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Instructions: 
1). You must have SECTION A fully completed by a designated official of the Policyholder.
2). SECTION B is to be completed, signed and dated by the claimant or parent/guardian of claimant, if claimant is a minor. 
3). Attach itemized bills for all medical expenses being claimed including the claimant’s name, condition being treated (diagnosis), description of services, 
date of service(s) and the charge made for each service.  PLEASE MAIL COMPLETED FORM AND BILLS TO ABOVE ADDRESS. 

The furnishing of this form, or its acceptance by the Company, must not be construed as an admission of any 
liability on the Company, nor a waiver of any of the conditions of the insurance contract. 

SECTION A – MUST BE COMPLETED AND SIGNED BY A DESIGNATED REPRESENTATIVE OF THE POLICYHOLDER 
NAME and/or LOCATION OF GROUP/CLUB/SPORT/SCHOOL. ETC. 

CLAIMANT’S FULL NAME (Please Print Clearly or Type) 
 

SOCIAL SECURITY NO. (If Available) DATE OF BIRTH NAME OF SUPERVISOR 
 

DATE COVERAGE BEGAN 
 

DATE COVERAGE WILL END/HAS ENDED 

NATURE OF INJURY OR ILLNESS. (Describe Fully, Including Which Part Of Body 
Was Injured.) 

DESCRIBE HOW, WHEN AND WHERE ACCIDENT OCCURRED (Date 
And Time.) 

NAME OF ACTIVITY DID ACCIDENT OCCUR: 
 A. WHILE CLAIMANT WAS SUPERVISED  YES  NO 

 B. DURING SPONSORED ACTIVITY  YES  NO 

INDICATE THE SPORT (If Applicable) C. DURING PROGRAMMED HOURS  YES  NO 

 D. WHILE TRAVELING TO OR FROM REGULARLY 
SCHEDULED ACTIVITY IN A SUPERVISED GROUP 

 YES  NO 

DATE LAST WORKED DATE RETURNED TO WORK WEEKLY EARNINGS 

POLICYHOLDER REPRESENTATIVE (Please Print Or Type) TITLE DAYTIME TELEPHONE NUMBER 
(       ) 

SIGNATURE OF POLICYHOLDER REPRESENTATIVE DATE 

SECTION B – MUST BE COMPLETED      
LIST NAME, ADDRESS, AND PHONE # OF OTHER INSURANCE COMPANIES UNDER WHICH CLAIMANT IS INSURED 
 

POLICY #/ACCOUNT # 

IF CLAIMANT IS A MINOR, NAME OF CLAIMANT’S GUARDIAN/RELATIONSHIP TO CLAIMANT 
 
ADDRESS OF CLAMANT(If Claimant Is A Minor, Name And Address Of Claimant’s Guardian) 
 

GUARDIAN’S SOCIAL SECURITY 
NUMBER 

NAME/ADDRESS/TELEPONE # OF EMPLOYER (If Claimant Is A Minor, Guardian’s Employer) 
 

EMPLOYER’S DAYTIME TELEPHONE # 
(        ) 

BY SIGNING BELOW I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND 
BELIEF 

AUTHORIZATION and ASSIGNMENT OF BENEFITS 
I, 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, association, 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.  I authorize the policyholder, employer or benefit plan administrator 
to provide the Insurance Company named above with financial and employment-related information.  I understand that this authorization is valid for the term of coverage of 
the Policy identified above and that a copy of this authorization shall be considered as valid as the original.   
 I agree that a photographic copy of this Authorization shall be a valid as the original. 

I  understand that I or my authorized representative may request a copy of this authorization. 
I understand that I or my authorized representative may revoke this authorization at any time by providing the insurance company with written notification as to my 
intent to revoke. 

Signature of Insured or Authorized Representative 
 

Dated 

Address: 

Fraud Warning: Certain states require specific state mandated fraud language to be included on all claims forms while other states use a generalized fraud 
stated.  ACE USA Accident &Health has adopted the fraud warning language prescribed by the District of Columbia as its standard fraud statement.  Unless 
otherwise noted below this statement shall be included on all claims forms, applications and enrollment forms. 
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District of Columbia Generic 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. 
The following states have required us to use state specific language as follows: 
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 
“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." 
Florida 
Any person who knowingly and with intent in 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. 
New York 
Any person who knowingly and with 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 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 such violation. 
Oklahoma 
Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes ant claim for the process 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 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 
and subjects such person to criminal and civil penalties.      
Maryland/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 may be guilty of insurance fraud. 
Virginia 
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 may have violated state law. 

 


