Member Companies of American American Home Assurance Company
International Group, Inc. Accident & Health Claims Department
P43 Wellington St West
Torontoe, Ontario M3J THS
Phone: (416) 3962005 Fax: (416} 390-4067

PLEASE PRINT POLICY NO.: SRG

:.CLAEXIAVT’S STATF“«ENT— pivase ENSUTE. ahm 1) ngma! claim doemnmts and invoices are, mbmmeé

Surname: Given Name

Address:

{Street & No.)

Apt/Unit No.: Telephone No: ()

Ciry'Town Province Postal Code:

Date of

Birth: Heieht: Weicht: Sex: i Male Female
i. Dlate of Accident:
2. Focation of Aceident:
3. Full details of accident and injury sustained:
4. Did the accident occur at a sunctioned event spensored by the Policyholder? [ Yes

Explain:
5. Have you had a similar injury previously? Yes Ne

Provide dates and details:
0. Name and Address of Physician:
7. Where and when did your Physician first attend you?
8. Names and Addresses of any other physicians who may have treated vou as the result of this accident.
9. What other accident or health insurance do you have?

Company:_ indemnity:

E hereby certify that the above answers are both true and complete:

Signature of Insured or Insured Person's ParenyGuardian (if under 18); .. Date:

i understand that the nformation provided by me o this claim forn and otherwise 1 respect of my clainy, s renuieed by American Home Assutanes Company, ds
remsarers and awthorized adounisfrators l'lh.. nsurer”y 1o assess ae ontiternent w henefits, meluding bt not Himited 1o deterr vning i cove wen, ivestiating the applicability of cxclusions and co-
ordinating coverage with other Tsurers. For these purposes. the nsarer will also consull it existng mumance fles ahom me, collect iddrrmgmi wfmmdtion shao and from 3 angd where required. collecs
and cachange information with, third pantics. CERTIFICATION: The statcmens | provide in cormpleting this clanm form and otheewise b respect of v claims are s and complots 10 the best of
= and bebiel Tis the event of a false stfernent m the making of this . coverage e be cancelted. prvment of benefits denicd and past clain o Dagmee o refund 1o
3l sach amounts showkd noe hay HORIZATION of 00 less than o
praciiboner. health care provider. hospital health care justitution, medical arganizetion. 1w miedical or medicaliv < Laeidity, any
FRSUFINCY COTIPATIY DF reInsranee company. workers o 30k Biard or silar plan o organization, beneii plas adwinistear, fde rritorial or provise 21T departiment. of @ ther car tisi
or orpanization. mstitbion o association (wcluding v oinfornation from the group pohicyhokder or nry emphover) 1o release and exchange with umerican ance Compehy. or reprosentatives
tiiereof. aff personal beabth idormation and benetlt PIvIAenRt mlarmueion abow me ot any other infennation o iecords sbow me in (i possession that 1o reguested while admis

PERSONAL INFORMATION NOTICE:

mtiraaion v
my knowled
. the amowd of auv pay
st nonths from the d

or misieading

arnd not e

s pand in respect ofmy claim. Al

oy claam
Pagree that g reproduction of this authorization shatl be as wabud as the ariymak.

Signature of Insured or insured Person's Parent/Guardian (if under 18); ) ) Date:




| ATTEV DING PHY;SEC?AN’S STATEMENT- ._’E"Im.'[.aaiié_n% is finaneially reém.ms'ib'té.:i.br'ﬁl.e completion of the form witheut any cx.péu'sc;m the: company -

Bhysician's Nawme (Print) Patient's Name (Print)

Name: - MName:

Sreet: — —— Street: —

City: City:

Prov. Postal Code: o Prov. Postal Code:

Diagnaosis including complications (if fractere, specify hone and type of fractore) and Nature of Injury:

st 1 MY
DATE  Attendance
OF

Aviuasl

Eoss
Is condition due to an accident? Yes{ )} No{
Please outline the treatment plan recommended and preseribed:
Date of next scheduled follow up appeintment:
Was claimaunt hospitalized? ( ) No, and if ( ) Yes - Give hospital name, address and date admitted.
Names and addresses of other physicians or surgeons, if any, who atitended clabmant
FCERTIFY THAT THE ABOVE INFORMATION IS CORRECT TG THE BEST OF MY KNOWLEDGE.
DATE: SIGNATURE: M0
ADDRESS:

il ASSOUIATION'S STATEMENT -

i Name of Insured: Iusured s effective date:

Insured is (please check the appropriate box): Member/Athlete 1 Executive [ Manager [ Coach ] Trainer { |

Bl the infury eccur while claimant was participating in a sanctioned event? NO[] YES [ ] Please describe:

Official [

Description ef Injury:

Please atiach a copy of the completed bncident Repore velated to this event (if avaitable).

Date : Signatures

Telephone No.: Title:




