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Duplin CountY Schools
Department of Athletics

Sports

Signature of Parent

Signature of Student Date

Athletic Directors MUST submit a signed copy to the principal and for all coaches in
his/her school who will be involved in coaching athletics. Athletic Directors MUST

maintain a copy ofthis document which is to be signed by all student-athletes and their
parent or guardian.

Acknowledgment of Athletic Handbook

I acknowledge receipt ofa Duplin County Schools Student-Parent Handbook / Coaches

and AthletiJDirector's Athletic Handbook and have read the rules concerning eligibility

and conduct for student-athletes. I understand the rules and guidelines ofthe North

Carolina Department of Public Instruction, the Duplin county Boald of Education,

NCHSAA, and the school in which t attend. I have viewed the required power point

regulations on eligibiliry, sports medicine, and sportsmanship.
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Student Athlete Pledge

As a student, I know I am a role model. I understand the spirit of fair play
while playing hard. I will refrain from engaging in all types of disrespectful
behavior, including inappropriate language, taunting, trash talking, and
unnecessary physical contact. I know the behavior expectations ofDuplin
County Schools, my school, my conference, and the State Department of
Public Instruction and hereby accept the responsibiliry and privilege of
representing this school and community as a student athlete.

Student Athlete Date

Student Athlete's Parent Pledge

As a parent, I acknowledge that I am a role model. I will remember that
school athletics is an extension of the classroom, offering learning
experiences for the students. I must show respect for all players, coaches,
spectators, and support groups. I will participate in cheers that support,
encourage, and uplift the teams involved. I understaad the spirit of fair play
and the good sportsmanship expected by Duplin County Schools, our school,
our conference, and the State Department of Public Instruction. I hereby
accept my responsibility to be a model of good sportsmanship that comes
with being the parent of a student athlete.

Parent(s) Date
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Como padre o madre, entiendoque soy unmodeloparamishijos' No

olvidareque los deportesescolares son una extension del salon de clase y
queofrecen a los estudiantesoportunidades de aprendizaie.

iurrgoqr"t".respetuosohacia los jugadores, entrenadores, espectadores y

grupos de apoyo.Animar6 al equipo o atletasqueParticipen en unamaneraque

[o, 
"poy", 

alienate, y les levanter el;inimo. Entiendo el espiritudeportivo y

de juegolimpioque se espera de nuestroequipo, de nuestraconferencia y del

NCDPI.PoT ia piesente, acepto mi responsabilidad de serunmodelo del

buenespiritudeportivoqueva con el hecho de ser padre o madre de un

estudianteatleta.

Padre o madre Hoy

Como padre o madre, entiendoque soy unmodeloparamishiios' No

olvidareque los deportesescolares son una extension del salon de clase y
queofrecen a los estudiantesoportunidades de aprendizaie.

T".rgoqrr"turrespetuosohacia los jugadores, entrenadores, espectadores y

grupos de apoyo.Animar6 al equipo o atletasqueparticipen en unamaneraque

los apoye, alienate, y les levanter el 6nimo. Entiendo el espiritudeportivo y
de juegolimpioque se espera de nuestroequipo, de nuestraconferencia y del

NCDPI.PoT la presente, acepto mi responsabilidad de serunmodelo del
buenespiritudeportivoqueva con el hecho de ser padre o madre de un
estudianteatleta.

Padre o Madre Hoy

?



ATHLETIC HONOR CODE
Duplin County Schools
Interscholastic Athletics

Student's Name
Parent of Guardian's Name
School
Sport(s)

I understand the eligibility requirements for interscholastic athletics in Duplin County Schools,

and that these apply to the student named above. I have directed all questions I had to the
school's athletic director and they have been answered.

By my signature(s) below, I verifo that:
. I am the parent, legal custodian or legal guardian of the student named above.

o This student meets the age requirements to participate on an athletic team.
o This student meets the academic requirements to participate on an athletic team.
. The home address I gave to the registrar and to the athletic director at this student's

school is where this student and I actually live at the present time.
o We live in the attendance area for this school, or received a transfer to this school.
o I am not aware of any other students or parents who have given false information to DCS

so they may play on an athletic team.
r I will immediately report all suspected athletic eligibility violations to the principal and

athletic director at this school.

Further, I am aware that if I:
...give false address or other eligibility information, or
...Do not report the use of false addresses or other eligibility information by others, or
...Do not update my address with the school and athletic director in the event that it changes

during the school year,
This student-athlete and his or her athletic team may be penalized by the North Carolina High
School Athletic Association and by Duplin County Schools.

