Administered By:
LEFEBVRE INSURANCE, LLC
850 Franklin Street, Wrentham, MA 02093
(800) 451-9668




24 Hour Accident Coverage

Providles accident coverage for the fuil 24 hours of the day, not
only during school hours, but also at home or on weekends,
during vacation periods, at camp, anytime, anywhere when
school is not in session, SEE EXCLUSIONS.

Full Time, Registered Student K-12,
Teachers, Administrative and Other Personnal. . .. .. $42.00

SCHOOL TIME ACCIDENT COVERAGE

Provides coverage while i attendance at school during the hours
and an the days that school is in session. Includes traveling directly
and without interruption to or from the Insured's residence and
the scheol for regular school session, for such travel time as i8
required, but not to exceed one hour after school is dismissed,
or if additional trave!l time on the school bus is required, coverage
here under shall extend for such additional travel time as might
he necessary. Participation in or attending an activity exclusivaly
organized, sponsored and solely supervised by the school and
while under the supenvision of school employees. Traval is limited
o school supervised transportation. SEE EXCLUSIONS,

Full Time, Registerad Student K-12,
Teachers, Administrative and Other Personnel. . . PAID BY SCHOOL

CONDITIONS

The accident must be reported immediately to a school authority
under the School Time Coverage. Under the 24 Hour Coverage
raport the accident to the school or Lefebvre Insurance (the
address is balow). You will receive a claim form which must be
filocl with the Company within 90 days after the accident,
Covered Excess Expenses incurred within two years from the
accident will be considered. A claim for those Covered
Expenses must be submitted to the Company for payment as
s00n as reasonably possible, but no fater than one year from the
date of sarvice. 1t is the parent's responsibility to file the
claim form within 90 days.

Direct Al Questions and Comespondencs To:

LEFEBVRE INSURANCE, i.1.C
850 Franklin Street, Wrentham, MA 02093
(508)384-0101

This brochure is not a contract, It is simply an illustration of
benefits. You may read the master policy at the school district
office. You will not receive an Individual Accident Policy. Keep
your cancelled check, as it is proof of purchase. BO NOT
SEND CASH,

Optional $50,000 Extended Dental Benefit

When this option Is purchased, the basic dental beneft will be extended
10 provide benefits 24 hours a day for the Usual & Customary expenses
incurred within 2 years from the date of the covered Injury. Also included in
this benofit are the following genices:

. Replacement of caps, crowns, dentures, and orthodontic appliances,
(including braces) fiings, Inkays, crozat appliances, endodontics, oral
surgery, examinations and x-ray services reguired as a result of Injury.

2. In no event shall the Company’s paymant exceed the Usual & Customay

charge normally made by a Dentist for necessary treatment actually

rendered during the 104-week period immediately following the date
of Injury; if there ks mare than one way to treat a dental problnt, e
Company will pay benefits for the least expensive procedure provided
that this meets aceaptable dertal standards.

3. Insured’s Dentist certifies, in writing to the Claim Administrator, that

treatmient must be deferred until after two (2) years from the date of the

Accldent, amadimum of $800.00 will be pald Deferred Treatment

must be completed within two {2) years of the expiration of the initial

benefit paving period, No bifis will be pald without written cartification.

Services must commearce within 90 days fron the date of injury. This

henefit is in effect 24 hours a day, even when purchased with Schod

Time Coverage,

Full Time, Registered Student K-12,
Teachers, Administrative and Other Personnel... . . . . $8.00

This coverage cannot be purchased without School Time or 24 Holr coverage.

Accidental Death & Dismemberment
When Injury shall result in any one of the following losses within 180 days
from the date of acciden?, the company will pay for loss of:

- Y Y $5.000
Both hands or lxoth feat or the

entire sight of otheyes ..............vuvaas. . 520,000
OneHandand OnsFoot,, ...t $20,000
Either One Had or One Foot and

the Entire Sight of OneBye .. ... vverevenn s $20,000
One Hand or One Foot or the entire

sighl Of ONBEYE. ... veiee s it i %10,000

“ ogs” of a hand or foot means complete severance through or above the
wrist or asnkle joint. “Loss” of sight of an eye means iotal and irmacoverable
loss of the entire sight in that aye, "Loss™ of thumb or Index finger means
complete severance through or above the metacapophalangeal joint of
both digits. if more than one Loss Is sustalned by an insured as a result
of the same accident, only one amount, the largest, will be paid.

