3

o'

seatidn 11 General Agcident Questions w .

.t

-

3) when did this incident ocoux? Please list the dage if gifferont than

2) is this Y;s ragult ot an ongoing conditicn (chronic back pairn, arthricis)?
"o

3) ¥as thio a goheol related injury? ¥EE xO

4} Wao chis a sport oy zea:utunal injury (and there is no other Lnsurance
coverage) ? : YBS o

§) Was this 8 aali-inflicted injury? YES KC
) vap ';:gs the result of a slip or f£21l {not in your owvn home)?
e anp— m ‘

7) Are i:h;s peyvicas that occurred a vesult of an aceident mot wiated akovs?
I - NO

If yes, how did this accident/injury ccour?

*
- —

81 If not an aceident or injury. pleage describe in deza:l what sccurred:

9) plaase identify the locazion this imcident oecursed feg. rour ewe, StIaes
addregs or acher area or businaecs): .

- 10) Did this acc:denl: or injury happsn while ag work? YE

11) If yes, did you file a worker's compansation claim with vour employsr:
1 ¥es




i
-

DL

1) ¥ho was at faule?
"~ 73) Was a police report filed? YES NO If yeo please ¢nclone ca

. Section 2 - MVA (if nob a Motor Vehiske secident or injury skip to gsction 3

A ey .
TemnEl .(__0 -

o
" ¢ For injuries that axe z result of a mutor vehicle accident you
HUST attach a copy of the police vepert

~3) Wexe any tickats or violations imsued? YES %O

A"'.tmo. if anyone, was ¢ited?

4) .{ias anyonus involved in the accident allaged :o have been under the influer

of alechol or drugs? YBS o
If you angwaraed yos to the above, pleasc list who was under the inZlusnce

§) Have you reported the accidant to your motor vehicle insurance ccmpeny?

NO

e TV optu—

I 6) Pleage provida the name and addvess of your mozor vehicle insurince compas

Please provide any further documentation that will axpedits the zevisiw ¢
claima. For example; police raports, medical recorde, nc-faule determina

any related coryespondence,

as well as.your policy number:

I herchy cextify thac above :8 true and I understand thaz I mpy ke
held responsible foxr any ovezpayments made on thiw elaim due co
wigrepxessnted informacdioer.

[

Subseribayr Signature fruts
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|+ M33E you ba sedking. any thizd Party actisn as 8 zdsult BE this
; 4 ; .

sdcidont/ indiiryr? ¥HS .
Ui yes, whe will you hs seekiny sction againan?
if so, plenge provide your atkorney's nams and address:

~ It is tmportant that you aze awaye of the subrogation langusge in your

-

T e g

. Blah Rocument.

ye besn made agarm that the Health Benofit Program through my employer
N contains n Subrogation provision that is designed to
velnbutge the any for benefite paid vhore the injury oxr illness was
chused by any party. I agree that any monies paid for mycelf or my
depandant () ap a resul: of the injury oz illuess caused by che Thirxd rarcy
wvill be zelsbuxced to my employer up to the full amount paid by them in
accoxdanea with the Plan.

I have signed belnw showing that ¥ understand AND igree to the akbove.

Subscribier Signature Date
Homa Phone 3uainoss Phone

This aigned document should be raturned to;

EBS~RNSCO, Inec.

Medlcal Claims Department
115 Zontinuuw DY
Liverpool NY 13088

e oz fax to: 315-448-9132



