What’s Covered? Up fo $25,000.00 as described under Cm)erage and Benefits for:

_ W A-CIDENTS OCCURRING WHILE COVERAGE IS IN FORCE
M LOSS FROM ACCIDENTAL BODILY INJURY RESULTING DIRECTLY AND INDEPENDENTLY OF ALL OTHER CAUSES
B COVERED MEDICAL EXPENSE WHICH BEGINS WITHIN 30 DAYS OF THE ACCIDENT AND IS INCURRED WITHIN
52 WEEKS OF THE ACCIDENT

. Covemace anD BENEFITS =
BENEFITS ARE PAYABLE UP TO THE DOLLAR AMOUNTS SPECIFIED BELOW

: Low H : Low | Hien
BENEFITS PER INJURY OPTION Opfﬁgu BENEFITS PER INJURY Ormion | Orew
HOSPITAL ROOM o | |IMAGING Including X-rays and 100 200
ANDBOARD AND | " 98 $180 | %300 || oROCEDURES | interpretation $ ¢
GENERAL NURSING
i MRI/CAT Scan $125 | $250
HOSPITAL
MISCELLANEOUS $1,000 | $2,000 | | ORTHOPEDIC Furnished by the Hospital $100 $200
EXPENSE APPLIANCES
HOSHITAL $150 | saoo ||DENTAL For Injury to Sound,
EMERGENCY CARE TREATMENT Natural Teeth, per tooth $200 | $400
DOCTOR’S FEES Per Unit $80 $160 Up to a maximum of $600 | $1,200
FOR SURGERY Unit Value determined '
by the Surgical Schedule ACCIDENTAL Caused by an Injury and
ANESTHESIA Percont ol Surpical DEATH AND occurring within 365 days of
ercent or ourgica 259 Y DISMEMBERMENT i
SERVICES Schedule Allowance G B the covered Accident
AMBULANCE Only one of these | ACCIDENTAL DEATH $2,000
| $100 $200 | | benefits, the
EXPENSE largest, will be SISME::)BEZME:T 5
‘ Loss of One Hand or One
DOCTORS' VISITS | Per vt s | sso |[Paveel o |foot $1,000
Non-surgical benefits shown | L0ss of the Entire Sight of $1,000
Inc!udin% Physical Therapy, per visit $25 $50 Both Eyes
Physical Thera
y - Maximum number of visits 3 3 Loss of Both Hands or Feet $10,000
per Injury

Injury means bodily Injury due to an Accident which results directly and independently of disease, bodily infirmity, or any other causes;
solely, directly and independently of all other causes, results in medical expense; occurs after the effective date of the Insured’s cover-
age under the Policy; and occurs while the Policy is in force. All injuries sustained in any one Accident, including all related conditions
and recurrent symptoms of these injuries, are considered a single Injury.

EXCLUSIONS

THE POLICY DOES NOT COVER: (1) Treatment, services or supplies which are not Medically Necessary; are not prescribed by a
Doctor as necessary to treat an Injury; are Experimental/investigational in nature; are received without charge or legal obligation to pay;
are received from persons employed or retained by the Policyholder or any Family Member, unless otherwise specified; or are not
specifically listed as Covered Charges in the Policy; (2) Intentionally self-inflicted Injury; (3) Injury sustained while violating or attempting
to violate any duly enacted law; (4) Injury by acts of war, whether declared or not; (5) Injury received while traveling or flying by air,
except as a fare paying passenger on a regularly scheduled commercial airline; (6) Injury covered by Worker's Compensation or the
Occupational Disease Law; (7) Treatment of iliness, disease or infections, except infections which result from an accidental Injury or
infections which result from accidental, involuntary or an unintentional ingestion of a contaminated substance; (8) Hernia, any type; {9)
Injury sustained fighting or brawling, except in self-defense; (10) Suicide or attempted suicide; (11) Any penalty imposed by Other Valid
and Collectible Insurance or Plan for failure to follow plan procedures; (12) Loss resulting from the use of any drug or agent classified
as a narcotic, psycholytic, psychedelic, hallucinogenic, or having a similar classification or effect, unless prescribed by a Doctor; (13)
Injury sustained while operating, riding in or upon, mounting or alighting from, any two, three or four- wheeled recreational motor/engine
driven vehicle, snowmobile or all-terrain vehicle (ATV); (14) Injury sustained while participating in or practicing for senior high inter-
scholastic tackle football including grade 9 if playing with grade 10 or above, including travel, unless optional coverage has been pur-
chased; (15) Cosmetic or plastic surgery, except for reconstructive surgery on an injured part of the body: (16) Treatment in any
Veteran's Administration or federal Hospital, except if there is a legal obligation to pay; (17) Loss resulting from being legally intoxicated
or under the influence of alcohol as defined by the laws of the state in which the Injury occurs; (18) Dental treatment, except as specif-
ically stated; (19) Services of an assistant surgeon or Doctor when surgery is performed; (20) Eyeglasses, contact lenses, routine eye
exams or prescriptions therefore; (21) Prescription Drugs, crutches, braces, artificial limbs, etc., except as specifically stated.

