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ATHLETIC ACCIDENT CLAIM FORM

SECTION I {plsaca print)
Last Name of Clalmant Frgt Nams Blrth Dale

ALLSPORT ===

INSURANCE MARKETING LYD.

Ita Minar, Name of Parant

Homie Phona () Buglness Phone (

SECTION T
Datg of Accident a9 hour am/p.m,

Loeatton of Aveldem

What Is the Injury?

Data o Flrst Treatment

Kame o Hospllal takan to

Dale of Admiance 18 hour  mm/pm.

Attending Physiclan or Dontsl

Date of Discharge

SECTION ti Dascriba fully hiow the aceldent happened.

SECTION 1Y (your zporls Rocident polley is an excess seident banatils pullcy. proof of axtrausting aff other Insuranca must aceompany Your expenses)

Name ol Employer

What madieal eovarage do vou have through yourspouse/parent simploymant?

Narna of the Insured Employer Name of Ingurer
Address of Employar Addresy
clty Prir, Pestal Coda Policy No. Carlllicats

SECTIoN v nsmmcmon OF ASSOCIATION OR CLUB EXECUTIVE

F heraby cartfy that all the Injarmation provided above to not compiela this saction yourself; heva your Ciub or League Pragldent, Coach or Manager
Is corract, complats this sectlon.
Nemo of Team —League or Assoclalion
Clalmant's / Guardlan Signature
Group Poliey Mo. Type of Sport
¥ Wag the abova plavar e iogisterad member at the tine of Infary? __Yag/Nn
Send this completed form for W | r injyred whilg ia) in &n Authorized T Yawo

approval to

‘Nama Positfon with Club

Takphona No,

Softball Saskatchewan
2205 Victoria Avenue
Regina, SK 54P (54
Fax: (306) 780-9483

Slgnatura




. SZ5 4883 TO 7E@93483 F.BZ
JUL B4 Z@BT7 B3:24 FR ADMINISTRATION CEMTREE Complete this form and send to: .

Softball Saskatchewan .
A‘ ‘ spmr 2205 Victoria Avenue, Regina, SK S4P 054
Fax: (306) 780-9483:

INSURANCE MARKETING LTD,

PART 1 DENTIST

Dentist's Name Patien{'s Last Name Glvan Names

Address Addrags Apt.

Clty, Province City, Provinge T

Postat Coda Postal Code

Talaphone

Date of Service [ Int. Procadura Toath Laboratory Dentlsi's Total .

Day | Mo | Yr | Tooth Coda Surlaces Charge Fas Charge FOR PLAN ADMINISTRATOR USE ONLY:

fiode NOTICE TO DENTIST:

Please Note - Under the terms of the Polley, this report
must be forwarded to the Company within 90 days
of the date of the aceldent, Your co-oparation will be
appraciated,

This Is an agcurate statement of services Total Subimitted Feg

parformed and laes chargad, E. & OF.

Dantlgt’s Signalum [Data: Day Menth  Yaar
FOR DENTIST'S USE ONLY.

For addenal Infarmation Re;: dlagnasls, procedures, or complicatlans, and speclal conslderatlans.

| underetand that the fees listed M Ihig claim may gt be coversd by or may | heraby assign benafits payahle
extand my policy banaflts, | undarstand that 1 am financlally rasponsihle 10 my from this clalm to the above
daritiet for th enlire cost of the trastment. § authorize release of 1he Informatian named damlsl and authoriza
¢trizalned In Lhis glalm form to my Insuring company o fts agants, payment diractly ta him. CLAIM ARPROVED:
Slonature of Patlent (or Parent/Guardlan) Slgnature of Subscribsr Day  Month  Yoar ASsassor

PART 2. DENTIST’S SUPPLEMENTARY REPORT
1, Deseriplion of Damage

2,15 lunther treatment Indicated? NO (5 YES O If “¥es™ praasa Ind|cate:
Int. Traatmant Indlcated — use prossdura cade If possible Exr. Date «Treatment
Toath Goda Day Mo, Yr.

3. Deseriba further potantial problems and indicate tme frame.

Date Day Manth Yaar Dantigt's Slgnature

ALL INFORMATIGN RECORDED ON THIS FORM I3 CONFIDENTIAL

#% TOTAL PAGE.HBZ #*=%



