American Income Life Insurance Co.

CLAIM REPORT
. Special Risk Division
To be completed by the Camp Director, P.O. Box 50158
Chaperone, or Group Leader of the Event. Indianapolis, IN 46250

800-849-4820

Policy Holder:

P Policy #
A 25 3
R Serial # Dates Person Was Insured to
T Name of Camp/Club/Group
1 For prompt service please attach all itemized bills for services rendered (doctor, hospital and prescriptions).
P Name of Patient Patient is:
A OO O Camper/Member
R Patient Date of Birth Age Sex M F O Counselor/Instruct.
T O Salaried Staff
Home Address of Patient Eligible Work Comp.
2 O Summer Staff
City State Zip O Volunteer Leader
INJURY REPORT ILLNESS REPORT
P Date of Injury: Time: Date Insured First Noticed Symptoms:
A Group Activity: Nature of Illness:
R
- Describe How and Where Injury Occurred (explain fully): Was this condition already present
before this person became insured? [ Yes [ONo
3 If YES, please explain:
Office Use: Office Use:
If there was no medical treatment during insured period, was injury or illness reported to staff member? []Yes [ No
Verification Signature - UNRELATED to patient
: I hereby certify that this was a supervised group activity sponsored by the organization covered under this policy.
R I was the: [ Camp Director [J Chaperone [ Group Leader [ Other (define)
T
Contact (Print Name) Title:
4 Signed:
Name of Camp/Org, Day Time Phone:
ASSIGNMENT FORM
I hereby authorize the American Income Life Insurance Company to pay benefits on the above claim to:
P
[J Medical Provider(s) [Check is sent directly to the facility providing the medical services.]
A
R [ (Payee Name) is to be reimbursed. Receipts must be enclosed
T
Address City State Zip

(%, ]

Date Signed
Rev 5111




University of Idaho 4-H Youth Development
Accident/Incident Report

Name of Injured or Claimant: Phone:

Address: Age: Gender:
Status: ___ Youth, ___ Volunteer, ___ Faculty/Staff, __ Other (specify):

Date and time accident occurred: Date and time accident reported to dept.:

Location where accident occurred:

Witnesses: Name Address Phone
Persons Name Address Phone
Interviewed:

Describe the facts of the accident in detail, including immediate actions taken (use attachments if
necessary):

Nature of suspected/stated injury or illness (e.g., abrasion, sprain, fracture, etc.):

Part of body injured:

Was first-aid /medical attention refused? Yes No

What medical attention was provided and by whom:

Prior medical condition(s) known? _ Yes No If yes, please describe.
Prepared by: Reviewed by:

Name/Title (Please Print) Supervisor (Please Print)
Signature: Signature:
Club/County: Club/County:
Phone: Phone:
Date: Date:

Form Revised 2/ 23/ 2016

Club/Group Leader: Submit completed forms to your local Extension personnel as soon as possible, but not later than 5 days after incident.

County/State Personnel: Promptly notify State 4-H Director of incident. Submit any required paperwork, within the time parameters requested.



	University of Idaho 4-H Youth Development Accident/Incident Report

