"Upto$1,000,000
‘Student Accident Medical
Insurance Protection

Administered By: Local Service Agent:
LEFEBVRE INSURANCE, LLC
850 Franklin Street

Wrentham, MA 02093

(800) 451-9668

55 Frontier Road
Cos Cob, CT 06807
(203) 344-9545

015-2016

Underwritien By: I
AXIS Insurance Company .

Darien Insurance Center, Inc.
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DO NOT SEND CASH

Enrolilment Form

Please Print 2015-2016
STUDENT 5 LAST NAME

STUDENT S FIRST NAME MIDDLE INITIAL

BirTH DATE (MM /DD/YYYY) - GRADE PHONE

HOME ADDRESS ApTH#
Gty . . ST Zip
SCHOOLSYSTEM/DISTRICT

ScHooLNAME

Any person who knowingly and with intent to defraud any insurance company or other person files an
enrollment form 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 act, which is a crime and subjects such person to criminal and civil penalties.

SIGNATURE OF PARENT OR GUARDIAN DATE

My signature above certifies that | have read and understand the Student Accident Insurance Protection
brochure and agree to accept the terms and conditions stated herein.

No obligation ta purchase.

School Year Rate —2015-2016 CHECK v YOUR SELECTION

Coverage Plans Premiums
24-Hour — Including Extended Dental 1 $63.00
24 Hour Only O 555.00
schoal Time —Including Extended Dental [d $23.00
Schooi Time Only 0O $15.00

Make checks payable to:

AXIS Insurance Company

How to Enroll

1. Decide whether you want the School Time, 24-Hour Accident Protection (with or without Dental).

2. Fill out the enrollment form and enclose the form along with a check or money order made payable
to AXIS Insurance Company for the correct amount. '

3. Mallenvelape to Lefebvre Insurance, LLC. —850 Franklin Street—Wrentham, MA 02093, Your
cancelled check or money order stub will be your receipt and confirmation of payment. (Please
write the student’s name and school name on your check.)

AMA CT_CO_K-12_2015-1




MEDICAL CLAIM FORM MCA Administrators, Inc. CLAIM ASSISTANCE:
1. COMPLETE THIS FORM PO Box 6540 (800) 427-9308
A o B Harrisburg, PA 17112

UNDERWRITTEN BY: ACE AMERICAN INSURANGE COMPANY

IF PART A AND PART E ARE NOT COMPLETED [N FULL THIS CLAIM CANNOT BE PROCESSED AND WILL BE RETURNED.

BEFORE COMPLETING THIS FORM REFER TO CLAIM PROCEDURES
AS THEY APPEAR ON THE BACK OF THiIS MEDICAL CLAIM FORM

PART A. POLICY HOLDER

1) Name of Scheol District/College/Grganlzation IncHividual S8chool/feam {2) County
__(3) Address of School: (Streef} [Chty) (Stata) Zip) {4} Area Code - Telephone # | {5} Date of Injury
MO | DAY ‘ YR
(6) Name of Injured Person (7) Date of Birth | {8) Social Security # (9) Age (10) Grads (1) MALE )
MO | BAY | YA
| 1 l remale L)
{12} Injury aceurred:  Practice [ Game [1 pE [ Travel [3 Ciassroom U (13) Type of Sport:
At Home [ Intramurat [ Inierscholastic 1 intercolleglate I

{14) Describe in detail HOW the Injury ocourrad, NGTE: If your school uses an accident report form, please attach a copy of the report.

(15) What part of the body was injured:

{Laft or Right side if applicable) {16a) Time ot injury

H am. : p.m,

{18) At the time of the accident, was the Injused petson Involvad in an activity under the juriadiction of the polioyhoider?  Yes [ Ne [

47) Nama of Supervisor {If different from organization officlal
an per ( 9 ) {18) Was he/she a withass to accldent? Yes [ No O

(19) Slgnature of School or Crganization Officlal (20y Title of Oftlclal {21) Dale Slgned
MO DAY | YR

