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STUDENT ATHLETIC/ACCIDENT INSURANCT,

The District has a Student Athletic Accident Insurance policy that provides
benefits for injuries sustained during Athletic participation. The policy also
includes Band, Cheerleading, Majorettes, Physical Education classes and Field
Trips. This plan of insurance is secondary/supplemental to any health insurance
you may have. As such, all expenses must be submitted to your own insurance
first,

When you file a claim a Claim Form should be partially completed by the School,
and then given to you for further completion. You must inform the providers of
treatment that there is secondary insurance coverage through the District and give
them the claim office’s name, mailing address, telephone number and policy
number all of which can be found at the top of the Claim Form. The completed
Claim Form should then be sent to the claims office.

Note: The Athletic Accident Insurance policy benefits are limited and therefore
may not provide 100% coverage.

Parents may also purchase additional insurance at their own cost described in the
attached brochure. This Voluntary insurance can provide benefits for injuries that
your child may sustain during the school day, or even out of school, depending
upon the plan that you purchase. Enrollment in the Voluntary insurance is done
directly with the insurance carrier either online or by completing and mailing the
enroilment form included in the attached brochure,

Included in this brochure are:

A) The Student Athletic Accident Claim Form that is to be used, if needed, to file
a claim for an injury. ‘

B) The optional Voluntary insurance information and application that parents
have the option of purchasing at their own expense.
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CLAIM FORM
SIGNED CLAIM FORM |S REQUIRED

1. PLEASE FULLY COMPLETE THIS FORM PAGE 1 & PAGE 2
2. ATTAGH ITEMIZED BILLS & EOBS FRCOM PRIMARY CARRIER
3. SEE REVERSE SIDE FOR ADDITIONAL INSTRUGCTIONS
4. SEND ALl CORRESPONDENCE TO: -
IMPORTANT NOTICE:
WEB-TPA Your insurance plan is designed to provide maximum benefits for minimum
- P.O. Box 2415 premium. This plan of insurance is secondary to any health insurance you
Grapevine, TX 76099-2415 have. If you have other insurance, submit your claim to your other insurer.
When you teceive their Benefit Statement, send it to us along with your
Toll-Free: 866-975-9468 fternized bills, with diagnosis, and this completed form. SEE REVERSE SIDE
Email: helpme@webtpa.com FOR ADDITIONAL INSTRUCTIONS ON FILING A CLAIM. Note: The
accident poliicy benefits are limited and may not provide 100% coverage.

<IF PART 1-A & PART 1-B ARE NOT COMPLETED IN FULL THIS CLAIM CANNOT BE PROCESSED AND WILL BE RETURNED >

PART 1.-A - TO BE COMPLETED [N FULL BY THE ORGANIZATION/SCHQOL

Organization/School DistrictCollege Mame Wachusett Regicnal School District, MA - Poticy Nurnber 21-3638-16
SchoolfTeam/.eague Mame Fhane Mo. { )
Addrass Email

Type of Activity/Sport

If Athletics, designate OP.E. Class  Olintramural Ointerscholastic  Tintercollegiate  OGame  [lJr. Varsity  OVarsity
OYouth DAduit OPractice  QOGther

Date of Accident Accident Time Date of First Treatment
Where and how did accident ccecur? (Please be specific)

Part of body Injured At the time of the accident, was the claimant involved in a sponsored and supervised activity
and were they a current studenUmembaer of the OrganizatiorVSchool District? OYes ONo

Under whose supervision? Was hefshe a witness? DOYes DONo

Awthorized Signature Tille Date

{MUST BE SIGNED BY AN ORGANIZATIGN/SCHOOL OFFICIAL UNLESS INJURY DID NOT QCCUR DURING AN CRGANIZATIONISCHOOL ACTIVITY. SIGNATURE IS REQUIRED)
PART 1-B - TO BE COMPLETED iN FULL BY CLAIMANT - OR BY PARENTILEGAL GUARDIAN IF CLAIMANT 1S A MINOR

