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INSTRUCTIONS FOR FILING

NOTE: Claim Form must be fully completed and signed. File your claim promptly. Failure to do so could result in a
denial of coverage.

Basic Procedures for Submitting Statement of Claim

1. A school official will complete their portion and then give the claim form to the student’s or athlete’s parent(s)/guardian(s)
for completion.

2. The student's or athlete’s parent(s)/guardian(s) will complete the appropriate portion of the form. Attach any related
medical bills and primary insurance explanation of benefits and forward to K&K Insurance Group, Inc.

To the Student or Athlete/Parent/Guardian

If you are attaching related medical bills, these bills must show the patient's name, condition (diagnosis), type of treatment
given, date the expense was incurred and the charges made. For hospital charges, this would be a UB04 and for the
;?]hysi(rj:ijanfanciglgry charges, this would be a CMS1500. The medical providers may also bill K&K Insurance Group, Inc. direct at
the address above.

SECTION | - TO BE COMPLETED BY CLAIMANT’S PARENT(S)/GUARDIAN(S)

Student's Name Last: First: Mi:
Date of Birth: SS# Sex: O Male O Female

Student’s grade in school:
Home Address Street:
City: State: Zip:
Parent(syGuardian(s) Home Phonre:
5. Date of Accident: Time of Accident: OAM OPM
Nature of Injury: Describe exactly how accident happened:

e -

6.  Nature of activity and location during which the injury occurred (check all boxes which apply):

O Pre-Kindergarten O Elementary School O Middle School

O High School O Cafeteria O Classroom Activities

O Interscholastic Sports O Intramural Sports Name of Sport, if applicable:

O Club Sports O Physical Education Class O Cther Activity (specify)

O During Practice O During Play O During Travel To or From the Event
Nature of Your Participation:

O Student O Volunteer O Student/Manager

O Athletic Participant O Cheerleader O Band Member

O Cther (specify)

7. Transfer Student? O Yes O No
If yes, please identify the former school name:
8. Name, address and phone number of physician who first treated you:
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9. Have you had a similar injury in the past? O Yes 0O No
If yes, describe and give dates:

10.  Name, address and phone number of physician who treated you for previous injury:

11.  Are you covered by any other medical expense benefits plan? © Yes 0O No
If yes, give the names of the plan(s) and the person(s) through whom you are insured and their relationship to you:

IF YOU HAVE NO OTHER INSURANCE ON YOUR CHILD, BUT YOU ANDYOR YOUR SPOUSE ARE EMPLOYED FULL TIVE, PLEASE
PROVIDE A STATEMENT FROM THE EMPLOYER(S) INDICATING YOUR CHILD IS NOT COVERED BY ANY INSURANCE OFFERED

ALL BENEFITS WILL BE MADE PAYABLE TO PROVIDERS OF SERVICE INVOLVED, UNLESS ACCOMPANIED BY PAID RECEIPTS.

THIS IS EXCESS MEDICAL COVERAGE.

| hereby authorize any physician, hospital, or other medically related facility, insurance company, or other organization, institution or person
that has any records of knowledge of me, and/or the above named claimant, to disclose, whenever requested to do so by K&K
Insurance/Specialty Benefits and/or Nationwide Life Insurance Company or its representative, any and all such information. A photocopy of
this authorization shall be considered as effective and valid as the original.

Any person who knowingly and with intent to defraud any insurance company or other person files claim forms for insurance containing any
materially false information or conceals, for the purpose of misleading, information conceming any fact material thereto commits a fraudulent
insurance act, which is a crime.

Date Parent/Guardian Signature

SECTIONII (TO BE COMPLETED BY PARTICIPATING SCHOOL)

FAILURE TO COMPLETE THIS FORM IN FULL
MAY RESULT IN AN UNNECESSARY DELAY IN THE PROCESSING OF THIS CLAIM.

Student's Name Last: First: MI:

Date of Accident

Activity

Nature of Injury

Name of Participating SCHOOL SYSTEM or SCHOOL DISTRICT

Name of participating SCHOOL

N oo o A w2

| hereby certify the foregoing statements made by me on this form to be true to the best of my knowledge. | am aware that if any of the
foregoing statements on this form made by me are willfully false, | may be subject to penalties, which may include criminal prosecution.

SIGNATURE OF SCHOOL OFFICIAL.:

PRINTED NAME/TITLE:
PHONE: FAX

EMAIL: DATE:

Any person who knowingly and with intent to defraud any insurance company or other person files forms for insurance 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.

