To be completed by BSA Leader
Counc:il Name: N
Nevthern Star Coﬁ_c_\x\

Health Special Risk, Inc.,

Address;
BOY SCOUTS OF AMERICA )g&i 3 r)\oxqu\q\\ A\/QV\UQ

1. PLEASE FULLY COMPLETE THIiS FORM HSR Plaza Jr
2. ATTACH ITEMIZED BILLS WITH DOCTOR'S 4001 North Josey Lane 6 R\J\ /. MN sS7 0>
DIAGNOSIS Carroliton, TX 75007-1520 Telephone NU‘”’lbe‘féla L/"“l?? |
3. MAIL TO HEALTH SPECIAL RISK, INC. 866-726-8870 oS-
Fax 972-492-4946 _Poliey TP NOORNT7HO

Post Number Team Number Troép Numbef T o ‘Pac‘k'l\'lumber
1. Name of Insured (Claimant) 2. Social Security Number ’ 3. Sex J 4. Birthday
- - _F M _

5. Address of Insured
Street City State Zip
6. Parent’s name, address and telephane number (include area code)

7. What date did accident happen or sickness begin? | 8. Nature of injury or sickness (indicate part of body injured — such as broken arm, sprained ankle, etc.)

9. Describe how accident occurred - give details

If Yes, hame of insurance company Policy #

Is the Claimant enrolled as an individual, employee or dependent member of one of the following:

Preferred Provider Organization (PPQ), Health Maintenance Organization (HMO) or simifar prepaid health care plan, or any other type of accident/healith/sickness
plan? [JYES [INO
if Yes, name of insurance company Policy #

If your son/daughter has heatth care coverage as a dependent from your previous marriage as mandated in a divorce decree, please provide the following:
Name of Insurance Company Policy #

IF OTHER INSURANCE OR HEALTH CARE PLANS EXIST, PLEASE SUBMIT COPIES OF THEIR EXPLANATION OF BENEFITS ALONG WITH YOUR
cLAmM.
IF NO OTHER INSURANCE or HEALTH PLAN EXISTS, PLEASE READ 8 SIGN BELOW,

| agree that should it be determined at a later date there is insurance {or similar}, to reimburse HEALTH SPECIAL RISK, INC., or the insurance company
to the extent of any amount callectible.

Signature of participant or parent Witness Date
X

Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, files a statement of claim
containing any false, incomplete, or misleading information is guilty of a felony.

Authorization to pay benefits to provider
| autharize medicat payments to physician or supplier for services described on any attached statements enclosed.

Signature X DATE

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

1lt information with respect to any injury, policy coverage, medical history, consultation, prescription or treatment, and copies of all hospital or medical records. A
>hotostatic copy of this authorization shall be considered as effective and valid as the original.

signature X DATE
ATTACH ITEMIZED BiLLS WITH DOCTOR'S DIAGNOSIS