Claimant's Name Social Security #
Date of Birth Age Grade Level OMale OFemale
Claimant is a OStudent OPlayer OCoach DOfficialUmpire OVolurdeer [IDay Care OParticipant CICE Student (# of credits )

Address of Claimant or Parents/Guardian

Phone No. ( ) Email Address
Name and Address of Family Physician

Phone No. { ) Has treatment been completed? OYes ONo
Claimant or Father/Guardian Name

Employer Name and Address Phone No. { -
OSelf Employed  OUnemployed

Claimant or Mother/Guardian Name
Employer Name and Address Phare No. ( )

O8elf Employed  OUnempleyed

Is claimant covered under any other medical and or dental insurance policy? OYes ONc
ts claimant covared under a govemnment sponsored insurance such as Medicare/Medicaid? OYes ONo
PLEASE CONTINUE 7O THE NEXT PAGE OF THE FORM WHICH MUST BE COMPLETED [N FULL




Marne of all companies previding claimant insurance coverage or prepaid health plans
Name of Company Address Policy #

Are benefits due for this claim under these other insurancs coverages? [OYes UMNo (See IMPORTANT NOTICE at top of form on page 1)

Boes your son or daughter have medical insurance coverage as an ¢ligible dependent from a previous marriage as mandated in a divorcs
decree? OYes OMo If yes, please give name, address and phone number of responsible party

AFFIDAVIT: | vernfy that the above statement on other insurance is accurate and complete. | understand that the inlentional furnishing of
incorrect information via the U.S. Mail may te fraudulent and violate federal laws as well as state laws. | agree that it is determined at a
later date that there are other insurance benefiis collectible on this claim | will reimburse Gerter Life Insurance Company to the extent for
which Gerber Life Insurance Company would not have been liable.

Signature: Claimant, Parent or Guardian Date:
SIGNATURE IS REQUIRED

AUTHORIZATION TO RELEASE INFORMATION: ! hereby autherize any employer, heaith plan, insurance company, hospital, physician,
heaith care profession, dinic, laboratory, pharmacy, medicai facility or other persen that has provided treatment, payment, or services in
connection with this claim to disclose, when requested to do so, all information with respect 1o any injury, policy coverage, medical history,
consultations, prescription or treatment, and copies of all hospital or medical records and itemized bills to WebTPA, Inc. and Gerber Life
Insurance Company, it's agents, employeas and representatives.

| hereby authorize WebTPA, Inc. fo discuss any information related to medical exgenses incurred or reatments rendered in conrection with
this claim, with Special Markets Insurance Consultants, Inc. representatives and their assigned agents and to officials at the school or

organization through which this policy is issued. A photo static copy of this authorization shall be considered as effective and valid as the
original.

Signatare: Claimant, Parent or Guardian Date:

PLEASE READ

PLEASE FOLLOW THESE INSTRUCTIONS TQ FILE A CLAIM
ALL INFORMATION MUST BE PROVIDED IN ORDER FOR CLAIM TO BE PROCESSED

NOTE: The accident policy benefits are limited and may not provide 100% coverage. Completion of a claim form
does not guarantee benefit payment. Each claim is reviewed according to the policy provisions,

+ Answer all questions in detail (including all signatures on the front and back of the rdnn). A claim form nesds fo be compleied for each
accident. .

+ If you have other insurance, submit your claim to your other insurer. When you receive the explanation of benefits notice from your
primary carrier, send it to us along with the corresponding itemized bills and with the fully completed claim form. You must submit itemized
bills: balance due statemenis will not be precessed. Itemized bills include:

1} HCFA-1500 (standard form used by Providers)
2} UB-04 or UB-92 (standard form used by Hospitals)

+ If you already paid the bill, inciude a paid receipt or a copy of your cancelled check, Otherwise payment will te made to the providers of
service (Hospital, Physician or Others), uniess a paid receipt statement accompanies the bill at the time the claim is submilted.

+ Send all correspondence to WebTPA, Inc., P.O. Box 2415 Grapevine, TX 768092-2415. The claim form must be sent within 80 days of
the date you first received medical care. Any bills not filed with the ctaim form should be sent, within 80 days of the date you recaived
medical care, to the Company identified with claimant's name, Organization or Schocl name and date of Accident.

+ If you change your address, please nctify WebTPA, Inc. by sending netification to WebTPA so that there is no delay in processing any
claims.

+ Please contact WebTPA, Inc. by calling 866-975-8468 if you would like to check lhe status of your ciaim or if you have any questions on
how your claim was processed or the benelit paid.

Caommen Causes For Delays In Processing Claims
1. Claim Forms Not Completed in Full or Not Submitted.
2. Balance Due, Balance Forward, or Past Due Statemenis Submitied for Bills,
3. Expianation of Benefits from Primary Carrier Not Provided with the Bills,

KEEP COPIES OF ALL CLAIM FORMS, BILLS, AND CORRESPONDENCE FOR YOUR OWN RECORDS UNTIL YOUR
GCLAIM HAS BEEN PROGCESSED.




2017 ~ 2018 STUDENT ACCIDENT INSURANCE COVERAGE

OPTIONAL SCHOOL TIME ACCIDENT COVERAGE - Insurance coverage is provided for covered (njuries incurred during the hours and days
when schocl is in session and while attending or participating in school sponsored and supervised aclivities on or off school premises. Includes
participation in: Summer Recreation Activities sponsered by the school; One-Day School Field Trips (no Overnight) and School Sponscred
Religious Activities. Coverage is provided for traveling to, dusing or after such activities as a member of a group in transporiation furmished or
arranged by the Policyholder and traveling directly to or from their home premises and the school or the site of a cavered aclivity. No coverage
is provided while participating in Interscholastic Sports.

Annual Premium: Plan 3 - $25.00 Plan 4- $19.00 Plan 5- $12.00

OPTIONAL 24-HOUR ACCIDENT COVERAGE - Insurance coverage is provided around the dlock, 24 Hours per day. Provides coverage
during the weekends and vacation pericds including the entire summer. Students are protected while at Home or avway, any place, any time,
anywhere. No coverage is provided while participating in interscholastic Sports.

Annual Premium: Plan 3 - $104.00 Plan 4- $80.00 Plan 5- $60.00

QPTIONAL 24-HOUR DENTAL COVERAGE (Can be purchased separately or with cther coverage) —~ Insurance coverage is in effect 24
Hours a ¢ay. Injury must be treated within 60 days after the Accldent cccurs, Benefits are payable within 12 months after the date of Injury. The
maximum eligible expenses payable per covered Injury is $25,000. In addition, when the dentist cerifies that frealment must be deferred until
after the Benefit Pericd, deferred benefits will be paid to a maxmum of $4,000. The Student must be treated by a legally qualified dentist who is
not a member of the student’s Immediate Family for Injury fo teeth. Coverage is limited to treatment of sound, natural teeth.

Annual Premium: $7.00

COVERAGE PERIQD - Coverage under the Optional School-Time Accident Coverage, the Optional 24-Hour Accident Coverage and the
Optional 24-Hour Dental Coverage starls on the date of premium receipt but not before the sfart of the school year. Optional Scheol-Time
Accident Coverage ends at ihe close cf the regular nine-moenth school term, except while the student is attending academic classrocom sessions
exclusively sponsored and solely supervised by the School during the summer. QOptional 24-Hour Accident and Dental Coverage ends when |
schoal reapens for the following school year. Coverage is available under the plan threughcut the school year at the premiums quoted (no pro
rata premfums available).

