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Risk Strategies LLc CHUBE

Accidental Medical Expense

HOW TO FILE A CLATM

Complete all items on the attached claim form.

Attach the following documents:

o Copies of fully itemized medical bills. Itemized bills must show the patient’s name,
date of service, the type of service rendered, the diagnosis or nature of condition
being treated and the provider’s name and address.

e Copies of the Explanation of Benefits from your primary insurance carrier.

Send the completed and signed claim form and all required documents to:

Cabot Risk Strategies LLC
15 Cabot Road
Wobum, MA 01801

E-Mail: claims(@cabotrisk.com
FAX: (781) 376-9907

Retain a copy for your records.

YOU WILL BE CONTACTED BY A CLAIM ADJUSTER IF ADDITIONAL INFORMATION

OR DOCUMENTATION IS REQUIRED.

IF YOU HAVE ANY CLAIM RELATED QUESTIONS, PLEASE
CONTACT CABOT RISK STRATEGIES AT (800) 222-5963.
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CLAIM PROCEDURES

Types of claim situations to be reported:

Any situation in which a department member has been injured or has sought medical assistance
for an incident which occurred while on the job.

‘Who should report a claim?

It is recommended that one person be designated to coordinate claim reporting within the
municipality.

In the event that it is not possible to designate a claims coordinator, it is suggested that each
Department Head be responsible for reporting incidents within their area.

What information is needed in order to report a claim?

Whenever possible, please utilize the forms provided with this information to submit claims for
consideration, In the event forms are unavailable, contact Cabot Risk Strategies as soon as
possible to provide basic information which will allow for a claim to be initiated,

How and where to report a claim?

a. The completed Loss Notice form should be sent to:
Cabot Risk Strategies LLC
15 Cabot Road
Woburmn, MA 01801

Or FAX it to: 1-781-376-9907

b. A copy of the Loss Notice form should be retained by the member in the area designated
for claims records.

c. We can be reached from 8:30 AM to 4:30 PM, Monday through Friday, at either
1-800-222-5963 or 1-781-939-6800.

Inquiries:

If there are any questions regarding coverage or procedures, please do not hesitate to call the
Claim Department. Some questions can be answered immediately; however, in many instances, it
will be necessary to submit a Loss Report prior to resolving a coverage question. We can then
gather the facts of the incident in order to make the proper decision on coverage.

If problems or questions develop:

If any questions or problems arise during the course of a claim, please calf the Claim

Representative immediately. We will make every effort to resolve the matter to your satisfaction
and welcome your input as part of the claims process.
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Chubb Police and Fire Fighter Accident Program

NOTICE OF CLAIM FORM

A claim is being filed for: O Medical Benefits [ Disability Benefits

Forward Questions/Claims to;

Waoburn, MA

Cabot Risk Strategies LLC
15 Cabot Road

Tel, Number 800-222-5963
Fax Number 781-376-9907

01801-1003

Claim Instructions: The Policyholder should: Complete and sign Sections 1, [1l and V.
The Claimant should: Complete and sign Sections I1, 1 and IV.

Section I — Policyholder Information — To be completed by Commanding Officer

Policyholder Name

Policyholder Number

O Medical and Disability Benefits

Policyholder Address

Commanding Cfficer Phone Number

Claimom (Injured Party) Name

Claimant Daie of Birth Claimant Social Sccurity Number

Claimant Insured Person Status [ On-Call Volunteer [ Junior Officers

O Auxiliary O Carcer Police

O Career Fire Fighter

Claimant Address (Street, City, State end Zip Code) Claimant Phone Number

Date of Accident Time of Accidenl
(mm/ddfyyyy)

OaM DPM | Place of Accident

hh:mm

Complele description of Accident

Indicate injurcd body pari(s)

Nature of sickness (if applicablce)

Date sickness first commenced

Note - Please also include a copy of the Incident Report, if available,

Policyholder Centification Signature Required;

I hereby certify the cloimant is a member of the group insured under the above Policy and the injury/sickness was sustained under adequate |

supervision while participating in on official Covered Activity.

Title of Commanding Officcr

Signature of Commanding, Officer

Date

Scction II - Claimant Information — To be completed by Claimant

If filing a claim for Medical Benefits: Submit itemized medical bills to address referenced above and sign the

Claimant Certification statement listed below.

Claimant Certification Signature Required:

[ hereby certify the above information to be true and accurate to the best of my knowledge.