Date Policyholder (School Official) Signature
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NAME OF CLAIMANT:

1712 Magnavox Way, P. O. Box 2338 | Fort Wayne, IN 46801-2338
Ph: B00-237-2917 | Fax 312-381-9077 Califomia License #0334819
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OTHER INSURANCE
QUESTIONNAIRE

INTERNATIONAL STUDENT O Yes O No

EMANCIPATED STUDENT: O Yes O No
NAME OF INSURED:

OVER AGE 26 AND NO LONGER DEPENDENT ON PARENT: O Yes O No

POLICY NO:

FATHER

MOTHER

IS FATHER DECEASED? O Yes O No
IS FATHER LEGALLY RESPONSIBLE? O Yes O No

FATHER'S NAME (if injured is a minor)

SOCIAL SECURITY #

EMPLOYED? O Yes O No SELF-EMPLOYED? O Yes O No
DISABLED ON MEDICAID OR OTHER PUBLIC ASSISTANCE?

OYes ONo
EMPLOYER NAME:
EMPLOYER ADDRESS:
CITY: STATE: 2P
PHONE: ( )
CONTACT PERSON:

Do you have group medical insurance coverage through your employment?
OYes O No

If no, please be advised K&K may contact your employer to verify no primary
insurance is in force.

IS MOTHER DECEASED? O Yes O No
IS MOTHER LEGALLY RESPONSIBLE? O Yes O No
MOTHER'S NAME (if injured is a minor)
SOCIAL SECURITY #

EMPLOYED? O Yes O No SELFEMPLOYED? O Yes O No
DISABLED ON MEDICAID OR OTHER PUBLIC ASSISTANCE?

OYes O No
EMPLOYER NAME:
EMPLOYER ADDRESS:
CITY: STATE: ZIP:
PHONE: ( )
CONTACT PERSON:

Do you have group medical insurance coverage through your employment?
OYes ONo

If no, please be advised K&K may contact your employer to verify no primary
insurance is in force.

INSURANCE COMPANY: INSURANCE COMPANY:

INSURANCE COMPANY ADDRESS: INSURANCE COPANY ADDRESS:

CITY: STATE: ZIP: CITY: STATE: d| o

POLICY NUMBER: POLICY NUMBER:

TYPE OF PLAN: O HEALTH MAINTENANCE ORGANIZATION (HMO) TYPE OF PLAN: O HEALTH MAINTENANCE ORGANIZATION (HMO)

O PREFERRED PROVIDER ORGANIZATION (PPO)

O STANDARD MEDICAL AND HOSPITALIZATION
COVERAGE

O OTHER (describe)

O PREFERRED PROVIDER ORGANIZATION (PPO)

O STANDARD MEDICAL AND HOSPITALIZATION
COVERAGES

O OTHER (describe

I'WWE AGREE THAT ALL INFORMATION PROVIDED IN THIS DOCUMENT IS ACCURATE AND COMPLETE TO THE BEST OF MY/OUR
KNOWLEDGE. /WE UNDERSTAND THAT ANY INCORRECT OR UNDISCLOSED INFORMATION CAN RESULT IN DUPLICATE
PAYMENTS CREATING A SUBSTANTIAL OVERPAYMENT. THE RESPONSIBILITY OF SUCH OVERPAYMENT WILL BE THE
OBLIGATION OF THE UNDERSIGNED TO REIMBURSE IN FULL, UPON REQUEST, ALL AMOUNTS DEEMED REFUNDABLE. |
UNDERSTAND THAT IT IS A CRIME TO INTENTIONALLY ATTEMPT TO DEFRAUD OR KNOWINGLY FACILITATE A FRAUD
AGAINST AN INSURER BY FILING INFORMATION CONTAINING FALSE OR DECEPTIVE STATEMENTS. ANY QUESTIONS ON THIS
FORM NOT ANSWERED TRUTHFULLY CAN RESULT IN A CRIME.

PARENT/GUARDIAN/FATHER SIGNATURE: PARENT/GUARDIAN'MOTHER SIGNATURE:

DATE: DATE:
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[—l WHAT DOES NATIONWIDE DO WITH YOUR PERSONAL INFORMATION?

Why?

Financial companies choose how they share your personal information. Federal and state law
gives consumers the right to limit some but not all sharing. Federal and state law also requires
us to tell you how we collect, share, and protect your personal information. Please read this
notice carefully to understand what we do.

What?

The types of personal information we collect and share depend on the product or service you
have with us. This information can include:
Social Security number, government issued identification, and contact information
= Policy, account, and contract information
»  Credit reports and other consumer reports

How?