Effective & Tormination Date

Coverags begins at $2:01 AM on the date the Schodl receives a completed
application and payment of premium. Otherwise, coverage begins on the
day of receipt of the application and the first officlal day of schook or the
first officlal practics of interscholastic athletics / activities.

The coverage termiates on the date the Insured ceases to be o registered
student or the termination date of the poiicy, whichaver occurs first, H the
student, teacher, or administrative employes moves o transfers o ancther
Public or Parochial Day School, the student, teacher, or administrative
smployes will be covered at the new schoot until this policy expires. If the
premium check is returned from the bank for any renson, the coverage is
null and void.

Al other coverages end when School begins regulardy scheduled classes
for the following Schoot tamm.



ACCIDENT INSURANCE PROTECTION
PROVIDING A MAXIMUM OF $1,000,000 MEDICAL EXPENSE

Tha company wii pay Usual and Reasonabia Expansag Incumad for a coversd
Injury ¥ treatmeant is racaived within 90 days atter the Inpiry. The Schadule of
Banefia ara stated below. Benefia ara payabia for 104 weeks from the dale

of tha Injury,

MAXIMUM BENEFITS
Hospital Services:

Godly Foom & Board (Sandprivated ... ...
Intansiva Care Room &Board . ...............

Miscellaneous Services:
During Hospital Confinement or when surgsy
padormed. .. ...

Erowrgancy Foam outpatient:
wivin HesplRal Confirament i not rosuired . ... ..

Doctor's Services:

Surgary, inciuiing pre and post aperative

rara - Usual & Customary Expeansas in
acnordanca with the 1974 Revsad Calfomia
fAnlative Value Study, Hh Edition, having a
convarglonfactorof ... ..o

Anasihesty: (incluckng adminktration) and
asabtant surgeon: % of surgicaf allnwance ... ...

Desclor vista other than for phwsiotherpy of simfiar

iraatmant when 1o sungery banalit s patd ... ..

Conauitants fwhan reduiresd by attencing physictan
Tor confirmatken or chtamining a dagnoals, but
not fof treatmant} and second opinlon: ... ... ..

Laboratory & X-Ray Services:

Other than Dantal and Fxiiuding fea for
Interpratation and/ar raading of X-Ray

¥ ray whan not Heapita Confined X Ray ... ... ..
[ T T

MIra, CAT Seahs, Lasaer Treatmants o simbar
proceaduras, charing Teo 1o Intargratalion
Ao resing ...
Additional Services:

Physhtherapy or simiar ireatment:

In-HeapRal. ..o
OutofHospllal, ... ... o
Chirnpractic Sevicea (n orout of hospltal) ... ..

Regyiastarad Nuras 4n or out of hogplta ... ... ..
Ambularce to Initial reptment fackity ... ... ..
Grthopedic Appliantan:

Inhosplal .o
OUtOTROMAl, .. Lo

Out patint daugs & madication
Adminitered by aDoctar ...

Eyagianans, conlact Ianses anc hearing aids;
Teplacemant of broken ayegiansea and/oc rames,
contack Ienaas, Boaring sios, resuiting froma
et I, . L

Dental Seivices:

For iraatmant, repalr or replacameant of injured
natural testh, ncludas irdlial braces when renuied
for treatmant of a covarad Infury, as wall g8
mepmination, % raye, reatorative baatment,
andodontcn, aral purgery, and treatnyent for
carggiviia resulting Fromtrauma. . ...l

