COLLEGE CLAIM FORM
-PLEASE READ INSTRUCTIONS SEND ALL FORMS T0

CLAIMS ADMINISTRATOR:

ON REVERSE SIDE " BOLLINGER INC.
BEFORE COMPLETING- | Short M NJ 07078-0727

1. Mame of Gollege; 2. Wastg Policy No.
3. Studert's Last Mame: First marmz: 4. 1.0 Murnber; 5. Date of Bink: | & Sex: 7. Marita. Staius
Om _ ¢ WM Z 8§

8. Mading Addrass CityState Zip Cods: 9. Telephene Number:

IF CLAIM IS FOR INSURED DEPENDENT:

10. Patiert's Last Name: First Mame: 1. Cate of Birk: 12, Sex: ‘ 13. Relationship to Studers:

—M

IF CLAIM 1S FOR SICKNESS OR ROUTINE EXAM:

14. Date Symatoms First Appeared: 15, Reasor far Visit: ‘ 16, Initial Treatmant or Exam Date:

IF CLAIM 1S DUE TO ACCIDENT OR INJURY:

17. Date of Accigent or Irfury: 18, Time: T A, 18 How Did Accloent or jury Ocour?
1 R

20. Vhere Did Acgicent or Injury Qcoar? 21. Part of Body Injurec: i

RE: INTERCOLLEGIATE SPORT ACCIDENT

22, ¥ Intercollegiate Spart, Nama of Sport 23, | certife that -he above named claimat was in- Signature of Athletic Official; Title:
o juredwhile paricipating i tne practics or play
| of the mtercoliegiate sport indizated in #22. | Date:
HEALTH CENTER REFERRAL:
HEALTH 24. M Date se#n at Healtn Canter Authorized Sigrature or Iaitial
CENTER B | ¢id not go 10 the Health Center bacauss: {please check ong)
REFERRAL W | was notin the Avaa B [twas an emergancy B The Health Center was closed
W Other
iBlve Reason]
PAYMENT AUTHORIZATION
| hershy authorize saymen: of benefas directly to the
providars randaring services, Plaase Sign Here:
Parent or Irsures (I Adulth Dae
i
MEDICAL AUTHORIZATION
| hereay aushorize the relezse of any medical ar ather in‘orma-
fion necessary 10 process this claim. incuding ail data covering  Please Sign Here:
this andsor previcus corfimements and:/cr uisability. Parers or Insared {If Adulth Date

| hea-sby certify, swear anc afiirr that the information green is trug and acourate. | fully understand that aqy willful misrepresentat'on mads by me 10 an attemot o co'lsct
benefris Lnde~ this policy constitutes fraJd and "s punishable by law,

Signature Date
=zrart ar Insures (I Adu t

coLL6 (SEE REVERSE SIDE)



Bollinger, inc.

Submit Form to: Bollinger. inc.
F.Q Box 727
Short Hills, NJ 07078

Authorization to Disclose Protected Health information

© Stugent's Name*

‘ Birth Date I College/University | Poiicy Number

| Dependent's Name (if applicabie; i Date of Inyury or First Treatment of Sicxness I

] !
i

“Student or Dependent who wanis 1o allow others w call ar receve communication on ther behalf,

1.

{ authorize Boliinger. Inc. to discuss, disclose andsor reigase information identified in Paragraph 2. below to the
foliowing individual.

Name (s} of authonzed person(s) Relatonship ic the undersigned

| hereby authorize Boliinger, Inc. to discuss, disclose, andfor release information necessary to process or respond
to eligibility inquiries, coverage/benefit inguiries. claims incuings appeals, anc Expianation of Benefits about my
stutent hiealth insurance coverage with respect to the injury or Sickness identified above. | further acknowledge
that the information discussed. disclosed and/or released rnay inciude individually identifiable healtn information

This authorization is being made at my request.

In signing tnis Authorization, | understans and acknowiedge the foliowing (initia! in the space provided):

| undersiand that this Authorization is voluntary and tnat | may refuse to sign it.

| understand that my refusal to sign this authorization wili not affect my ability to oblain treatment,
receive payment or eliginility for benefits unless allowed by law.

| understand that | may revoke this Authorization at any time by notifying Bollinger, inc in writing
of my intent to reveke this Authorization, except to the extent that action has beer taken in
refiance on this authorization. Any notice of revocation must be sent ic Bollinger at the address

above,

| understand that, uniess otherwise revoked. this Authorization wilt expire one year after the date
of this permission.

| understand that once the disclosures authorized herein have besn made, the information
disciosed may be subject 1o re-disciosure by any recipient and no longer protected by federaf
privacy iaws.

|, the undersigned, dc hereby affirm that | am the above-hamed student or dependent or an authorized legal
representative. | nave read and understand tne above informatior.

Date

Signature of Studen: or Dependent
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