All financial companies need to share customers’ personal information to run their everyday
business. In the section below, we list the reasons financial companies can share their
customers’ personal information; the reasons Nationwide chooses to share; and whether you
can limit this sharing.

Reasons we can share your personal information Does Nationwide share? | Can you limit this
sharing?

For our everyday business purposes— such as to process | Yes No

your transactions, maintain your account(s), respond to court

orders and legal investigations, or report to credit bureaus

For our marketing purposes— to offer our products and | Yes No

services to you

For joint marketing with other financial companies Yes No

For our affiliates’ everyday business purposes— information | Yes No

about your transactions and experiences

For our affiliates’ everyday business purposes— information | Yes Yes

about your creditworthiness

For our affiliates to market to you Yes Yes

For nonaffiliates to market to you Yes Yes

opt out again.

To limit our sharing | ©  Call us toll free at 1-866-280-1809 and our menu will prompt you through your choices.
*  If you have previously opted out, your preference remains on file and you do not need to

*  Please have your account or policy number handy when you call.

Please note: If you are a new customer, we can begin sharing your information 30 days from
the date we sent this notice. When you are no fonger our customer, we continue to share
your information as described in this notice. However, you can contact us at any time to limit

our sharing.

Questions? 1-800-237-2917

Who we are

Who is providing this notice? Nationwide Life Insurance Company

What we do

How does Nationwide protect my To protect your personal information from unauthorized access and use,

personal information? we use security measures that comply with federal and state law. These
measures include computer safeguards and secured files and buildings.
We limit access to your information to those who need it to do their job.
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How does Nationwide collect my personal | We collect your personal information, for example, when you:
information? +  Apply for insurance

*  Make a payment or file a claim

«  Conduct business with us
We also collect your personal information from others, such as credit
bureaus, affiliates, or other companies.

Why can’t | limit all sharing? Federal and state law gives you the right to limit only:
« Sharing for affiliates’ everyday business purposes—information
about your creditworthiness;

«  Affiliates from using your information to market to you; and

Sharing for nonaffiliates to market to you.
State laws and individual companies may give you additional rights to
limit sharing. See below for more information.

What happens when | limit sharing foran | Your choices will apply to everyone on your account.
account | hold jointly with someone else?

Definitions

Affiliates Companies related by common ownership or control. They can be
financial and nonfinancial companies. These companies include
Nationwide Life Insurance Company, Nationwide Bank, and Nationwide
Property and Casualty Insurance Company. Visit nationwide.com for a
list of affiliated companies.

Nondffiliates Companies not related by common ownership or control. They can be
financial and nonfinancial companies.

Joint marketing A formal agreement between nonaffiliated financial companies that

together market financial products or services to you.

Other important information

Califomia Residents: We currently do not share information we collect about you with affiliated or nonaffiliated
companies for their marketing purposes. Therefore, you do not need to opt out.

Nevada Residents: You may request to be placed on our internal Do Not Call list. Send an email with your phone
number to privacy@nationwide.com. You may request a copy of our telemarketing practices. For more on this Nevada
law, contact Bureau of Consumer Protection, Office of the Nevada Attorney General, 555 E. Washington St., Suite 3900,
Las Vegas, NV 89101; Phone number; 1-702-486-3132; email: BCPINFO@ag.state.nv.us.

Vermont Residents: For Vermont customers only. We will not share your personal information for marketing purposes
with the Nationwide family of companies or third parties without your authorization, except as permitted by law.

AZ, CA CT, GA IL, ME, MA MT, NV, NJ, NM, NC, ND, OH, OR, and VA Residents: The Term “Information” means
information we collect during an insurance transaction. We will not use your medical information for marketing purposes
without your consent. We may share information with others, including insurance regulatory authorities, law enforcement,
consumer reporting agencies, and insurance-support organizations without your prior authorization as permitted or
required by law. Information we obtain from a report prepared by an insurance-support organization may be retained by
that insurance-support organization and disclosed to others.

Accessing your information

You can ask us for a copy of your personal information. Please send your request to the address below and have your
signature notarized. This is for your protection so we may prove your identity. Please include your name, address, and
policy number. You can change your personal information at Nationwide.com or by calling your agent. We can’t change
information that other companies, like credit agencies, provide to us. You'll need to ask them to change it.

K&K Insurance Group, Inc.
Attn: Privacy Manager
1712 Magnavox Way P.O. Box 2338 Fort Wayne, IN 46801-2338
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