PART B. PARENT, RESPONSIBLE PARTY OR GUARDIAN STATEMENT |

‘(1) Nama ot Mothaz/Father or Guardian {24 Goocial Sesutily # (@) Reatlonship [ Father T Mother
' i 1o insured O Guardian T Self
(4} Address (Numbar} Birest {Lot or Apt. No.) {6) City {8) State {7) Zip Code
{8) Area Code - Home Talephona Number (9 Father's work telephone  { ):
Mether's work telophone { )
(10} Occupation of Father or Mother, Wifa or Husband {11} Place of Employment (12} Address of Emplayer
{13) Occupetion of Self (if over age 18) (14} Piage of Employment {15) Address of Emplayer

{16) Do you hava any other health and/et accldent hsurance plan {other than this plan?}
Father: [JYES [INO Mother; [1YES [INO Husband: []¥ES [ING wite: E1ves [Ona seif: [Jves [INo

{17} Is the Injured persen coverad by ather health andfor accldent Insurance plan? {18} Name of sther health and accident insurance eompany
. Mo | DAY VR
Oyes [ONO  Effective Dats |

|

(18} Addrese of Insurance Company ' {20) Poficy Number - Phone ¥

BY SIGNING BELGW | HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF

AUTHORIZATION and ASSIGNMENT OF BENEFITS
), he undesstgned authorize any hospltal or other medigal-cace instiluilon, physiclan or other medical professional, phasmacy, Insuranca suFport organization, government agancy, group pelicyhaider,
InsLfance compiny, asscelstion, employer or beneflt plan adminisérator to furnish to the Iasusance Gompany liamed shovs of lts representative any and all Information with raspect 1o 2ny Injury or
sickness siffered by, the medical history of, or any consuitatlon, prescription or Ireatment provided to, the persor who death, Injury, sickness of loss s the basls of claim and coples of all of that
persow’s hospital of medlcal recerds, ingluding Information refating to mental illness and use drugs and alcono), 1o determine eligibliity dor benetlt payments ndes the Policy Number identliied above. 1
authorize the pollcyhalder, employer or kenefll plan adminfsiration to provide lhe Insirance Company named above wRh financlal and employment-rafated Infermation. | understand that this authorization
is vafid for the term of coverage the Poliey lderified above and that & copy of this Authorlzation shall be considered as valid as the ariginal,
| agree tat 2 oholographic sopy of this authorizatlon sha!l be valld as the orlginal.
[ understand that | of my atithorized representativa may request a copy ef this authorization.
t undarstand that | or my a0thonized representative mmay revoke this awthorization at any lime by providing he inserance company with writtan notification as to Infent 1o revoke,

signaturs of Insured or Authorized Representative Dated

Address

AUTHORIZATION TO PAY BENEFITS TO PRCVIDER: | authorize payment of Medical payments to Physician or Supplier for Services described on the reverse side and/
or attached.

Date Signature of Responsible Party or Student if 18 years old

Fraud Warning: "It Is a crime o provide false or misfeading infarmatlen to an insurer for the purpose of defrauding the Insurer or any other parson. Penaitles melude
Imprisonment and / or fines. In additlon, an Insurer may deny Insurahce benefits If false information materially related to a claim was provided by the applicant.
QDNRTR /K.12 QADFECIAE TR




CLAIM PROCEDURES

1. Submit ali itemized bills to both your family insurance carrier and the insurance carrier for your
school/organization. These bills are generally a HICFA form (Physician) or a UB92 form (Hospital). The Physician
or Hospital has an assignment of Benefits on file: which was completed on the initial treatment visit. This
assignment of Benefits will be honored. if your Provider does not bill on a HICFEA or UBS2 Form, You will need to
sign the authorization to pay Benefits to the Provider on the front of this form.

2. If your family insurance carrier is an HMO organization, CONTACT YOUR HMO PHYSICIAN AT ONCE.
FAILURE TO DO SO MAY RESULT IN THE CLAIM BEING DENIED OR A SUBSTANTIALLY
REDUCED BENEFIT.

3. Your family insurance carrier will send you an Explanation of Benefits (E.O.B.) listing the payments made by
. them. Upon receipt of the E.O.B,, forward the E.O.B. along with any unpaid itemized bills and a completed claim
form to the claim administrator at the top of the claim form: paid receipts and/or balance due statements are
not accepted.