SCHEDULE OF BENEFITS
Coverage for Inuries due to Aocidents only
Maximum Benefit: Plan3 Pian 4 Plan 5
SchookTme Oplion $25000 $25000 $25,000
24-Hour Oplion $25000 $25,000 $25000
Inuries Involving Moltor Vehides $10,000 $10000 $10000
Death BenefiDouble Dismemberment $20,000 $20000 $10,000
Shgie Dismembement $10,000 $10,000 $ 5,000
Loss Perlod for Medical Benefits Treammmbegm'ﬁim%daysmmmteofmy
Benefit Period for Medical and AD&D(Loss of Sight Benefits 2 Years Years 2Years
Excess Coverage Applicabiity Ful Excess/$100 Prma:y Excessn il
HospitalFacility Services - Inpatient
Hospial Room and Board {SemHPrivate Room Rate) 100% RE* 100% RE* 100% RE* 73200 Mepdruim™
Hospia lrdenshe Care 100% RE* 100% RE* {00% RE*/$400 Mavirum™
Inpatient Hospial Miscelaneous $800 Per Dy 3600 Fer Day 100% RE* /3400 Mapimum™
HospitalF acility Services - Outpatient
Qutpatient Hospital Miscellanaous .
(Except physlcian services and x-rays pald as below) $1,100 Maximun $1,000 Maxdmum $400 Maximum
Day Surgery iviscelaneols $2,000 Maximum $1,500 Maximm $750 Maxdmum
Emesgency Room $200 Maxdimum $100 Maximum $100 Maxdmeam
Hospial Emesgency Room Physician (avatable in DC Only) $75 Maximum $50 Maximum $50 Madmum
Physician's Services
Surgical 80% RE* $2000 Madmum  80% RE* 1$1,000 Maxdmum  80% RE* to $1,000 Mavirrum)
Assislant Surgeon 25% of Sugical Benefis  25% of Sugical Benefis  25% of Surgical Benefis
iologist 25% of Sugical Berefis  25% of Surgical BeneBs  25% of Surgicad Benefits
Physiciar’s Nor-surgical Treatment (Except as below) $40 Per Day $30 Per Day $25 PerDay
Physican's Quipaiient Treatment n connecion wih Praysical Therapy
andior Spnal Manipuiation S40Mt /S000 Mapdmum . S30MVist /3300 Madmum $25MVist /8250 Maximum
$30Vis1/$500 Madmum KS o)
Other Services
Registerad Murses’ Services 100% RE* 100% RE* 80% RE*
Presaiplions - autpatent $200 badmum $100 Maximum $75 Madamm
I.aboratory Tests — Ouipatient $300 Maxdmum $150 Maxamum $100 Maximum
Xays, ndudes hierpretation —Outpatient $500 Maximum $300 Maximum $250 Maxamum
Diagnostic imaging ¢VRY, CAT Sean, ede) indudes inferpretaion $800 Maxdimum $500 Maximm $400 Maximum
Grourd Ambuiance $750 Maximum $500 Maximum $300 Maximum
Ar Ambuance $750 Maximum $500 Maxdmum $300 Maximum
Durahie Medicel Equipment (ndudes Crihopedic Breces & Applances) $400 Maximum $250 Mapdamum $100 Maximun
Replacament of eyegiasses, heasing alds, contact lenses,
 medical freaiment is also received for the covered inry, 5300 Maxdmum $200 Maximum $200 Maxdamum
Dendal Treaiment fo sound, natural ket due focovered inury. $1,000 Masamum $750 Mepdamum $500 Maxdmum
‘RE means Reasonable Expense “Per Day GER_1015 ENOSPORTS(NTL 2YR)
2017 ~ 2018 ENROLLMENT APPLICATION (please print or type)
- Student’s Last Name Student's First Name Student's Middle Iniliat Grade
Address City State Zip
Telephone Number Birthdate
School System Name of Schooal

Check your selection: Fan3 U SchootTime $25.00 Q24-Hour Accdent $104.00 01 24-Hour Dental $7.00
Pan4 0 SchookTme $19.00 Q0 24-Hour Accidert $ 80.00 3 24-Hour Dental $7.00
Plan5 0 SchoolTine $12.00 Q0 24-Hour Acddert $ 50.00 0 24-Hour Dentat $7.00