.. Up to A0 day

.. Usual & Customary ot to
exneard 7 days

.. S800/day

... Usual & Customary

. S50.00 unit valug
L 25%

.. Usugl & Customary

.. Usual & Customary

.. kisusl & Customary
.. Usual & Customary

.. §800.00

Usugl & Customary
. 51,600.00
.$H00.00

.. Usual & Customary
.. Unuat & Customiary

.. 8600

.. B760 / tooth

FULL EXCESS COVERAGE

Benafts are payabl for covered expensas it are not raoovarabla from ancther Pian Fowding
Acciient Madical Expenes Beneils to the applizable acckient medical madmum. f the insurad 8
nat severed by another Plan Providing Anckient Madicat Expanas Benalits, the oxeass prviion
shatl not appl, and banafils are payabia to the aceldent madical expenae maximen desorbed in
this brochure.

EXCLUSIONS AND LIMITATIONS

Exrlusibra: The policy dnag nat covar any kas Incumedd as a tasuit of;

1. Benvioo or Treatimant renderad by o Phyaisian, nurse of atyy other pesot Who is: ()
amplayad or setainad by You; or (B who ia tha Insured or o member of fis/her Inwnediate
Family membar,

2. Charges which {8 tha Inaured wauln not have to pay i ha/she dirl not have naurance; of [13)]
adm inaxceas of Usual and Customary EXpanses.

3. Intentionaly seff Inficter! Injury or sukzkie; Inury caused by war or Act of war o causedd by taking
part v a riol or eivil disturbancs.

4. Any Iy that is caused by () fving i aireraft, excapt as a fare paying passengal () para-
chating; trave! Inar upan 8 siKwmobile o any bwo of threa whealed nstoizad vahicie or any
off road motorized vehicle not requinng cenalng as a motor vehitie.

5. Any Infury for whch the Insured Is coverad under Worker's Compensation of Employer
Liabilty Lews.

6. That part of madical expenses paysble by any aomabila insurance polcy without regard 1o
fauk {Hoas not apply in ory atate that probibits such fmtation.}

7. The Insured s part Incommitting of altampling to commit an unlawiut act; fainting. congenital
corditions, bith datacls, complcations or aggravation of pra-exsting conctlons, Osgacd
Sehalter's disease or sindlar oondéions.

& An injury that ia: (a) the reault of the insurad being intoxicated; or () caused by usa of any
narcolis tnkas adndiistared by or upon thi advics of A Physian.

9. Asickness o ciaease, of Diagnoatic Tesl or Lieatmant, exopt nfection which cocurs dvecty
frovm an gocklental oyt o wound, or ingsstion of contaminatad food.

0, Injuries sustained as & rasult of laking pert In Hgh School Foolball, Including traveding 1o and

from gamas and gractios, uness spacifically prowiad for in the schools master appication.

. Erpansas incurrad in conneation with plastie er cosmatic surgery or procecuresuniansg

racjured by an Injury which pocumad whils tha Insured was coverad.

12. Any Injury reauiling trom paricipation In or praciice for hon-schaoil sponsored siling, ica
hockey, socear o tackls football, uniass spacifkaly pravidad for i the school's master
application.

13. Eyeglagses, contact lenaen, aya refraction of pressriptions therelore; excepl for tha usual
and raasonahlks charge for replacament of broken eyagisses, broken rames or brokan
{ennes resuiting from a covered ascident. Foutne refraction and rouling eya examinalicns are
ot covared unvier tha palicy,

14. Cveruse symploms, buraltie, tendinitis, shin apints, Stress fractures. heat axhauston, heat
atroke, heat praatration, ma¥unctions of tha heart, ambolam, reinjuries of the aggravation
theseof,

15. Baretits wit not ba duplicaterd i an Insured I8 covarmed under more than one Stucent
Accident plan of coverage issuad by vs.