4. If you do not have other valid and collectible insurance (Auto, Employer Provided, Family Insurance or Self-
Provided): complete the information on the claim form, sign where indicated, include all your itemized bills, etc.,
and forward to the claim administration for processing.

NOTICE: Any person who knowingly files a staterent of ¢laim containing any misrepresentation or any false, incomplete
or misleading information may be guilty of a ctiminal act punishable under law and may be subject to civil penalties.

1. TO SUBMIT ADDITIONAL BILLS AFTER THE ORIGINAL FORM HAS BEEN SENT IN, BE SURE TO INCLUDE
THE FOLLOWING: (A) NAME OF CLAIMANT; (B) DATE OF ACCIDENT: (C) NAME OF THE POLICYHOLDER
(SCHOOL, COLLEGE OR ORGANIZATION).

5 |F YOUR FAMILY INSURANCE CARRIER IS AN HMO ORGANIZATION, CONTACT YOUR HMO
PHYSICIAN AT ONCE.

3. PROOF OF LOSS IS REQUIRED WITHIN 90 DAYS FROM THE DATE OF THE ACCIDENT. YOU HAVE ONE
YEAR FROM THE TIME PROOF OF LOSS WOULD HAVE BEEN REQUIRED TO FILE A CLAIM. CLAIMS
SUBMITTED PAST THIS PERIOD WILL NOT BE CONSIDERED FOR FAYMENT UNDER THIS POLICY

4. AUTHORIZATIONTO RELEASE MEDICAL INFORMATION {(MUST BE SIGNED)

5. PAYMENT WILL BE MADE TO THE SOURCE OF SERVICE (HOSPITAL, PHYSICIAN, ETC.) UNLESS
CLAIM FORM ACCOMPANYING THE BILL INDICATES OTHERWISE AT THE TIME THE CLAIM 1S
SUBMITTED. IF YOU PAID FOR THE SERVICES AND REIMBURSEMENT IS TO BE PAID TO YOU, PROOF
OF PAYMENT WILL BE REQUIRED AT THE TIME THE CLAIM IS SUBMITTED.

IMPORTANT NOTICE :

This Brochure provides a brief description of the important features of the insurance plan. it is not a contract of insurance.
The terms and conditions of coverage are set forth in the policy issued in Connecticut under form number BACC-001-
0909, Complete details are found in the policy on file at your school’s office. The policy is subject to the laws of the state in
which it was issued. Please keep this information for your reference.
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24 Hour Accident Coverage

Provides accident coverage for the full 24 hours of the day, not
only during school hours, but also at home or on weekends,
during vacation periods, at camp, anytime, anywhere when
school is not in session. SEE EXCLUSIONS.

Full Time, Registered Student K-12,
Teachers, Administrative and Other Personnel... . . .. $55,00

SCHOOL TIME ACCIDENT COVERAGE

Provides coverage while in aftendance at school during the hours
and on the daysthat schoolis in session. Includes traveling directly
and without interruption to or from the Insured's residence and
the school for regular school session, for such travel time as is
required, but not to exceed one hour after schoal is dismissed,
or if additional fravel time on the schoo! bus is required, coverage
here under shall extend for such additional travel time as might
be necessary. Participation in or attending an activity exclusively
organized, sponsored and solely supervised by the school and
while under the supervision of school employees. Travelis limited
to school supervised transportation. SEEEXCLUSIONS.

Full Time, Registered Student K-12,
Teachers, Administrative and CtherPersonnel. . . . .. $15.00

CONDITIONS

The accident must be reported immediately to a school authority
under the School Time Coverage. Under the 24 Hour Coverage
repori the accident to the school or Lefebvre Insurance (the
address is below). You will receive a claim form which must be
filed with the Company within 90 days after the accident.
Covered Excess Expenses incurred within fwo years from the
accident will be considered. A claim for those Covered
Expenses must be submitted to the Company for payment as
soon as reasonably possible, but no later than one year from the
date of service. It is the parent's responsibility to fite the
claim form within 90 days.

Direct All Questions and Correspondence To:

LEFEBVREINSURANCE,LLC
850 Frankfin Street, Wrentham, MA 02093
{800)451-0668

This brochure is not a contract. It is simply an illustration of
benefits, You may read the master policy at the school district
office. You will not receive an Individual Accident Policy. Keep
your cancelled check, as it is proof of purchase, DO NOT
SEND CASH.

