To be completed by BSA Leader
Council Name:;

Health Special Risk, Inc. Address:
1. PLEASE FULLY COMPLETE THIS FORM HSR Plaza
2. ATTACH ITEMIZED BILLS WITH DOCTOR'S 4100 Medical Parkway
DIAGNOSIS Carrollton, TX 75007-1517
3. MAIL TO HEALTH SPECIAL RISK, INC. Toll Free 866-726-8870 Telephone Nurmber:

. Fax 972.512-5820
E-Mail: boyscouts@hsri.com

ACE American Insurance Gompany

PART 1 - BSA Leader's Statement

Check One: L] Tiger Cub - Ol Tiger Cup Aduit [ varsity Scout  [J Cub O Sceut  [Iventurer [Jleader [JCommities
[ Learning for Life — Explorer {] Paid Seascnal Staff  [[] Volunteer Seasonal Staff 1 Other

Check Policy: [ Council [JUnit [J Campers & Speclal Events [ National Events

Pack, Troop, Post, or Team Number | 1. Claimant's Name (Injured/Sick Person) 2. Social Security Number 3. Gender 4. Birthday
- M _F / /

5. Claimant's Address (Street, City, State, Zip Code) and bast contact telephone number (include area code)

6. If applicable, parent's name, address and best contact telephone number (include area code) 7. E-Mail

8. Whal date did accident happen or sickness begin? | 9. Nature of injury or sickness {indicate part of body injured - such as broken amn, sprained ankiz, etc.)

10. Describe how accldent occurred — give details

11. Name of event or activity 12. Name and title of adult leader
13, Signature of policyholder representative 14. Title 18, Date
X

PART 2 ~ Other Insurance Statement

Do you/spouse/parent have medicaltheaith care or is the Claimant enrolled as an individual, employee or dependent member of @ Health Malmtenance
Organization (HMO) or sitvilar prepaid health care pian, or any other type of accident/health/sicknass plan coverage through your employer or other source on you
or does your sen/daughter have health care coverage as a dependent fram your previous martiage as mandated in a divorce decres? [JYES [NO

If Yes, harne of insurance company Policy #
Y

Name of second insurance company Policy #

Coverage is Primary for First $300.00 Only, Then Excess

This policy is excess to any other avallable source of medical benefits if the charges are greater than $300.00. You must
file your bills through your primary/personal insurance carrier prior to this policy responding. If the total charges are
less than $300.00, we will pay without the other insurance coordination. When your primary insurance company

processes the charges, they will send you an Explanation of Benefits, or “EOB.” Please submit copies of their
Explanation of Benefits along with your claim.

Piease read & sign below: | agree that should it be determined at a later date there is insurance {or similar), fo reimburse HEALTH SPECIAL
RISK, INC., or the insurance company fo the extent of any amount collectible.

Signature of participant or parent Witness Dete

X

NOTE: Any person who knowingly and with intent to defraud any insurance company or other persan files an appllcation for Insurance or
statement of claim contalning any materially false information or conceals for the purpose or misteading, information concerning any fact
materlal thereto commits a fraudulent insurance act, which s a erime and subjects such person to criminal and civil penalties.

Authorization to pay benefits to provider
I authorize medical payments to physician or supplier for services desaribed on any atiached statements enclosed.

Signature X DATE

Authorization for release of information
| hereby authorize any insurance company, hospital, physician or other person who has attended or examined tha claimant to disclose when requested to do so,

all infarmation with respact to any injury, policy coverage, madical nistory, consultation, prescription or treatment, and coples of all hospital or medical records. A
photostatic copy of this authorization shall be considered as effective and valid as the original,

Signature X DATE
ATTACH ITEMIZED BILLS WiTH DOCTOR’S DIAGNOSIS
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FRAUD STATEMENTS

GENERAL: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance of
statement of ¢laim containing any materially false Information or conceals for the purpose of misleading, information concerning any fact material
therete commits a fraudulent insurance act. .

ALASKA, ARKANSAS, IDAMHC, INDIANA: Any person who knowingly and with intant to injurs, defraud or deceive an insurance company files a
claim containing false, incomplete, or misleading information is guilty of a felony.

AR[ZONA: For your protection Arizona law reguires the following statemment to appear on this form;  Any person who knowingly presents a false
or fraudulent clairm for payment of 2 loss is subject to criminal and civil penalties.

CALIFQRNIA: For your protection California_.law' requires the foliowing to appear on this form: Any person who knowingly presents a false or
fraudulent claim for the payment of a lass Is guilty of a crime and may be subject to fines and confinement in state: prison.

COLORADOQ: 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 inslude imprisonment, fines, denial of insurance, and civll damages. Any
insurance company or agent of an. insurance cornpany who knowingly provides false, incomplete, or misleadfhg 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 ssttlement or award
payable from Insurance proceeds shali be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies,

DELAWARE: Any person who knowingly, and With intent fo injure, defraud or deceive any insurer, files a statement of claim containing any false,
incomplaete or misleading information is guilty of a felony.

