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ATHLETIC ACCIDENT GLAIM FORM

SECTION 1 (plaase print)
Last Mams of Cleimant First Nameg Birth Dats
ALLSPORT 7™~
Province Poetal Cade
INSURANGE MARKETING LTD. | O
I e Miror, Name of Parant
Home Phone Buginess Phone
BECTIOND
Datn of Accident g’ hour armJfp.m.

Location of Agckient

What [5 tha Injury?

Data of Firsl Treatrent

Name of Hozpliat lkeg to

Dals of Admittancs 10 hour a.h./p.m.

Date ol Dlschargs Aftending Phyalclan or Dentisl

SECTIONI  Descride fully how the aceldent happened,

SECTION 1Y {your aporls accident policy s an ex¢ess accldent hanaiis pollcy, proof of axhausting all ather Insurance musl accompany your Bxpanses)
Name of Employer

What madical coverage do you hive through yourispotiaa/parent emplayment?

Name of ihe lasured Employer flame of inEurer

Address of Employer Addrast
Poiley No. Cenificats

Postal Code

CEATIFICATION OF ASSOCIATION OR CLUB EXECUTIVE

SECTION v
| haraby cartily that all the information provided above Do nat lois this section youresl: heve your Club or Leagus Pracident, Goach or Managar
Is corract, complete e saction.
Nema of Team League of Association
Cleiman's f Guardlan Signaturs ‘ Data

Pollry No. Typa of Spart

¥

g oF & d mamber al tha tima of in Yoa/No

Was the player injured whila taldng gt In an suthorized activly? Yea/No
Nama Pasfion with Glub
Talophong No. Signature

Send this completed form for
approval to

Softball Saskatchewan
2205 Victoria Avenue
Regina, SK S4F 084
Fax: (306) 780-9483
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ATTENDING PHYSICIAN’S STATEMENT

Plaase complete this claim form and return i to your patient.

Patient's Name; Age:

Addrass:

Diagnesis: Please Indleate the name(s) of the bana(s) fractured or dislocatad:

It Hozpitallzed, glve name of hospital:

Date Admittad: 19___ Discharged: 19__

If referred o yau, give name of referring physiclan:

Operatlone (or ther procedurss parformed):

Date:

Date:

Dala:

Date of first congultation for ahove: 19

Date of first symptoms: 19 Data of Accldent; 19___

Has the patlent ever had same or simllar conditlon?

11 “Yes”, please state when and describe:

I3 thare any other disease or infirmity affecting the present conditlon?

Datg: 19 Slpnatura (M.D.)

Address;

Cerifled Speclalist

Phone:

Send this completed form to: Softball Saskatchewan 2203 Victoria Avenue Regina, SK S4F 084
Fax: (306) 780-9483

##% TOTAL FAGE.BZ #*®



