LITTLE LEAGUE, BASEBALL AND SOFTBALL | Send Completed Form To:

Little League,, International

C} ACCIDENT NOTIFICATION FORM ﬁﬁi:rgsRogtg;i*;;vg% %gsgox 3485
CHARTIS INSTRUCTIONS Acciden%omaim Contact Numbers:

Phone: 570-327-1674  Fax: 570-326-9280

1. This form must be completed by parents (if claimant is under 19 years of age) and a league official and forwarded to Little League
Headquarters within 20 days after the accident. A photocopy of this form should be made and kept by the claimant/parent. Initial medical/
dental treatment must be rendered within 30 days of the Little League accident.

2 ltemized bills including description of service, date of service, procedure and diagnosis codes for medical services/supplies and/or other
documentation related to claim for benefits are to be provided within 90 days after the accident date. In no event shall such proof be
furnished later than 12 months from the date the medical expense was incurred.

3. When other insurance is present, parents or claimant must forward copies of the Explanation of Benefits or Notice/Letter of Denial for
each charge directly to Little League Headquarters, even if the charges do not exceed the deductible of the primary insurance program.

4. Policy provides benefits for eligible medical expenses incurred within 52 weeks of the accident, subject to Excess Coverage and
Exclusion provisions of the plan.

5. Limited deferred medical/dental benefits may be available for necessary treatment incurred after 52 weeks. Refer to insurance brochure
provided to the league president, or contact Little League Headquarters within the year of injury.

League Name League 1.D.
O PART 1 AR AT
Name of Injured Person/Claimant Date of Birth (MM/DD/YY) Age Sex
| | | O Female O Male
Name of ParenvGuardian, if Claimant is a Minor Home Phone (Inc. Area Code) Bus. Phone (Inc. Area Code)
| ( ) | ( )
Address of Claimant Address of Parent/Guardian, if different

The Little League Master Accident Policy provides benefits in excess of benefits from other insurance programs subject to a $50 deductible
per injury. “Other insurance programs” include family's personal insurance, student insurance through a school or insurance through an
employer for employees and family members. Please CHECK the appropriate boxes below. If YES, follow instruction 3 above.

Does the insured Person/Parent/Guardian have any insurance through: Employer Plan  OYes DOINo School Plan OYes ONo
Individual Plan TYes [ONo Dental Plan OYes ONo

Date of Accident Time of Accident Type of injury

OoAM  0OPM
Describe exactly how accident happened, including playing position at the time of accident:

Check all applicable responses in each column:

O BASEBALL O CHALLENGER (5-18) O PLAYER 0O TRYOUTS 0O SPECIAL EVENT
O SOFTBALL O T-BALL (5-8) 0 MANAGER, COACH 1 PRACTICE (NOT GAMES)
O CHALLENGER O MINOR (7-12) O VOLUNTEER UMPIRE O SCHEDULED GAME O SPECIAL GAME(S)
O TAD (2ND SEASON)O LITTLE LEAGUE(8-12) O PLAYER AGENT O TRAVELTO (Sme“acoF;l;Of
O JUNIOR (13-14) O OFFICIAL SCOREKEEPER O TRAVEL FROM {ﬁ;’l;i‘;‘;m“j: rom
0 SENIOR (14-16) O SAFETY OFFICER 0 TOURNAMENT |ncorpora%ed)
O BIGLEAGUE (16-18) O VOLUNTEERWORKER O OTHER (Describe)

| hereby certify that | have read the answers to all parts of this form and to the best of my knowledge and belief the information contained is
complete and correct as herein given.

| understand that it is a crime for any person to intentionally attempt to defraud or knowingly facilitate a fraud against an insurer by
submitting an application or filing a claim containing a false or deceptive statement(s). See Remarks section on reverse side of form.

| hereby authorize any physician, hospital or other medically related facility, insurance company or other organization, institution or person
that has any records or knowledge of me, and/or the above named claimant, or our health, to disclose, whenever requested to do so by
Little League and/or National Union Fire Insurance Company of Pittsburgh, Pa. A photostatic copy of this authorization shall be considered
as effective and valid as the original.