Signature of Parent or Legal Guardian:

Signature of Student-Athlete:
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Duplin County lligh School Student-Athlete
Testins Consent Form

School Year:

oEDHS oJKHS oNDHS nWRH

A student athlete and his/her parenVguardian must sign this consent form before the student

athlete is allowed to participate in any game or practice.

l, 1l!4apg-oI-Staleil), have read and do hereby

dellare that I will be a participant in the Board of Education approved policy on Drug Screening

of Athletes. I authorize the school to administer drug testing and to release the results of the test

to my parent(s)/guardian(s), athletic director, head coach, principal, personnel director, and the

superintendent or his/trer designee.

l, (Name of Parenl/Guardit . as the parent/guardian have

read and consent to and authorize the Duplin County School System to conduct a drug test on

my son/daughter; and to the release of information conceming the results of such test to me,

athletic director, head coach, principal, support service director, and the superintendent or his/her

designee.

Anv athlete refusinq to be tested forfeits their risht to psrticipate in ethletics for 355 davs.

lst Offense - Suspended from team practice and play for two weeks, however the athlete

must aftend practice. The athlete is required to attend counseling sessions via mental

health. All cost will be covered by athlete or athlete's family. The student will be required to

submit for drug testing on demand within six weeks of positive test. Student must provide

verification of mental health counseling at cost to student and family.

2nd Offense - All athletic eligibility will be terminated for 365 days.

Student's Signature/Date/Social Securitv Number

Sport(s)

Parent/Guardian's Si gaature/

I

Address

Home PhoneAVork Phone
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Permission for Medical Treatment

Athlete's Name

I recognize that there are inherent risks in all athletic events (head and spinal cord

fractures, etc.), and hereby give my permission to
for my son/daughter to participate in interscholastic athletic activities'

Permission is hereby granted to School and its authorized

Dear Parent or Guardian:

The pre-participation examination is a limited medical checkup to screen your child to

see ii he/she can safely participate in sports. The exam does screen for the common

problems that have been shown to be a danger to athletes. It is not a comprehensive

medical exam and often does not detect rare medical conditions. Ifyou have concerns

about your child having a serious medical illness, please schedule a visit with your

personal physician. Adiitionally, your child's regular health care, routine physical

"*amirr"tiorrs, 
and laboratory testing should continue to come from his/her personal

physician.

injuries,
High School

representatives to proceed with any needed medical or minor surgical treatment, x-ray

examination, and immunization for the above-named individual. In the event of serious illness,

the need for major surgery, or significant accidental iniury, I understand that an attemPt will be

made by the attending physician to contact me in the most expeditious manner possible' If said

physiciin is unable to communicate with me, the treatment necessary for the best interest ofthe

above-named individual may be given

I herebv release School and members of its athletic staff

including, but not limited to, its coaches, sports first resPonder, administrators, and all others

connect;d with school athletic activities, and any attending physicians or surgeons, from any and

all damages for iniuries sustained by my son/daughter while particiPating in any sports activity

connected with School and do hereby agree to hold harmless

any and all ofthe above from any and all damages which they may suffer as a result ofiniuries
sustained by my son/daughter while participating as above stated.

Is student named above allergic to any medication? Yes 

- 

No

If yes, list medications:

Signature Phone #

Emergency contact if parent not available

Home

Phone #

Business
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Concussion Management Guidelines: Home Instruction Sheet

Your student-athlete is suspected of sustaining

a concussron on during The following are

guidelines suggested in the care ofyour athlete:

Wftat is o concussion?

A concussion is deffned as a head iniury that lesults in a temPorary loss of normal brain

function, causing a variety of physical, cognitive and emotional symptoms'

What are your stuilent-athlete's symPtoms?

Headache Drowsiness Confusion Loss of Consciousness Memory Loss

Nausea

Vomiting Photosensitivity Visual Disturbances Convulsions Muscle

Weakness

Dizziness Unequal Pupils Unusual Eye Movements Balance Problems

Personality Disturbance Ringing in Ears

Other:

How do you manage yout student-qthlete's symPtoms?