1

-

LIMITATIONS: An Injury ncournng, and Expansas Incurred therefom, as o mautt of en
accident which nocurs white an Insusad is engagead in an activty which [s covered under the
Sehaals Compusory Plan, vl not be covered under a Voluntery Plan. The maximun payabte for
Expensas hcured 83 4 result of an accdent hivalving a motor vehicla shat be limited 10 85,000
for any ore accklent, subject toy exclusicn §6. Whon Excess Insurance i provided and anothar
Plan Previding Medical Expense Bengfits fo an Insured la an HMO, PPO, or stmilar arrangenment
for provision of benefits or senvices, and tha accklant cocurs within tha geographlc arez of the
HWO, P20, or simBar arangamant 1or benalite of senices and tha Inswgad does not use the
taclitias o tha HWVC, PPO, or simber anengament for provision of benatits or sardces, the
medical benadls olhenvise payable under the Polcy shal be reducad by 50%. This Irnitation
shall not apply to emergency treatment required within 24 hours after an ancilent or when the
accldent occurs oulsids the geographic area served by the HMO, PR, or sinilar arrangement
for provision of benafts of sarvices, NOTE: It i3 not the intent of the Company to unfaitly reduce
hensfts for any Insured if tha insured 13 outsida the Natwork Area of thair HMO, PPO, or simfar
armangemeant for benefits, ar¥l no baneits are avatiabla. The raduction of benefits b only for
these Insurada who can use thelr HMO, PRO, el and have not dona so.



To File A Claim:

Use attached claim form

Fill out all necessary information

Be sure to sign and date the bottom

Enclose any itemized bills or receipts from services rendered.
Send claim forms, itemized bills and receipts to:

QRN

l.efebvre Insurance, LLC
850 Franklin Street
Wrentham, MA 02093
(800) 451-9668

All Claims must be filed within One {1)Year of the Date of Service or as soon as reasonably possible.

ENROLLMENT FORM CHECKLIST
Did You:

3 Fill out alf of the appropriate information on the enroliment form (MAKE SURE SCHOOL DISTRICT IS CLEARLY LISTED)
O Check the appropriate box(s) for the coverage you have selected.

3 Enclose a CHECK or MONEY ORDER for the total Premium (your cancelled check or money order stub will serve as
proof of payment) along with the completed enrollment form in an envelope.

For questions, inquiries, and information contact:

Lefebvre Insurance, L.LC
850 Franklin Street
Wrentham, MA 02093
(800) 451-9668



DO NOT SEND CASH

Enrollment Form

Please Print 2011-2012 MA-PD
STUDENT’S LAST NAME

SrupeNT’s FIRST NAME MIDDLE INITIAL

BirTH DATE [MM/DD/YYYY) GRADE PHONE

HoME ADDRESS ApTi
iy ST ZIr

ScHooL SysTEM/DISTRICT

ScHooL NaMe

Any person who knowingly and with intent to defraud any insurance company or other person files an
enrollment form 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 act, which is a crime and subjects such person to criminal and civil penalties.

SIGNATURE OF PARENT OR GUARDHAM DATE

My signature above certifies that | have read and understand the Student Accident Insurance Protection
brochure and agree to accept the terms and conditions stated herein.

No obligation to purchase.

School Year Rate — 2011-2012 CHECK ¥ YOUR SELECTION

Coverage Plans Premiums
24-Hour — Including Extended Dental O $50.00
24 Hour Only O $42.00
Extended Dental Only O $ 8.00

Make checks payable to:

Lefebvre Insurance, LLC. or ACE American Insurance Company

How to Enrofl

1. Decide whether you want 24-Hour Accident Protection {with or without Dental).

2. Fill out the enroliment form and enclose the form along with a check or money order made payable
to the Administrator shown for the correct amount.

3. Mail envelope to Lefebvre Insurance, LLC. — 850 Franklin Street — Wrentham, MA 02093. Your
cancelled check or money order stub will be your receipt and confirmation of payment. {Please
write the student’s name and school name on your check.)