Date Claimant/Parent/Guardian Signature (In a two parent household. both parents must sign this form.)

Date Claimant/Parent/Guardian Signature

|




For Residents of California:
Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison. .

For Residents of New York:

Any person who knowingly and with the 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 shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.

For Residents of Pennsylvania:

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 misieading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

For Residents of All Other States:
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

A A SR S PART 2 - LEAGUE STATEMENT (Other than Parent or Claimant) ’ NN
Name of League Name of Injured Person/Claimant League |.D. Number
Name of League Official . Position in League
Address of League Official Telephone Numbers (Inc. Area Codes)
Residence: ( )
Business: { )
Fax: ( )

Were you a witness to the accident? OYes 0ONo
Provide names and addresses of any known witnesses to the reported accident.

Check the boxes for all appropriate items below. At least one ftem in each column must be selected.

POSITION WHEN INJURED INJURY PART OF BODY CAUSE OF INJURY
O 01 1ST O 01 ABRASION O 01 ABDOMEN 0 01 BATTEDBALL
O 02 2ND 0O 02 BITES O 02 ANKLE O 02 BATTING
O 03 3RD O 03 CONCUSSION 0O 03 ARM O 03 CATCHING
O 04 BATTER O 04 CONTUSION 0 04 BACK 00 04 COLLIDING
O 05 BENCH O 05 DENTAL O 05 CHEST O 05 COLLIDING WITH FENCE
O 06 BULLPEN 0 06 DISLOCATION O 06 EAR O 06 FALLING
O 07 CATCHER O 07 DISMEMBERMENT O 07 ELBOW O 07 HITBYBAT
0 08 COACH O 08 EPIPHYSES O 08 EYE O 08 HORSEPLAY
O 09 COACHING BOX O 09 FATALITY 0O 09 FACE O 09 PITCHEDBALL
O 10 DUGOUT O 10 FRACTURE O 10 FATALITY O 10 RUNNING
O 11 MANAGER 0O 11 HEMATOMA O 11 FOOT O 11 SHARP OBJECT
0O 12 ONDECK O 12 HEMORRHAGE O 12 HAND O 12 SLIDING
O 13 OUTFIELD O 13 LACERATION O 13 HEAD O 13 TAGGING
O 14 PITCHER O 14 PUNCTURE 0O 14 HIP O 14 THROWING
O 15 RUNNER O 15 RUPTURE O 15 KNEE O 15 THROWN BALL
0O 16 SCOREKEEPER O 16 SPRAIN O 16 LEG O 16 OTHER
O 17 SHORTSTOP O 17 SUNSTROKE O 17 LIPS O 17 UNKNOWN
0O 18 TO/FROM GAME O 18 OTHER O 18 MOUTH
0O 19 UMPIRE O 19 UNKNOWN O 19 NECK
0O 20 OTHER O 20 PARALYSIS/ O 20 NOSE
O 21 UNKNOWN PARAPLEGIC O 21 SHOULDER
00 22 WARMING UP O 22 SIDE
O 23 TEETH
O 24 TESTICLE
O 25 WRIST
0 26 UNKNOWN
0O 27 FINGER
Does your league use breakaway bases on: DOALL [1SOME ONONE of your fields?
Does your league use batting helmets with attached face guards? OYES ONO
If YES, are they DOMandatory or Optional At what levels are they used?

I hereby certify that the above named claimant was injured while covered by the Little League Baseball Accident Insurance Policy at the
time of the reported accident. | also certify that the information contained in the Claimant's Notification is true and correct as stated, to the

best of my knowledge.
Date League Official Signature

l




Little League, Baseball & Softball
CLAIM FORM INSTRUCTIONS

WARNING — It is important that parents/guardians and players note that: Protective equipment cannot prevent all
injuries a player might receive while participating in baseball/softball.

To expedite league personnel’s reporting of injuries, we have prepared guidelines to use as a checklist in completing reports. It
will save time - and speed your payment of claims.

The NUFI Accident Master Policy acquired through Little League contains an “Excess Coverage Provision” whereby all
personal and/or group insurance shall be used first.