. lfyour student-athlete's symptoms worsen or new symptoms develop, he/she needs to be

taken to the ER immediatelY!
. Your student-athlete needs to be monitored for the remainder of the day/evening' This

does not mean that he/she needs to be woken up every hour during the night' It is fine to

let them sleep!
o The only time an athlete should be woken every hour at night is ifthey lost

consciousness ot if they had prolonged periods of amnesia. If this was the case-

they should have been seen in the ER'
. Your athlete may take Tylenol or Acetaminophen for a headache. Follow dilections on the

bottle.
. Once symptoms have fully resolved, you will need to take your student-athlete to a

qualified physician, neuropsychologist, physician assistant or nurse Practitioner to be
cleared for return to play. This person should be well versed in the diagnosis and
treatment of concussions.

o The NCHSAA Concussion Retum to Play form will be given to you or your student-
athlete by the Certified Athletit Trainer

o lorm must be signed by the physician and returned to the Cettified Athletic Troiner.
If the fotm is not signed or retutned, your student-athlete will be held out of play,
71is is o NC.FISIA rule.

. DO NOT: Eat spicy foods. drive a car. use Aspirin. Alleve. Advil or any other NSAID

Ploducts,
Questions? If you or your student-athlete has any questions feel free to contact the Athletic

Trainer or Athletic Director

2



Extracurricular Travel Release Forrn

Date:

I understand as parent/guardian of that by

signing this permission form, I am hereby giving up the following:

r. All accident insurance coverage provided by the school beyond the limited

coverage ofthe regular ""hoolini""nce' 
I understand Duplin County Schools

does not carry catastroPhic coverage'

z. In case ofan accident, -y reg'lat Jchool insurance coverage maybe denied if
the route taken home byihe driver is determined to be different fiom the most

direct route between the location of the activity and home'

3. That the person allowing the student to ride home with them assumes full

liability for that student's safery should an accident occur'

with the aforementioned understandings, I hereby legally and morally release all.school

officials and the Duplin County Board oi Education from any and all liability resulting

from accident or infury occurring during the time of this release'

Therefore, has my permission to travel with

to or from this activitY.

Parent/Guardian Signature

Other Local School, Parent/Guardian Signature

Source: Duplin County Board of Education, Kenansville, NC

Date: January, 1986
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Student-Athlete COVI D Questionnai re

Student-Athlete's Name :

Date of Birth: Age:

Note: The NCHSAA maintains an unquestionable commitment to the health and safety of
student-athletes and athletic staff alike. These questions were not included in the History section

of the 2O2L-2O22 Preparticipation Physical Evaluation (PPE) as that is a copyrighted document.
The Association strongly recommends answering these questions to assist health care

professionals, licensed athletic trainers, first responders and coaches in screening students for
potential long-term impacts related to COVID-19 such cardiovascular implications. The answers
may also help administrators and health care professionals determine whether a student-athlete
who may have been exposed to a confirmed positive case of COVID-19 needs to quarantine even

though they do not exhibit symptoms.

While the Association strongly recommends answering these questions, choosing not to do so

will not impact the eligibility of a student-athlete to participate in athletics.

COVID RELATED qUESTIONS ABOUT THE STUDENT-ATHLETE YES NO NA

1. Since January !,2020 have you been told that you have

had a positive test for COVID-19, OR have you been told by

a medical professional, your school, or local health

department that you have had to quarantine (stay home)

due to concern that you had COVID-19 symptoms?

2. lf the answer to 1 was "Yes", has the Return to

Play Form: COVID-19 lnfection Medical Clearance Releosing

The Student-Athlete to Resume Full Porticipotion in

Ath letics been com pleted ?

3. Have you been fully vaccinated against COVID?



--r pREpARTtCpAnON pHyStCAr E\rArUAilON

HISIORY TORTI

Note: Complete ond sign this form (wiih your porents if younger thon

Nome: _

18) before your oppointment.

Dote o[ bi*h:

Dote of exominolion: Sport(s)

Sex' \l F

List post ond current medicol conditions.

Hove you ever hod surgery? lf yes, list oll post surgicol procedures.

Medicines ond supplements: List oll current prescriptions, over-the-counler medicines, ond supplements (herbol ond nutritionol).

Do you hove ony ollergies? lf yes, pleose list oll your ollergies (ie, medicines, pollens, [ood, stinging insects]

Potient Heolth Questionnoire Version 4 {PHO-4}
over the lost 2 w*ks' hon ohen hove you been bothered by ony of the bllo*ing problems? rcheck box next to appropriata number)

Not ot oll Severol doys Over holf the doys Neorly every doy

Feeling nervous, onxious, or on edge

Nol being oble to stop or control worrying

Litile interesl or pleosure in doing things

Feeling down, depressed, or hopeless

Eo
Eo
!o
Eo

Dr
Et
fl t

flr

Az
Dz
Zz
Dz

n:
fl3
tr3
E3

(A sum o[ .,-3 is considered positive on either subscole [questions I ond 2, or questions 3 ond A] for screening purposes )

rctrur

Do you hove ony concerns thot you would like to

2. Hos o provider ever denied or reshicted your

ion in sports ior ony reoson?