Disclosure: US insurance coverage is underwritien by AXiS
insurance Company. Coverage is subject to exciusions and limitations
and may not be available in all US states and jurisdictions. Praduct
availability and plan design features, including eligibility requiremnents,
descriptions of benefils, exclusions or limitations may vary depending
on local country or US state laws. This insurance provided limited
benefits, Limited benefits are insurance products with reduced
benefits and are not intended to be an alternative to or integrated with
comprehensive coverage, Further, this insurance does nat coordinate
with any other insurance plans. it does not provide major medical or
comprehansive medical coverage and is not designed io replace
major medical insurance. Further, this insurance is not minimum
essential benefits as set for the under the Patlent Protection and
Affordable Care Act.

Optional $50,000 Extended Dental Benefit

When this option is purchased, the basic denfal benefit

will be extended to provide for the Usual & Customary

Charges for Denfal Treatment of a Dental Injury

expenses incurred within 2 years from the date ofthe

GCovered Injury. Also included in this benefit are the

following:

1, Dental Treatment means Replacement of caps,
crowns, dentures, and orthodontic appliances,
(inciuding braces) fillings, inlays, crozat appliances,
endodontics, oral surgery, examinations and x- ray
services required as a resulf of injury.

2. In no event shall the Company’s payment exceed the
Usual & Customary Charge normally made by a
Deniist for necessary treatment actually rendered

" during the 104-week period immediately following the
date of Covered Injury; if there is mose than one way to
treat a dental problem, the Company will pay benefits
for the least expensive procedure provided that this
mests acceptable dental standards.

3, lfthe Inswred's Dentist certifies, in writing to the Claim
Administrator, that treatment must be deferred untit
after two {2) years from the date of the Accident, a
maximurn of $800.00 will be paid. Deferred Treatment
must be compieted within two (2) years of the
expiration of the Initial Treatment Period. No bifls will
be paid without written certification. Services must
commence within 90 days from the date of the
Covered Injury. This henefit is in effect 24 hours a day,
even when purchased with School Time Coverage.

Full Time, Registered Student K-12,
Teachers, Administrative and Other Personnel.. . ... $8.00

This coverage cannot be purchased without School Time o 24 Hour coverane,

Accldental Death & Dismemberment
When Injury shall resuliin anyone of the following losses within 180 days
from the date of accident, the company will pay for loss of:

Life e e $5,000
($15,000 for a death under the Sports Condition of Coverage)

Both hands or bath feet or the

enliresightofbotheyes . .............oovnues $20,000
OneHandand OneFoot. .. ................... 20,000
Either One Hand or One Footand

the Entire Sightof CneEye.......... e, $20,000
One Hand or One Foot or the entire

sightofoneeye. ....oovrriniiinreannn- $10,000

“lass” of a hand or foot means complete severance through or above the
wrist or arikia joint. “Loss” of sight of an eye means total and irrecoverable
loss of tha entire sight in that eye. “Loss” of thumb or index finger means,
complete severance through or abeve the metacarpophalangeal joint of
both digits. If more than one Loss is sustained by an Insured as a result
of the same accident, onfy one amount, the targest, will be paid.

Efiective & Termination Date
Coverage begins ai 12:01 AM on the date the Schoal racelves a
completed application and payment of premium. Gtherwise, coverage
begins on the day of receipt of the application and the first official day
of school or the first official practice of interschelastic alhletics /
activities.

The coverage terminates on the date the Insured ceasesfo be a
registered student or the termination date of the policy, whichever
occurs first. If the student, teacher, or administrative employee moves
or transfers to another Public or Parochial Day Schaool, the student,
teacher, o administrative employee will be covered at the new schiocl
Lirtil this policy expires. If the premium check Is returned from the
bank for any reason, the coverage is nulf and void.

All other coverages end when School beging regularly scheduled
classes for the fallowing School term.
ARAA MT MM 1rf 4y NNndEr 40



ACCIDENT INSURANCE PROTECTION
PROVIDING A MAXIMUM OF $1,000,000 MEDICAL EXPENSE

‘The company will pay Usual ang Customary Bxpenses incurred for a coverad
Injury if treatment is received within 9C days after the Injury. The Schedule of
Benefits are stated below. Banefits ase payable for 104 weeks from the date of
the injury.