To help explain insurance coverage to parents/guardians refer to What Parents Should Know on the internet that should be
reproduced on your league’s letterhead and distributed to parents/guardians of all participants at registration time.

If injuries occur, initially it is necessary to determine whether claimant’s parents/guardians or the claimant has other insurance
such as group, employer, Blue Cross and Blue Shield, etc., which pays benefits. (This information should be obtained at the
time of registration prior to tryouts.) If such coverage is provided, the claim must be filed first with the primary company
under which the parent/guardian or claimant is insured.

When filing a claim, all medical costs should be fully itemized and forwarded to Headquarters. If no other insurance is in
effect, a letter from the parent’s/guardian’s or claimant’s employer explaining the lack of group or employer insurance should
accompany the claim form.

The NUFI Accident Policy is acquired by leagues, not parents, and provides comprehensive coverage at an affordable cost.
Accident coverage is underwritten by National Union Fire Insurance Company of Pittsburgh, Pa. This is a brief description of
the coverage available under the policy. The policy will contain limitations, exclusions, and termination provisions.

With your league’s cooperation, insurance rates have increased only three times since 1965. This rate stability would not have
been possible without your help in stressing safety programs at the local level. The ASAP manual, League Safety Officer
Program Kit, is recommended for use by your Safety Officer. In 2000 the State of Virginia was the first state to have its
accident insurance rates reduced by high participation in ASAP and reduction in injuries. In 2002, seven more states have

had their accident insurance rates reduced, as well. They are Alaska, California, Delaware, Idaho, Montana, Washington,
Wisconsin.

TREATMENT OF DENTAL INJURIES

Deferred Dental Treatment for claims or injuries occurring in 2002 and beyond: If the insured incurs injury to sound, natural
teeth and necessary treatment requires that dental treatment for that injury must be postponed to a date more than 52 weeks
after the date of the injury due to, but not limited to, the physiological changes occurring to an insured who is a growing
child, we will pay the lesser of the maximum benefit of $1,500.00 or the reasonable expense incurred for the deferred dental
treatment. Reasonable expenses incurred for deferred dental treatment are only covered if they are incurred on or before the
insured’s 23rd birthday. Reasonable Expenses incurred for deferred root canal therapy are only covered if they are incurred
within 104 weeks after the date the Injury occurs.



CHECKLIST FOR PREPARING CLAIM FORM

’

1. Print or type all information.

2. Complete all portions of the claim form before mailing to our office.

3. Be sure to include league name and league ID number.

PART I - CLAIMANT, OR PARENT(S)/GUARDIAN(S), IF CLAIMANT IS AMINOR
1. The adult claimant or parent(s)/guardians(s) must sign this section, if the claimant is a minor.

2 Give the name and address of the injured person, along with the name and address of the parent(s)/guardian(s), if claimant
is a minor.

3. Fill out all sections, including check marks in the appropriate boxes for all categories. Do not leave any section blank.
This will cause a delay in processing your claim and a copy of the claim form will be returned to you for completion.

4. It is mandatory to forward information on other insurance. Without that information there will be a delay in processing
your claim. If no insurance, written verification from each parent/spouse employer must be submitted.

5. Be certain all necessary papers are attached to the claim form. (See instruction 3.) Only itemized bills are acceptable.
6. On dental claims, it is necessary to submit charges to the major medical and dental insurance company of the claimant,
or parent(s)/guardian(s) if claimant is a minor. “Accident-related treatment to whole, sound, natural teeth as a direct and

independent result of an accident” must be stated on the form and bills. Please forward a copy of the insurance company’s
response to Little League Headquarters. Inciude the claimant’s name, league 1D, and year of the injury on the form.

PART Il - LEAGUE STATEMENT

1. This section must be filled out, signed and dated by the league official.

2. Fill out all sections, including check marks in the appropriate boxes for all categories. Do not leave any section blank.
This will cause a delay in processing your claim and a copy of the claim form will be returned to you for completion.

IMPORTANT: Notification of a claim should be filed with Little League International within 20 days of the
incident for the current season.
/
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