
 

 

Policy # ______________ Serial  #   ______________ Dates Person Was Insured   ______________ 

Name of Policy Holder/Group______________________________  

Name of Patient     

Patient Date of Birth       Age       Sex  M  F 

Patient Home Address    

City        State        Zip   

Injury  Illness Report 

Date of Injury/Illness: Time: Group Activity: 

Nature of Injury or Illness: Was this con      

Describe How and Where Injury Occurred (explain fully): If yes, please explain 

 

 

 

If there was no medical treatment during insured period, was injury or illness reported to staff me      

Office Use: 

Verification Signature 

This form is to be completed by the Camp Director, Chaperone, or Group Leader of the Event UNRELATED to the patient. 

I hereby certify that this was a supervised group activity sponsored by the organization covered under this policy. 

   (cannot be related to patient) 

Name of Camp/Club   

Contact (Print Name)       Title   

Signed   

Day Time Phone       Email   

Any person who knowingly and with intent to defraud any insurance company 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 subjects such person to criminal and civil penalties. 

  
  

Patient is: 
 

 
 

         Eligible Worker Comp. 
 

 



 
 
Name of Patient       Patient Date of Birth   

Patient Home Address   

City       State        Zip   

ASSIGNMENT FORM  Receipts must be enclosed 

ONLY COMPLETE IF MEDICAL BILLS HAVE BEEN PAID BY PATIENT/GUARDIAN 

I hereby authorize the American Income Life Insurance Company to pay benefits on the above claim to: 

(Payee Name)   is to be reimbursed. 

Address       City        State        Zip   

 Date       Signed      

Release of Medical Information Authorization 

I hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically-related facility, 
insurance company, the Medical Information Bureau or other organization, that has any records of me or my health, to give to the 
American Income Life Insurance Company or its reinsurers any such information with respect to illness, injury, medical history, 
consultation, or treatments which include alcohol, drug or chemical dependency treatment. Information received is for the 
purpose of evaluating this claim and determining our liability under your existing coverage with American Income Life Insurance 
Company. This authorization shall remain valid for one year. You have the right to receive a copy of this authorization upon 
request. A photographic copy of this authorization shall be as valid as the original. 

 

Signature of Patient/Guardian/ or Personal Representative Date 

 



 
 
 
 
 
 
 
 

 

 
 

 