MAXIMUM BENEFITS

Haspltal Services:

Daily Foom & Board (Semi-private) ...o....oooves Up to $800/day

Intensive Care Ropm &Board . . ..., ... Usual & Custpimary ot o exceed 7 days

Miscellansous Services:
During Hospital Genfinament or when surgery

Isperformed. .. ... e v $800/day
Emergency Aoomoutpatient:
when Hospital Confinement is not reguéred. . ... Usual & Customary

Doctor's Services:

Surgery, including pre and post operalive
care- Usual & Customary Expensesin
accordancewlthihe 1574 Revised California
Relative Value Study, 5th Edition, having &

conversionfactorot. ... 150,00 unit vatue
Anesthesia: {inciuding adminisiration) and

assistant surgeon: % of surgical allowance ..., .. 25%

Dnctor vissather than for physlatherapy or similay

treatment when no Surgery benefitlspaid, . ....... Usual & Customary

Consuitants {when required by attending physician
for confirmation or defermining & diagnosls, but
noi for treaiment) and second opinien: .., . ..... .. Usual & Customary

Laboratery & X-Ray Services:

Otherthan Bental and including feefor

interprefation and/or reading of X-Ray

X-ray when not Hospital Confined X-Ray.......... Usuat & Customary
I T Usual & Customary

MRI's, CAT Scans, Laser Treatments or similar
procedures, including fze for Intetpretation
andlorreaning . .« oo vin i $800.00

Additional Services:
Physiotherapy or similar treatment;

In-Hosgital .. oov v eennns F N Usual & Customary
Outof Hospilal, . . ...oovvnivvenann. R $4,500.00
Chiropractic Servicas (inor out of hospital} . ... $500.00

Reqistered Nurse {in or cut of hospital) .. .......-. Usud & Customary
Ambliance 1o irffie) reatmentfachity . . .......... Usual & Customary
Orihapedic Appliances;

Inchospital . . oovvns e e Usual & Customary
Qutof hospital .. .o ... ovve s e $1,000.00

Out paiient drugs & medication

Administered byaDoclor ... .vveeieiiiinnn Usual & Customary

Eyeqglasses, contact lenses and hearing aids;
replacement of broken eyeglasses andar frames,
contact lenses, hearing aids, resulting from a
coverad IMJURY. ... ooovnie i $650.00

Dental Services:

For reatment, repeir or replecemerk ofinjured

naturalteeth, indudes initial braceswhen rulred

for treatmentofacovered Injry, aswellas

sxamination, X-rays, restorative eatment,

endodontics, orlsurgery, and treatmert for

gingivilis resufting frombrauma. ...........-... . £750 ftooth

PRIMARY COVERAGE

Benefils are payable for cavered medioal expenses from the first dellar, no deductivle,
o colnsurance, paying In addifion and without regard to payments by other Insurance
up to maximums siated herein. Benelits are payable for a meximum of 104 weeks.

EXCLUSIONS AND LIMITATIONS

Exclusions: The policy does not cover anyloss incurred asa result

of;

Limitation for Motor Vehicle Accidents

Benefits will be paid for Covered Expenses incurred for treatment of Covered Injuries
{hat result direclly and Indapendently of all other causes from a Govered Accident that
acourred white the Insured Person was riding in or driving a Mator Vehicle. Benefils wil
not exceed the Benefit Limit shown in the Schedufe of Berefis.

EXCLUDED EXPENSES:

For the purposes of this Accldent Medical Benefit, the following will not be considered
Medically Necessary Covered Expenses unless coverage is specifically provided:

1. expenses payable by any automobile Insurance policy without regard to fault.

2, sosmetio surgery, except for recohstructive surgery nesded as the result of a Coverad
Injury. b

3. examination or prescriptions for, or purchase, repair or repiacement of, eyeglasses, contact

fenses;

4. services or realmant provided by persans who do not normally charge for their services,
unless there 15 @ legal cbligation 1o pay;

5. {reatment of Injuries that result over a period of ime {such as blislers, fennis elbow, etc.},
and 1hat are a normal, foreseeable result of participation in the Covered Activily (doas not
apply to Volunlary Caverage) (does not apply if Bxpanded Sports Medical Coverage is
Seleotad an the Master Application).

&, ireatment of an injury resuiting from or contributed to by {rostbite, fainting or seizures, or
heatstroke of heat exhaustion (does not apply to Voluntary Coverage) (does not apply if
Expanded Sports Medical Coverage is Selected on the Master Apglication).

Commeon Exclusions: n addilon to any benefit or coverage specific exclusion,
benefits will not be paid for any loss which directly er indirectly, in whele or in part, is
caused iy of resuits Trom any of the loflowing unless ¢coverage is specifically provided for
by name in the Descriptien of Bznefils Section or Conditions of Caverage Section:

1. intentionally sell-inflicted injury, suicide, or any attempt while sane or insane;

2 commission or afiempt 1o comrmit a felany or an assauly;

3. deciared or undeclared war ar act of war ar any act of declared of undeclared war
unless specifically provided by this Policy; .

4, flight in, boarding or alighting from an Aircraft, except as a passenger on a reguiarly
scheduled commercial airine;

§. parachuting;

&. Travel In or on any off-road motarized veicle that does not require licensing as a motor

vehidle; .

7. slckness, dlsease, bodily or mental infirmity, bacterial of viral infection or medical or
surgical tremtment thereof, (Including exposure, whalher or not Accidental, 1o viral,
hacterial or chemical agents) whether the [oss resulls directy or non directly from the
treatment except for any bacterial infection rasulfing from an Accidental external cut or
wound, Accidental ingestion of contaminated food, or purpaseful ingestion of controlled
drugs;

8. A cardiovascular, event or stroke resulting, directly and independently of all other
causes, fom exertion, as verified by a Physician, while the insured Person paricipatesin
a Covered Activily (does not apply to Yoluntary Coverage) (does not apply it Expanded
Sports Medical Coverage Is Selected on tha Master Application);

9, volurlary use of any centrolled substance as definad in titte Il of the Comprehensive
Dtug Abuse Preventio and conlrol Act ¢f 1970, &s now ar hereaflar amended; unless as
preseribed by his Physician for the lnsured Person; .
10. injuries compensabie under Workers' Compensalion law or any similar [aw, except
where an employea is a corporate officer and where a sole proprietor o busfness parther
Is not coverad by the provisions of chapter 568,

11. practice or play in Senior High Interscholastic Football andior Senior High
Interschatastic Sports, including lravelling to and from games and praclice, uniess
specifically provided for in the Master Insurance Application;

12. participation in any sports acivity not specifically authorized, sponsored and
supervised by the Policyholder, whether or not it takes place an the Poficyholder's
premises or during normal Sthool hours, including snowboarding skiing and lce hockey;
13, benefits will not be pai for sendces ot treatment rendered by any person wha is:

a. employed of retained by the Policyhalder;

h. living ins the Insured Person's household;

¢. an Immediate Family Member, inciuding domestic partner, of elther the Insured Person
.or the Insured Person's Spouse; or

d, the Insured Person,

AMA CT CO K-12 2015-16




To File A Claim:

Use attached claim form

Fill out all necessary information

Be sure to sign and date the bottom

Enclose any itemized bills or receipts from services rendered.
Send claim forms, itemized hills and receipts to:

ISR S

MCA Administrators, Inc.
PO Box 6540
Harrisburg, PA 17112
(800) 427-9308

Proof of Loss is required within 90 days from the date of the Accident. You have ONE year from the time Froof of Loss
would have been required to file a claim, Claims submitted past this period will not be censidered for payment under the
policy.

ENROLILMENT FORM CHECKLIST
Did You:

3 Fill out all of the appropriate information on the enroliment form (MAKE SURE SCHOOL DISTRICT IS CLEARLY LISTED)

0 Check the appropriate box({s) for the coverage you have selected.

1 Enclose a CHECK or MONEY ORDER for the total Premium (your cancelled check or money order stub will serve as
proof of payment) along with the completed enroflment form in an envelope.

For questions, inquiries, and information contact:

[ efebvre Insurance, LLC
850 Franklin Street
Wrentham, MA 02093
(800) 451-9668