{MA-PD} Ver. 2




MEDICAL CLAIM FORM

1. COMPLETE THIS FORM
2. ATTACH ALL BILLS

LEFEBVRE INSURANCE, LLC CLAIM ASSISTANCE:
850 FRANKLIN STREET 1-508-384-0101

3. MAILTO

WRENTHAM. MA 02093 1-800-451-9668
UNDERWRITTEN BY: ACE AMERICAN INSURANCE COMPANY

IF PART A AND PART B ARE NOT COMPLETED /N FULL THIS CLAIM CANNOT BE PROCESSED AND WILL BE RETURNED. |

BEFORE

COMPLETING THIS FORM REFER TO CLAIM PROCEDURES

AS THEY APPEAR ON THE BACK OF THIS MEDICAL CLAIM FORM

PART A. POLICY HOLDER

{1) Name of Schoot District/College/Crganization Individual School/Team {2) County
(3} Address ol School: (Sireal) (Clty} (State) {ZIp} {4} Area Coda - Telophone # {5} Data of Injury
MD| nav‘ YR
(8) Nome of Injured Parson {7) Date of Birth | (8} Soclal Seourlly # @ Age (10} Grade {11) MALE |
Mo | DAY YR
] | | FEMALE ]
(12) Injury eccurred:  Practica [} came [J RE. [ Travel [ Classroom O {13} Type of Sport:
At Home [} Intramural O Intarscholastic [ [ntercoilegiate [

{14) Dascrlbe In detall HOW the Injury oocurrad, NOTE: If your school tses an accident report form, piease attach a copy of the report.

{15) What part of the body was Injurad:
[Left or Alght side Il opplicable}

{15a) Timeofbnjury __:  am. ____:.____ _pm

(16) Althe tima of the accident, was tho Injured person involvad in an actlvity under the jurlsdiction of the polleyholder?  Yes B No O

{(17) Name of Supervisor {If dlfferent from crganizailon officlal)

{18) Was he/she a witness to accldent?  Yes [ No O

{18) Signature of School or Cryanization Officlal (20} Title of Officlal (21) Date Signed

Ho DAY YR

PART B. PARENT, RESPONSIBLE PARTY OR GUARDIAN STATEMENT

{1} Mame of Mother/Father ¢ Guardlan (2) Soclal Bacurity # {3} Relatlonshtp [ Father [ Mother
| | 1o lnsured O auardlan [} Salf
{4) Addrass {Numper) Streat {Lot or Apt. No.} {5} CHy (6) State {f) ZIp Code
(8) Area Code - Home Telephone Number (9} Father's work telephone  { )
Mother's work telephone  { )
{10} Ocoupalion of Father or Mother, Wife or Husband (11} Place of Employment {12) Address of Employer
(13} Ocoupatlon of 8elf (i over age 18) (14) Place of Employment (15} Address ol Employer

{18) Do you have any oiher health and/or accldent insurance plan (other than this plan?)
Fether; Clves [Owo Mother: JvES [ONO Husband: [ vEs [INO wite: (Jves [ NO gelt: [Jyes [Owo

{17) 18 the njured parson covered by other health and/or accklent insurance plan? {18) Name of other heallh and acclde Insurance corpany
{Ives [INO  Effective Date N

KO DAY YR

{19} Addrass of insurance Gompany

(20} Pollcy Number Phona #

slekness suitered by, the medical history of, or
porsen's hospital or medlcal regercs, oluding
authorlza the policyhokder, smloyar or benafll

BY SIGNING BELOW 1 HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF

1, the underslgnod authorize any hospital of other medical-care Institulton, physiclan or ether medical professional, pharntacy. Insurance support organlzatlon, government agency, group pollcyholdes,
Insurance compary, asseclation, employer or banefll plan adminlstrator to furnish to tha Insurance Company named above or NS repioseniative any and all Informatlon with Yespact Lo any injury or

Is vaHd or the taim of coverage the Potley ldentifled above and thal a copy of thls Authorlzatien shall be consldered as valld as the original.

1 agrea that a photographle copy of this authorlzation shat he valld as the orlglnal.

