Accident Claim Form

COMPLETE AND RETURN THIS FORM TO: ACCIDENT PROOF OF LOSSICLAIM FORM

BDMH';R S S

P.0. Box 390 Short Hills, NJ 07078

TEAM INSURANCE e

52 week eligibility period

[ SECTION I TO BE COWMPLETED BY PARENTICLAIMANT (Required) |
| NAME: {frst} _ (las)

1 ADDRESS foity] istite) {mp code)

i TELEPHONE &

4 BIRTHDATE: _/ [ SEX: O Male 0 Female FASTPITCH O SLOWPITCH O

S CLAIMANT IS: O Vewh  OCoach/Manager [ Other

6 MAME OF TEAM: I

7 MAME OF LEAGUE:. Diamonds Girls SB LG .

8 ACCIDENT INSURANCE 1D#: DEDUCTIBLE:  $250

9 ACCIDENT DATE: _ [ ACCIDENT TIME: Oam Opm

10 BODY PART INJURED:
[l ACCIDENT OCCURRED DURING: 0O Game 0O Prastee O Toumament O Camp/Qlinic O Other
| DESCRIBE HOW AND WHERE ACCIDENT DCCURRED:

i3 MAME OF FIELDVFACILITY WHERE ACCIDENT OCCURRED:

SECTION Il Y VERIFICATION {Must bo signed by TeamiLeague Official)

{ CERFIFY THAT THE ABCVE HAMED CLAIMANT I3 AN INSURED WVEMBEER, OF THE TEAM MAMED ABCHE AHD THAT THE [HAURY OCCTRAED
CURMG OFRICTAL TEAM ACTIVITIES A5 STATED

HAME OF TEAMLEAGUE OFFICIAL: TITLE.
SI3HATURE OF TEAMLEAGUE CEFICIAL DATE
FHOHE!
| SECTIONI VERIFICATION (st be signed by Strta or letre Commissioner o Official Desiprited by Sate or Bebo Commissioner)

TO THE BEST OF MY KNOWLEDGE, THE FACTS OUTLINED ABOVE ARE TRUE AND COMPLETE. | HEREBY VERIFY THAT THE
CLAIMANT PLAYS ON A REGISTERED ASA TEAM FOR THE CURRENT SEASON.

HAME OF COUMISSIONER. TITLE:

SITHATURE OF CONVISSICNER, DATE

FHIMHE -