Please make check payable to Gerber Life Insurance Company
Total Enclosed:

Signature of Parent or Guardian Date 1541




EXCESS COVERAGE PROVISION The Company will pay Reasonable Expenses that are not recoverable from any Other Plan. The
Company will determine the amount of benefits provided by Other Plans without reference to any coordination of benefits, non-
duplication of benefits, or similar provisions. The amount from Other Plans includes any amouni, o which the [nsured is entitled,
whether or not a claim is made for the benefits. This Blanket Student Accident Insurance is secondary to all cther policies. This
provision will not apply if the total Reasonable Expenses incurred for Hospital and Professicnal Services Benefits are less than the
amount stated in the Schedule of Benefits under Excess Coverage Applicability.

MEDICAL BENEFITS When a covered Injury to a sludent resuits in 1) treatment by a legally qualified Physician or surgeon (other than a
member of the immediate family or parson retained by the school) cr 2) Hospital confinement, ang treatment begins within 60 days from
the date of Injury, the Company wili pay the benefit as shown in the Schedule of Benefits, subject to the Excess Coverage Provision
above. Only eligible medical expenses incurred by the Insured within 52 weeks from the date of the Accident are covered. Benefits for
any one Accident shall not exceed in the aggregale the maximum slated in the Medical Benefit plan purchased. Expenses incurred afler
one year from the date of Injury are not covered, even though the service is a continuing one, or one that is necessarily delayed beyond
one year from the date of [njury.

ACCIDENTAL DEATH, DISMEMBERMENT AND LOSS OF SIGHT When a covered Injury results in any of the Losses fo the Insured
which are stated in the Schedule of Benefits for Accidental Death, Dismemberment, or Loss of Sight then the Company will pay the
benefit stated in the schedule for that Loss. The Loss must be sustained within 365 days after the date of the Accident.

The maximum benefit payable under this provision is stated in the Schedule of Benefits under Maximums and Benefit Period: 1) Life 2)
Both Hands or Both Feet or Sight of Both Eyes; 3) Loss of One Hand and One Foot; 4) Lass of One Hand and Entire Sight of One Eye;
5) Loss of One Foot and Entire Sight of One Eye; 8) Loss of One Hand or Foot; 7) Loss of Sight in One Eye; 8) Loss of Thumb and Index
Finger of the Same Hand. Half of the maximum banefit will be paid for the Loss of one Hand, one Foot or the Sight of one eye. Loss of
Hand or Foot means the complete Severance through or above the wrist or ankle joint. Loss of Sight means the lotal, permanent Loss of
Sight in One Eye. The Loss of Sight must be irrecoverable by natural, surgical or artificial means. Loss of Thumb ang Index Finger of the
Same Hand means complete Sevaerance through or above the metacarpophalangeal joints of the same hand {the joints batween the
fingers and the hand). Severance means the complete separaticn and dismemberment of the part from the body. If the Insured suffers
more than one of the above covered losses as a result of the same Accident the total amount the Company will pay is the maximum
benefit. Benefits paid under this provision will be paid in addition io any other benefits provided by the Policy. Benefits under this
provision are subject o all other provisions of the Policy, including all Coverage and Limilations, Maximums and Exclusions.

DEFINITIONS Injury means bedily injury caused by an Accident. The Injury must occur while the Policy is in force and while the Insured
is covered under the Policy. The Injury must be sustained as stated on the face page of the Policy, except where specifically stated
othenwise in the Policy. Accident means a sudden, unexpected and unforeseen, identifiable event producing at the time objective
symptoms of an Injury. The Accident must cccur whife the Insured is covered under the Policy. Reasonable Expense means {he
average amount charged by most providers for treatment, service or supplies in the geographic area where the treatment, service or
supply is provided. Such services and supplies must be recommended and approved by a Physician.