Signature of Claimant

{12/11)

Date
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Chubb Police and Fire Fighler Accident Program — Notice of Claim

Section II - (Continued) Claimant Information
[If iting o cloim for Disability Benefits: Fully complele all itlems in this section and submit 10 address relerenced on page 1]

Normal Occupation Normal Occupation Work Fours Name of Normat Occupation Employer
Address of Norinal Occupation Employer Contact Phonc Number Contact Fux Number -
Contact Name for Normal Occupation Employer Exact dutics unable 1o perform — Normal occupation

Date last worked Normal Occupation Employer
P POy Date returned to work — Normal Occupation Employer

O Full Duty [ Light Duty

Verilication of Earnings (Submit Normal Occupation pay stubs for the last 3 months. If self-employed, send copy of your prior yeas's tax
return}

Attending Physician’s Name Attending Physician's Address

Attending Physician’s Phone Number Attending Physician's Fax Number

Do you have disability (loss of woges) coverage through? (Check all that apply)
O Regular Occupation Policy O Workers® Compensution 0O Other

Claimant Certification Signature Required:
L hereby certify the above information 1o be true and accuraie to the best of my knowledge.

Signature of Claimant Date

Scction III - Fraud Warning Statement - To be signed by Policyhotder and Claimant (Based on State of residence)

For residents of Alaska, Arizona, Arkensas, Colorado, Connecticut, Delaware, D.C., Florida, Georgia, Idoho, Illincis, Indiana, lown,
Kansas, Kentucky, Louisizna, Maine, Maryland, Massachuscits. Michigan, Minnesola, Mississippi, Missouri, Montana, Nebraska, Nevada,
New Hampshire, New Jersey, New Mexico, North Caroling, North Dakota, Ohio, Oklahoma, Pennsylvania, Rhiode Island, South Carolina,
South Dakola, Tennessee, Texas, Utah, Washington, West Virginia and Wisconsin: Any person who knowingly and with inlent 1o defraud
any insuronce company of other person files an applicalion for insurance or statement of claim containing any malerially false information
or conceals for the pumpose of misleading, information concerning any fact material thereto commits a fraudulent insurance acl, which is a
crime and subjects such person to criminal and civil penaltics.

For residents of Alsbama, Hawaii, Oregon, Vermont, Virginia, and Wyoming: Any person who knowingly and with inieat to deflraud uny
insuronce compony or other person files an opplication for insurance or siatement of claim containing any materially folse informotion or
conceals for (he purpose of misleading, information concerning any facl malerial is subject 1o o denial and/or reduction insurance benefits
and may be subject to any civil penalties available.

For residents of California, California law requires the following: Any person who knowingly presents false or [raudulent claim for the
payment of a lass is guilty of n crime and may be subject 1o fines and confinement in stale prison.

Tor residents of New York: Any person who knowingly and with intent to defroud any insurance company or other person files an
application for insurance or stalement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact malerial therelo, commits a fraudulent insurance act, which is a crime, and shall also be subject 1o a civil
penalty not 1o exceed five thousund dotlars und the stoted value of the claim for each such violation.

! hereby centify the forcgoing statements made by me on this form 1o be truc to the best of my knowledge. 1am aware that il any of the
foregoing statcments on this form made by me arc willfully false, I may be subject to peaaltics, which may include criminal prosccution.

Signature of Poticyholder (Commanding Officer) Date

Signature ol Claimant Date
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Chubb Police and Fire Fighter Accident Program - Notice of Claim

Section IV — Medical Records Release

Cabot Risk Strategies LLC
15 Cabot Road

Wobum, MA 01801-1003

Tel. Number 800-222-5963
Fax Number 781-376-9907

MEDICAL RECORDS RELEASE

DATE OF INJURY

NATURE OF INJURY

I hereby authorize any hospital, physician or other person who has attended me to furnish to Cabot Risk Strategies
LLC and Chubb Group of Insurancc Companies all information with respect to this illness or injury and the

resulting hospital or medical records, consultations, treatments or prescriptions. A copy of this authorization shall
be considered as effective and valid as the original.

Name (Print)

Signature Date
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Chubb Police and Fire Fighter Accident Program — Notice of Claim

Section V — Wage and Salary Verification

Cabot Risk Strategies LLC
15 Cabot Road

Wobum, MA 01801-1003
Tel. Number 800-222-3963
Fax Number 781-376-9907

WAGE AND SALARY VERIFICATION

Date

Our Policyholder Date of Injury Claim Number

EMPLOYER'S NAME AND ADDRESS

EMPLOYEE'S NAME AND ADDRES

Social Security No.:
Thank you for your cooperation,
I. ! OCCUPATION:
2. DATES OF EMPLOYMENT: From through
3. Gross Earnings during 52-week period PRIOR to Accident: §
4, Wage or salary as of date of Accident: )
a) § O Per Week O Per Month
b) Usual number of days worked per week:
5. Dates Absent Following Accident:
a} Date Disability began:
b} Date returned to work
6. Was Employee paid during this absence: O YES DO NO  If YES, amount paid: §
7. Is Employee entilled to benefits under a wage or salary continuation plan? OO YES 0O NO
a) If YES, amount paid or available: $ [0 PER WEEK [ PER MONTH
b) If Yes, Are casht or traditional retirement credits reduced under your plan by amount of benefits
paid?
8. Is Employee eligible for any individual/group healih insurance/HMO/other benefits? CIYES O NO

Date: Print Name & Title:

Telephone No.:

Signature

(121
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