DISTRICT OF COLUMBIA RESIDENTS: WARHNING It Is a erime fo provide false or misleading information to- an insurey for the purpose of
defrauding the insurer or any other person, Penalties include imprisonmert andfor fines. In addition, an insurer may deny insurance benefis if
fatse information materially related to a ciaim was provided by the appiicant.

FLORIDA: Any person who knewingly and with intent to injure, defraud, or deceive any insurer flles a statement of claim or an application
containing any false, incomplete, or misieading infprmatfon is gullty of a felony of the third degree.

KENTUCKY: Any persen who knowingly and with infent {o 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 frauduient

insurance act, which is a crime. :

MARYLAND; Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance

or statement of claim containing any materially false information; or (2} conceals for the purpose of misleading, information concerning any fact:

material thereto, commits a fraudulent insurance act.
MINNESOTA: A person wheo flies & -claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

NEW HAMPSHIRE: Any parson who, with a purpose 1o injure, defraud or deceive any insurance company, files a statement of ciaim containing
any false, incomplste 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 clainy containing any false or misleading information is subject to criminal and civil
penalies. ; : : . oL . .

NEW MEXICO: Any person who knoWineg presents 2 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 gy be subject to civil fines and criminal penalties.

NEW YORK: Any person who knowingly and with intert to defraud any insurance company or other persen files an application for Insurance or
statement of claim containing any materially false informatior, of congeals for the purpose of misleading, infofmation concerning any fact matarial
thereto, commits a fraudulent insurance act, which is a crime, ‘and shall alsc be subject to a civil penalty not to exceed five thousand dollars arid
the stated value of the claim fer each such viclation,

QUHEO: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application o files a claim ’

containing a faise or deceptive statement is guilty of insurance fraud.

OREGON: Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or
statemient of claim containing any materially false information; or, {2) conceals for the purpose of misieading, information conecerning any material
fact, may have commitied a frauduient insurance act. ' o

PENNSYLVANIA, Any person whe knowingly and with intent to defraud any insurance campany or other person files an application for nsurance
or statement af claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent act, which is a crime and subjects such person to criminal and civil penalties.

TENNESSEE; It is a crime to knowingly .provide false, 'incomplete‘or misleading information to an insurance cornpany for the purpose of
defrauding the company. Penalties inciude imprisoriment, 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. ’ .

VIRGINIA; Any person who, with the intent to defraud or knowing that he is facilitating & fraud against an insurer, submits an application or files a
claim containing & false or deceptive statement may have violated stale faw.
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HOW TO SUBMIT A CLAIM
Listed below are important instructions and comments about filing a claim.

YOUR CLAIM FORM

1. This claim form should be fully complete and submitted within 90 days from the date of injury. Be sure
to answer and complete the section regarding “OTHER INSURANCE STATEMENT”, marking either

yes or no and signing the line for authorization so that HSR and the doctors/hospitals may

communicate concerning your claim.

Incomplete claim forms are one of the most frequent reasons why claim payments are
delayed. '

The claim form must be signed by a policyholder representative (i.e. council, leader).

Only ane claim form for each accident needs to be submitted.

Once completed, make a photocopy for your records and mail to the address shown below.

DO NOT assume that anyone else will mail this claim form to HSR for you.

O N

YOURBILLS

1. Please advise all doctors/hospitals regarding this coverage so they may forward their itemized bills to
us.

2. If you have already been to the doctor/hospital and did not know about this coverage, please send all of
the itemized bills you receive to HSR at the address shown below.

3. The bills should inciude the name of the doctor/hospital, their complete mailing address, telephone
number, the date you were seen by the docter/hospital, what the doctor saw your for and the specific
itemized charges incurred.

4. If this information is not on the bill when you send it to us, we will have to contact the doctor/hospital
which will delay the review of your claim. “Balance Dye” statements do not contain sufficient information
to complete your claim. Mailing HSR “Balance Due” statements will only delay the processing of your
claim. '

EXCESS INSURANCE

The policy Is excess to any other available source of medical benefits if the charges are greater
than $300.00. This means that you must file your bills through your primary, or personal, insurance carrier
prior to this policy responding. If the total charges are less than $300.00, we wili pay without the other
insurance coordination, When your primary insurance company processes the charges, they will send

you an Explanation of Benefits, or “‘EOB". You must forward a copy of the Explanation of Benefits for
EACH CHARGE.

If you have any questions, please contact Customer Service from 8:00 AM thru 5:00 PM, Monday —~ Friday

at (866) 726-8870 or via e-mail at bovyscouts@hsri.com. You may also forward any documents by fax to
(872) 512-5820.

Health Special Risk, Inc,
4109 Medical Parkway
Carrollton, TX 75607
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