1 understand thal 1 o my aulhorlzad reprasantative may request a copy of this authorizatlen,

| understand that | o sy authiorlzad represenlative may revoxe this authorization at any kime by providing the Insurance compaay with written noliticatien a5 1o Intent to revoke,

AUTHORIZATION and ASSIGHMERT OF BENEFITS

any consuitation, prescription or Ireatment pravided 1o, the person who dealh, Injury, slcknass of loss Is the basls of clalm and coples ol all of that
Information relating Yo mental lllness and use drugs and aleohiol, o determine eligibliity for Benedit payments undet the Pollcy Number identifiad above. |
plals admlnistration to provide the Insurance Company named above with firancisl and snsployment-related Injormation. | undarstand thal this authozlzatlon

8lgnature of Insured or Authorlzed Representative Dated

Addrass

or attachad,

AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | authorize payment of Medlcal payments te Physician or Supplier for Services described on the reverse side and/

Date

Signature of Hesponsible Party or Student if 18 vears old

Fraud Warning: “H Is a crime to provide false or misleading Informatlon to an Insurer for the purpose of defrauding the nsurer o any other person. Penallles Include

imprisonmant and / or finas. In addition,

an Insurer may dany Insurance bensflts If false Information matarlally refated to a claim was provided by the applcant.
SPORTS {K-12, SPECIAL RISK)



CLAIM PROCEDURES

1. Submit all itemized bills to both your family insurance carrier and the insurance carrier for your
school/organization. These bills are generally a HICFA form (Physician) or a UB92 form (Hospital). The
Physician or Hospital has an assignment of Benefits on file; which was completed on the initial treatment visit,
This assignment of Benefits will be honored. If your Provider does not bill on a HICFA or UB92 Form, You will
need to sign the authorization to pay Benefits to the Provider on the front of this form,

2. If your family insurance carrier is an HMO organization, CONTACT YOUR HMO PHYSICIAN AT ONCE.
FAILURE TO DO SO MAY RESULT IN THE CLAIM BEING DENIED OR A SUBSTANTIALLY
REDUCED BENEFIT,

3. Your family insurance carrier will send you an Explanation of Benefits (E.O.B.) listing the payments made by
them. Upon receipt of the E.O.B., forward the E.O.B. along with any unpaid itemized bills and a completed claim
form to the claim administrator: Lefebvre Insurance, LLC for processing: paid receipts and/or balance due
statéments are not accepted.:

4. 1f you do not have other valid and collectible insurance (Auto, Employer Provided, Family Insurance or Self-
Provided): complete the information on the claim form, sign where indicated, include all your itemized bills, etc.,
and forward to the claim administration for processing.

Any person who knowingly and with intent to defraud any insurance company or other person files a 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 subjects such person to criminal and civil
penaliies.

1. TO SUBMIT ADDITIONAL BILLS AFTER THE ORIGINAL FORM HAS BEEN SENT IN, BE SURE TO
INCLUDE THE FOLLOWING: (A) NAME OF CLAIMANT; (B) DATE OF ACCIDENT; (C) NAME OF THE
POLICYHOLDER (SCHOOL, COLLEGE OR ORGANIZATION).

2. IF YOUR FAMILY INSURANCE CARRIER IS AN HMO ORGANIZATION, CONTACT YOUR HMO
PHYSICIAN AT ONCE.

3. NOTICE OF CLAIM MUST BE FILED WITHIN 90 DAYS. YOU HAVE 52 WEEKS (ONE YEAR)
FROM THE DATE OF SERVICE TO PRESENT ALL BILLS FOR THE PAYMENT OF A CLAIM TO
BE CONSIDERED,

4. AUTHORIZATION TO RELEASE MEDICAL INFORMATION (MUST BE SIGNED)

5. PAYMENT WILL BE MADE TO THE SOURCE OF SERVICE (HOSPITAL, PHYSICIAN, ETC.) UNLESS
CLAIM FORM ACCOMPANYING THE BILL INDICATES OTHERWISE AT THE TIME THE CLAIM IS
SUBMITTED. IF YOU PAID FOR THE SERVICES AND REIMBURSEMENT IS TO BE PAID TO YOU,
PROOF OF PAYMENT WILL BE REQUIRED AT THE TIME THE CLAIM IS SUBMITTED.