Administered by: STUDENT PROTECTIVE AGENCY, 300 Coshocton Ave., Mount Vernon, OH 43050 « (800) 278-2544
Underwritten and claims paid by: GUARANTEE TRUST LIFE INSURANCE COMPANY (GTL), 1275 Milwaukee Ave., Glenview, IL 60025 + (800) 622-1993
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__2020-21 ScHOOL YEAR ENROLLMENT FoRM

GUARANTEE
TRUST
PLEASE PRINT CLEARLY . LIFE
ONE Time ANNUAL PAYNENT
STUDENT'S
OPTIONS | Jow | Hon | | FIunENT
Orrion | OpTion FIRsT NAME MiDDLE INmiAL LasT NamE
24-Hour-A-Day PLAN
Stupents GrRabes K-6 | 0$79 | 0%158 DATE OF BIRTH Mae FemALE )
StupenTs GRADES 7-12 | [1$91 | 11%182 MonTH Day YEAR
ScHooL-TiMe PLAN ScrooL DisTrICT ScHooL
StupenTs GRADES K-6 1 (1$23 | L1846
STUDENTS GRADES 7-12 | 1$37 | Q1§74 GRADE STUDENT’S ADDRESS
OpTiONAL FOOTBALL
COVERAGE City STaTE Zip
{Grapes 10-12,
INCLUDING GRADE 9 IF _
PLAYING WITH 10-12) TELEPHONE # DATE OF ENROLLMENT
2020 Season OnLy
PER PLAYER 0$129] %258 PARENT OR GUARDIAN'S EMAIL ADDRESS
TOTAL § (PLEASE DO NOT SEND CASH) NAME OF PARENT OR GUARDIAN (PLEASE PRINT)
MAKE CHECK PAYABLE TO YOUR LOCAL AGENCY
No REFUNDS ARE AVAILABLE SIGNATURE OF PARENT OR GUARDIAN
GA-15-KEF
o5 " R GRS on e A S el bl e e Tt ERa e SRS L S A DR TR -

PLEASE REMEMBER TO:

ﬁn COMPLETE THE ENROLLMENT FORM AND CHECK THE PLAN AND OPTIONS YOU WANT.

MAKE YOUR CHECK OR MONEY ORDER (PLEASE DO NOT SEND CASH) FOR THE TOTAL
ENCLOSED PAYABLE AS INDICATED.

MAIL THE ENROLLMENT FORM WITH YOUR CHECK OR MONEY ORDER TO:

JOHN WOOD INSURANCE AGENCY, INC.
115 NORTH MAIN STREET
GEORGETOWN, OH 45121

PLEASE NOTE: YOUR CANCELED CHECK IS YOUR RECEIPT. IF CANCELED CHECK IS NOT
RECEIVED WITHIN 60 DAYS, PLEASE CONTACT YOUR PLAN ADMINISTRATOR.
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