LEFEBVRE INSURANCE )
1. COMPLETE THIS FORM
2 ATTACHALL ITEMIZEDBILLS | 850 FRANKLIN STREET AVCCI?D&aNS;rPﬂ-QlTM FORM
L >  WRENTHAM, MA 02093 ype
(800) 451-9668

IF PART A, PART B AND PART C ARE NOT COMPLETED IN FULL THIS CLAIM WILL NOT BE PROCESSED AND WILL BE RETURNED

PART A - SCHOOL

(1) Name of School: (2) Name of School District:
(3) Address of School:(Street) (City) (State) (Zip) (4) Area-Code + Telephone # (5) Date of Injury
( ) Mo / Day / Yr
(6) Name of Insured Person: (7) Date of Birth (8) Social Security #Required (9) Age (10) Grade| (11)Maie O
Mo Day Yr - - Femalétl
(12) Injury Occurred: Practice O Game O PE O Travel O Classroom O (13) Type of Sport:
At Home O Other O

(14) DETAILS ON HOW the injury occurred. NOTE: If your school uses an accident report form, piease attach a copy of the report.

(15) What part of the body was injured: (15a) Time of injury: : am : pm

(16) At the time of the accident, was the injured person invoived in an activity under the jurisdiction of the policyholder? YES O NO D

(17) Name of Supervisor (If different from organization official) (18a) Name of Organization (18b) Was he/she a witness to accident?
YES O NO O

(19) Signature of School or organization official (20) Title of Official (21) Date Signed

Mo / Oay / Yr
NOTE: THE STUDENT'’S SOCIAL SECURITY NUMBER MUST BE USED ON ALL CLAIM FORMS

PART B - PARENT OR GUARDIAN STATEMENT ‘

(1) Name of Living Parent(s) or Guardian(s) (2) Social Security # (3) Reiationship: Father 00 Mother O
Guardian O Other O

(4) Address (Number) Street(Lot or Apt. No.) (5) Cny (6) State (7) Zip Code
(8) Area Code + Telephone # (9) Father's work telephone ( )
( ) Mother's work telephone ( ),
(10) Occupation of Father or Male Guardian (11) Place of Employment (12) Address of Employer
(13) Occupation of Mother or Femaie Guardian (14) Place of Employment (15) Address of Employer

(16) Do you have any other health and/or accident insurance plan (other than this plan)?

Father: YESO NOD Mother: YES O NO O Guardian. YES O NO O
(17) is the injured person covered by other heaith and/or accident insurance plan? YESDO NOD If Yes,
Effective Date / Day / e
(18) Name of other health and accident insurance company Employer: YESO NOD
(19) Address of Insurance company (20) Policy Number

| hereby authonze any msurance company. hospital. pnysician, employer or other person who has attended or exammed the claimant to disciose when requested to do so. all nformation with respect to any njury,
policy coverages. medical history. consultation. prescription or treatment. and copres of alt hospital or medical records and 3 bills A copy of this authorzation shall be considered as effective and
vahd as the ongnal | swear that the above information ts true and commect to the best of my knowledge and further understand that it 1s a cnminal offense to knowingly file a statement of claim contaning false or
misleading information or to willfully conceal information material thereto with the intent 1o defraud an Msurance company

(Date) {Signature of Respons:bie Party or Student 4 18 years oid)

AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | authonze payment of Medical payments to Physician or Suppher for Services described on the reverse side and/or attached.

(Date) (Stgnature of Responsible Party)

L197 ITEMIZED BILLS FOR MEDICAUDENTAL EXPENSES MUST BE SUBMITTED



PART C - DOCTOR OR DENTIST STATEMENT

Complete section below in full or attach a complete itemized statement of charges and statement of diagnosis.

Name of Patient: Last First Middie Birthdate
TO YOUR KNOWLEDGE DOES PATIENT HAVE OTHER MEDICAL / DENTAL INSURANCE? YES D NO O

NAME OF INSURANCE CO D%

If Yes,

Please Identify

DOCTOR/DENTIST INFORMATION

Date of injury liness (First symptom Date first consulted you For services related to hospitaiization
or injury accident) for this condition Give hospitalization dates: Month, Day, Year
ADMITTED DISCHARGED 1}
Name of referring physician or other source (e.g. public health agency) Was laboratory work performed outside your office?
ves[ | |wo
Name & address of facility where services rendered (If other than home or office) Has patient been released symptom free?
YES [ ] NO

Has patient ever had same or similar symptoms?

YES | l NO If yes, explain.

DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATED DIAGNOSIS

FOR DENTAL CLAIMS ONLY
ldentify injured teeth by tooth number ' If yes, give details
Is any treatment for orthodontic purposes? Yes O No O
Is periodontat disease present? Yes O No O
Is condition the result of disease? Yes O No O
Were teeth previously root canal treated, Yes O No O
LABIAL . capped or crowned?
INDICATE "'sz"‘: TEETH Were teeth previously false, broken, YesO  NoD
unsound or non-vital?
DID YOU PRESCRIBE PHYSICAL THERAPY? YES DO NOO DID YOU PRESCRIBE DRUGS FOR THIS CONDITION? YES D NO O
SIGNATURE OF DOCTOR OR DENTIST OR SUPPLIER SOCIAL SECURITY NO. DOCTOR'S OR DENTIST'S OR SUPPLIER'S NAME, ADDRESS, ZIP CODE
SIGNATURE DATE
YOUR PATIENT'S ACCOUNT NO. FEDERAL ID#
TEL #

NOTICE TO PARENTS

This coverage has been designed to provide maximum benefits at a minimum cost. Benefits will be considered for those eligible expenses
which are left unpaid by other insurance or health plans. This claim form must be submitted within 90 days from the accident date. It is the
parents’/guardian’s responsibility to file the completed claim form within that time period.
NOTE: The student accident insurance contains some benefit limits. Therefore, it may not provide 100% coverage.
CLAIM PROCEDURE
1. Have school complete PART A in full. School official must sign. (Parent/guardian may fill out PART A if filing a
24-HOUR CLAIM ONLY).
. Parent/guardian complete PART B in full.
. Have doctor or dentist complete PART C in full.
. Submit completed claim form to Lefebvre Insurance within 90 days from the accident date.
. File all bills with other valid and collectible insurances. This can include employee plans, union plans, HMOs, self insured benefit plans,
automobile etc.
. After you have received a notice of payment, or denial, from the other insurance carrier(s), forward a copy of that statement along with
the corresponding itemized bill to: Lefebvre insurance
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