plan administrator to
furnish to the Insurance Company named above or its representatives, any and all information with respect to any injury or sickness suffered by, the medical history of, or any consultation,
prescription or treatment provided to, the person whose death, injury, sickness or loss is the basis of claim and copies of all of that person's hospital or medical records, including information
relating to mental illness and use of drugs and alcohol, to determine eligibility for benefit payments under the Policy Number identified above. | authorize the group policyholder, employer or
benefit plan administrator to provide the Insurance Company named above with financial and employment-related information. | understand that this authorization is valid for a period of two
(2) years from the date hereof, and that a copy of this authorization shall be considered as valid as the original. | understand that | or my authorized representative may request a copy of this
authorization.

NEW YORK FRAUD STATEMENT: 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 FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION

X

Signature of Student or Authorized Person Date

AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | hereby authorize payment directly to the Provider of service for medical benefits, if any, otherwise payable to me for services
rendered but not to exceed the reasonable and customary charge for those services.

X

Signature of Student or Authorized Person Date

Note: If you do not sign the authorization to pay benefits to the provider and would like payment made directly to you, you MUST submit paid receipts for each bill.
V.03.16




Dear Insured: Insurance is underwritten by Hartford Fire Insurance Company of the State of Connecticut. Below is a listing of the
fraud language that your State Department of Insurance requires us to give to you. Please first locate your state of residence and then

read theffaud language that pertains to your state. Thank you.

Connecticut Massachusetts
Georgia Michigan
Hawaii Missouri

lowa Mississippi
Illinois Montana

Generic Fraud Warning (to be used for above states only) 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
fines and confinement in prison.

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 and West Virginia — 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 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.

Nebraska South Dakota
North Carolina Utah

North Dakota Vermont
Nevada Wisconsin

South Carolina Wyoming

Colorado - It 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: It 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 insurance company files a statement of claim or an
application containing any false, incomplete, or misleading information
is guilty of a felony of the third degree.

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 — A person who knowingly and with intent to defraud an insurer
files a statement of claim containing any false, incomplete, or misleading
information commits a felony.
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KANSAS: ANY PERSON, WHO KNOWINGLY AND WITH INTENT TO
DEFRAUD, PRESENTS, CAUSES TO BE PRESENTED OR PREPARES
WITH KNOWLEDGE OR BELIEF THAT IT WILL BE PRESENTED TO
ORBY AN INSURER, PURPORTED INSURER, BROKER OR ANY
AGENT THEREOF, ANY WRITTEN, ELECTRONIC IMPULSE,
FACISIMILE, MAGNETIC, ORAL, OR TELEPHONIC COMMUNICATION
OR STATEMENT AS PART OF, OR IN SUPPORT OF, AN
APPLICATION FOR THE ISSUANCE OF, OR THE RATING FOR AN
INSURANCE POLICY OR COMMERCIAL INSURANCE, OR A CLAIM
FOR PAYMENT OR OTHER BENEFIT PURSUANT TO AN INSURANCE
POLICY FOR COMMERCIAL OR PERSONAL INSURANCE WHICH
SUCH PERSON KNOWS TO CONTAIN MATERIALLY FALSE
INFORMATION CONCERNING ANY FACT MATERIAL THERETO, OR
CONCEALS, FOR THE PURPOSE OF MISLEADING, INFORMATION
CONCERNING ANY FACT MATERIAL THERETO COMMITS A
FRADUALENT INSURANCE ACT.

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 - It is a crime to knowingly provide false, incomplete, or
misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines,
or a denial of insurance benefits.

Maryland — Any person who knowingly and willfully presents a false or
fraudulent claim for payment of a loss or benefit or who knowingly and
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 RSA
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.

Ohio and Oregon — 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 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.

Tennessee, Virginia and Washington State — It is

a crime to knowingly provide false, incomplete, or misleading
information to an insurance company for the purpose of defrauding the
company. Penalties include imprisonment, fines, and denial of
insurance benefits.

Texas — 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 in state prison.
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