GROUP ACCIDENT CLAIM FORM Matl to:

GROUP ACCIDENT PROTECTION PLANS NN | Nowmt Avemican Beerrs Conpaiy
s | PO Box 30356
Underwritten by: BCS Insurance Company, Chicago, IL m Soutbeasern, PA 19304-3036
- . . . 1-B00-944-GAPP
Administered by: Nerth American Benefits Cormpany

The front and back of this form should be completed by the employee and the employer.

Is this a ctaim for: Disability [1 Health Insurance [} {Checls ona or both) COMPLETE BACI SIDE QOF FORM.
Insured Employee's Last Name First Name Initial Date of Birth Social Security # Sax

insured's Address (Sueey, Cily, Slate, Zip)

Name of Emiployar (as on Manthly Blling Addiess) Group # Occupation Wages

T B 8 S e e o T T A by s LI ST O T T T ¥ B T T A R e

EMPLOYER'S STATEMENT
(MUST BE COMPLETED BY THE EMPLOYER ON ALL CLAIMS. IF SELF-EMPLOYED, COMPLETE ON SELF.)

Name of Employee Emplayee’s Salary
Was this In[ury caused by or related to Dala Claimant last worked On whal dals did you or do you expect ip resumie work?
any gainful Employment of the Claimant 0 ves [INo Y you ekp

Employment Stalus [ ACTIVE [ TEAMINATED  [JRETIRED {1 TEMP.LAYOFF [ LEAVE OF ABSENGE

Date Employed Date Last Worlied Dale of Terminatlon, Reliremant ar
commencement of Layoff, Disabllity or Leave of Absence
Was this Disability caused by or related lo an Claiment coverad by Was this claim lilad with
employment of the c|aimamyior Wane or me!i';? [ yes [JNe Worker's Comgensation? [1 Yes [Tl No | Worker's Gompansation? [] Yes ] No

Pate Accident Ocourrad Natura of Injury

If injured, How, Where and at What Time did Accident Qcour? (#f mare space is raguired, use remarks section on back of form.)

Date of First Medical Treatmant Where? (Hospital, Daciar's Qifice)

Name and Full Address of First Physiclan Consulied

Give FULL Names and Addresses of ALL Other Physiclan’s Consulled During the Past 3 Years

1.

2

Who was i{he supervisor in charge at ime of accidant? When did supervisor know of this accldant?

Is this Injury a result of equipment failure? 7] Yes [ No ) Does injured employes wish medical trealment? [J Yas [J Mo

Supervisor to oblaln names and phone numbers of 2 withesses.

AUTHORIZATION
Itwe Joinlly cerify that the informatlon Is true and correct 1o the best of my knowltedge. [/we hereby authorize any physician, meadigal practitioner, hospital, clinic
ather medical or medically related facility, insurance or reinsuring company, consumer reporiing agency, or employer having Informatlon avallabie as o diagnosis,
Ireatment or prognosis wilh respect 1o any physical or mental condition and/or reatment al me or my miner children and any olher non-medicat information of ma
and my minor children {o give to BCS Insurance Gompany, or its legal represantative, any and all sueh information.

I understand the Infarmatlon obiained by lhe use of lhis Authorization will be used by BCS Insurance Gompany lo determine eligibiilty for benefits under the Group
Polley. Any Informatlon obtained will nol be released to any person or arganfzation except insurance comparies, ar any other persons or organizations perdorming
business or legal services in connection with my claim, or as may be otherwise lawluily required or as | may further autharize.

| know that | or my authorized represenialive is enlitled to receive a copy of this Authorization. | agrae that a photagraphls copy of this Authorization is as valld as
the original and that it shall be valid uniit the final disposilion of the claim 1o which it relates.

Employea's Signaiure e Cee e DBl e e - Dependent's Signaturs o

Employer’s Signature Dale Officlal Posilien

ANY SITUATION AND/OR INJURY SHOULD BE PROMPTLY REPORTED TO GAPP MANAGED CARE
PHONE: 1-800-894-GAPP OR FAX: (610) 995-0181

BCS-28-10/03



REIMBURSEMENT AGREEMENT

WHEREAS, the undersigned is insured under the canrier adminisierad by Naorth Amarcan Benafils Ca., and
WHEREAS, the undersigned has or will file a ctalim for benelits In sonnection with his or her accident, and

WHEREAS, pending detarmination of any recovery of proceeds Irom or on behalf of tha responsibla party, or any other plan providing bene-
fii=, the undersigned has reguesied NABGO to approve his or her claim suhject to the following egreement.

I will promptly rapay tha employee benefit plan if and wher | receive payment(s) for the injury or sicliness from or on behaif of the responsi-
ble parly or any other plan praviding benafits. NABCO shall be reimbursad 1o the exient of l1s payment under the employee benefil plan. If any balance
then remains fram such recovery, it shall be applied to relmburse the Member and any other plan providing banefits to the Member as their interests
may be apportioned and borne by all pariies in intarest In the ratlo of raspective racoveries; provided, that i there Is not recovery In any proceeding
Instituted and conductad solely by this plan, It shall bear expansas lhareof.

Data Slgnalure Empioyes

RIGHT OF SUBROGATION AND REFUND

When this pravision epplies. You may Incur medical expenses dua o injuries for which benefits are paid by tha Falicy. Wa wili be subrogatad to all
rights you may have against that other person. You must repay fo us oul of the recovery made [rom: (&) the other person; or (b} the other person's
insurer.

Amount subjeet to subrogation or refund. Only tha smount recovered for medical charges will be subjecl to subragadion or rafund. Ona-hird of the new
recovery will be desmed 1o be for medlcal expenses. However, In no case will the amount subject to subrogalion or refund exceed the amount of med-
teal benefits pald for the injury under the Policy.

Defined Terms: "Recovery” maans: monles pald io you 1o compansate for losses caused by Lha injures, "Net Recavery” means: our right to pursua
your clalms for madical charges against the other parson. "Rsfund” means: repayment to us for madleal benefils paid.

Recovary from another Insurer of you, This right of subrogation and rafund also appiies when you recover under an uninsured or underinsured motarist
pian.

Belore we can complete our consideralion of tha charges submillad, we reguire additlonal information. Please supply us with the following information
(to the best of your knowledga),

1. Name and address of (third/other party Involvad):

[ hava raviewed the aitached clause and | have answered all questions fully.

Date Signatura Employea

AEMARKS:

BC5-28-10/03