EXCLUSIONS No Benefits are payable for Hospital and Professional Services for the following: 1) injuries which are not caused by an
Accident; 2) Treatment for hernia, regardless of cause, Osgood Schlatter's disease, or osteochondritis; 3) Injury sustained as a result of
operating, riding in or upon, or alighting from a two-, three-, or four-wheeled recreational motor vehicle or snowmobile; 4) Aggravation,
during a Regularly Schaduled Activity, of an Injury the Insured suffered before parlicipating in that Regularly Scheduled Activity, unless
the Company receives a written medical release from the Insured's Physician; 5) Injury sustained as a resuit of praclice or play in
interscholastic tackie football andfor sports, unless the premium required under the Feoolball andfor Sports Caverage provision has been
paid; 6) Any expense for which benefits are payable under a Catastrophic Accident Insurance Program of the Stale Interscholastic
Aclivities Association; 7) Trealment performed by a member of the Insured's Immediate Family or by a person retained by the Schoaol, 8)
Injury caused by war or acts of war; suicide or intentionally seff-inflicted Injury, while sane or insane (in Missouri while sane); violating or
attempling to viotate the law; the taking part in any illegal occupation; fighling or brawling except in self defense; being legally intoxicated
or under the influence of alcohol as defined by the laws of the state in which the Injury occurs; or being under the influence of any drugs
of narcolic unless administered by or on the advice of a Physician; 9} Medical expenses for which the Insured is entitled to benefits
under any {a) Workers' Compensatien act; or {b) mandatory no-fault autemobile insurance conteact; or similar legislation; 10) Expense
incurred for trealment of temporomandibular joint dysfunction and associated myofacial pain; and 11) Expenses incurred for
exparimental or investigational treatment or procedures.

RETAIN THIS DESCRIPTION FOR YOUR RECORDS
This is nat a Pelicy, rather a brief description of the benefits provided under the master policy issued to the school. Please refer to the
master policy for further details, IMPORTANT NOTICE - THIS POLICY DOES NOT PROVIDE COVERAGE FOR SICKNESS. This
brochure has been designed to illustrate the hightights of this insurance. All information in this brochure is subject to the
provisions of Policy Form COL-11, underwritten by Gerber Life Insurance Company {the Company). If there is any conflict
between this brochure and the Policy, the Policy will prevail. Please see the Master Policy for individual state details.

. HOW TO FILE A CLAIM .
Written nolice of claim must be given to the Company within 90 days after the occurrence or commencement of any loss covered by this
policy, or as soon thereafter as is reasonably possible. Nolice given by or on behalf of the Named Insured to the Company, with
information sufficient to identify the Named Insured shall be deemed notice to the Company. Wiritten proof of loss must be furnished to
the Company at its said office within 90 days after the date of such loss.

in the event of an Accident, students should: 1) Secure treatment at the nearest medical facility of their choice; 2) If you have other
insurance, submit your claim to your other insurer. When you receive the explanation of benefits notice from your primary carrier, send it
to us; 3} Obtain a receipt (if payment of any bills were made) and itemized copy of charges from the provider of medical services and
send copies of their itemized bills and the fully completed and signed accident cdaim form fo the claims office ~ mail all correspondence
to WEB-TPA, P.O. Box 2415, Grapevine, TX 760998-2415; and 3) Call 1-866-975-9468 with any Claims quastions.

UNDERWRITTEN BY: MARKETING AGENT:
Gerber Life Insurance Company Lefebvre Insurance, LLC
White Plains, NY 10605 850 Franklin Street

Wrentham, MA 02093
{800) 451-9668
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To apply for coverage, please enroll on-line with a credit card at vaww k12specialmarkets.com or cut along the dotted line,
complete the form and mail it, along with your check or money order, to the Please Return To: address shown below.,

Please Return To: K12Special Markets Pian Administrators
1265 Main Street, Suite 202
Stevens Point, Wl 54481




