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Student Accident Claim Form

Please complete and submit to IHC Health Solutions with
itemized bills and primary insurance explanation of benefits.
For questions, please contact IHC Health Solutions.

Claims can be emailed or sent to the address provided.

Standard Security Life Insurance Company of New York

School Name School District

Participant’s Name

FIRST NAME MIDDLE INITIAL LAST NAME
Date of Birth Sex: OM [OF Social Security #
Cell Phone Email Address
Parent/Guardian’s Name
School Address
STREET CITY STATE ZIP

Home Address

ACCIDENT INFORMATION

Sport /Activity Accident Date

Body Part Injured Place of Accident

Nature of Injury — Details of What Happened

INSURANCE INFORMATION

Does the claimant have primary insurance? Yeslﬁ No[ﬁ(An‘ach separate sheet if necessary.)

Insurance Company Name & Address

Policy Number ID#

AUTHORIZATION

AFFIDAVIT: 1 verify that the statement on other insurance is accurate and complete. | understand that the intentional furnishing
of incorrect information via the U.S. Mail may be fraudulent and violate federal laws as well as state laws. | agree that if it is deter-
mined at a later date that there are other insurance benefits collectible on this claim I will reimburse IHC Health Solutions to the
extent for which IHC Health Solutions would not have been liable.

AUTHORIZATION TO RELEASE INFORMATION: | authorize any Health Care Provider, Doctor, Medical Professional,
Medical Facility, Insurance Company, Person or Organization to release any information regarding medical, dental, mental, alco-
hol or drug abuse history, treatment or benefits payable, including disability or employment related information concerning the
patient, to IHC Health Solutions and its designees.

PARTICIPANT SIGNATURE (Parent or guardian, if participant is a minor) Date

PAYMENT AUTHORIZATION: | authorize all current and future medical benefits, for services rendered and billed as a result
of this claim, to be made payable to the physicians and providers indicated on the invoices.

PARTICIPANT SIGNATURE (Parent or guardian, if participant is a minor) Date

AUTHORIZED REPRESENTATIVE SIGNATURE TITLE Date




Fraud Warnings

WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit, or knowingly presents false information in an application for insurance may be guilty of a crime
and subject to fines, confinement in prison and/or denial of insurance benefits. This warning applies to
the following states and the District of Columbia: Alabama, Alaska, Arkansas, Connecticut, Delaware,
Georgia, Hawaii, Idaho, lllinois, Indiana, lowa, Kansas, Louisiana, Maine, Maryland, Massachusetts,
Michigan, Minnesota, Mississippi, Missouri, Montana, Nebraska, Nevada, New Mexico, North Carolina,
North Dakota, Ohio, Oklahoma, Rhode Island, South Carolina, South Dakota, Tennessee, Texas, Utah,
Vermont, Virginia, West Virginia, Wisconsin, Wyoming.

ARIZONA WARNING: For your protection Arizona law requires the following statement to appear on
this form. Any person who knowingly presents a false or fraudulent claim for payment of a loss is
subject to criminal and civil penalties.

CALIFORNIA WARNING: For your protection California law requires the following to appear on this
form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty
of a crime and may be subject to fines and confinement in state prison.

COLORADO WARNING: It is unlawful to knowingly provide false, incomplete, or misleading facts or
information to an insurance company for the purpose of defrauding or attempting to defraud the
company. Penalties may include imprisonment, fines, denial of insurance and civil damage. Any
insurance company or agent of an insurance company who knowingly provides false, incomplete, or
misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempt-
ing to defraud the policyholder or claimant with regard to a settlement or award payable from insur-
ance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regu-
latory Agencies.

FLORIDA WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any
insurer files a statement of claim or an application containing any false, incomplete, or misleading
information is guilty of a felony of the third degree.

KENTUCKY WARNING: Any person who knowingly and with intent to defraud any insurance compa-
ny or other person files a statement of claim containing any materially false information or conceals, for
the purpose of misleading, information concerning any fact material thereto commits a fraudulent in-
surance act, which is a crime.

NEW HAMPSHIRE WARNING: Any person who, with a purpose to injure, defraud or deceive any
insurance company, files a statement of claim containing any false, incomplete or misleading infor-
mation is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

NEW JERSEY WARNING: Any person who knowingly files a statement of claim containing any

false or misleading information is subject to criminal and civil penalties.

NEW YORK WARNING: Any person who knowingly and with intent to defraud any insurance compa-
ny or other person files an application for insurance or statement of claim 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 and shall also be subject to a civil penal-
ty not to exceed $5,000 and the stated value of the claim for each such violation.

OREGON WARNING: Any person who knowingly and with intent to defraud or solicit another to defraud
an insurer by submitting an application, or by filing a claim containing a false statement as to any materi-
al fact, may be violating state law.

PENNSYLVANIA WARNING: Any person who knowingly and with intent to defraud any insurance
company or other person files a statement of claim 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.

WASHINGTON WARNING: Itis a crime to knowingly provide false, incomplete, or misleading
information to an insurance company for the purpose of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.
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