Do you hove ony ongoing medicol issues or
recent illness?

Hove you erer possed oul or neorly possed out

5. Hove you ever hod discomfort, poin, iightness,

or pressure in your chesl during exercise?

6. Does your heort ever roce, flufier in your chesl,

Hos o doctor erer told you thot you hore ony

heort problems?

Hos o doctor ever reguesled o tesl for your

heort? For exomple, elechocordiogrophy (ECG)

or echocordiogrophy.

Do you get light-heoded or leel shorter of breoth

thon your friends during exercise?

10. Hove you ever hod o seizure?

I I . Hos ony fomily member or reloiive died of heort

problems or hod on unexpected or unexploined

sudden deoth before oge 35 yeors (including

drowning or unexploined cor crosh)?

'I 2. Does onyone in your fomily hove o genelic heort

problem such os hypearophic cordiomyopothy
(HCM), Mor{on syndrome, orrhythmogenic right

ventriculor cordiomyopothy (ARVC), long GT

syndrome (LQTS). short QT syndrome (SOTS),

Brugodo syndrome, or cotecholominergic poly-

morphic ventriculor tochycordio (CPW)?

l3 Hos onyone in your fomily hod o pocemoket or

on implonted delibrillotor be{ore oge 35?

Approved for Use Beginning March 2021

GENERAI OUESIIONS
(Exploin "Yer" onswerr ot the end o[ this [orm.

Circle queslionr il you don'l know lhe onswer.) Yes No

T tr
tr tr
f tr

HEARI HEALTH Qt ESTIOI{S ABOT T YOU Yer l.lo

tr tr
tr tr
tr tr
tr tr
tr tr

HEANI HEATIH QUESNONS ABOI'T YOT'

{COlrrINUEDl Yes hb

HEART HtAlItl OUESIIONS ABOT I YOt R FAI ILY Yer l{o



I4. Hove you ever hod o stress frocfure or on iniury

to o bone, mrscle, ligomenl, ioinl, or tendon thot

coused you to miss o Proctice or gome?
tr tr

,l5. 
Do you hore o bone. muscle, ligomenl, or ioint
iniury thol bothers you? tr tr

l6 Do you cough, wheeze, or hote difficulty

breothing during or ofter exercise? tr T
17. Are you missing o kidney, on eye, o tesficle

(moles), yout spleen, or ony olher orgon? tr n
18. Do you hore groin or iesticle poin or o poinful

bulge or hernio in the groin oreo? tr tr
I 9. Do you houe ony recurring skin roshes or

roshes fiol come ond go, including herpes or

methicillin-resislonl Stophylococcus oureus

(MRSA)?

tr tr
20. Hove you hod o concussion ot heod iniury thol

coused confusion, o prolongd heodoche, or

memory problems?

tr tr
2 l Hove you ever hod numbness, hod tingling, hod

-eokness in your orms or legs, or been unoble

lo move your orms or legs oher being hit or

folling?

tr T
22. Hove you ever become ill while exercising in ihe

heot? u tr
23 Do you or does someone in your lomily hove

sickle cell troit or diseose? tr tr
24. Hove you ever hod or do you hore ony prob'

lems with your eyes or vision? tr tr

Exploin "Yei" onitvers here.

I hereby slotc ilrot, to tfic bcst of my knowlcdge, my onswcrs to the queslions on this form ore comPlete
ond correcl.
Signolure o[ othlete

$ignoture o[ porent or guordion:

Dole

) 2Ol e American Acodemy o{ Fonily Physicims. Arericm aco&ny o( Pdiatrics, Amcricon College ol Sports ldicine Arcricon udical fuiety br Sprts Medicine,

Americon Orthopoedic $ciety br Sprts Mdicine, ond Americon Ostqothic Acodcmy of Sp* Md;cine Pcrmission is gronld to reprint for nacommerciol, duco-
tionoi purposes *ith ocknowledgment

25 Do you worry obout your weighl?

26. Areyou hying to or hos onyone recommended

thol you goin or lose weight?

27. Are you on o speciol diet or do you o"oid

certoin types o[ {oods or food groups?

28. Hove you ever hod on eoting disorder?

29. Hove you ever hod o menstruol

30. Howold were you when you hod your firsl

menstruol period?

3l . When wos your mosl recenl menstruol period?

32. How mony periods hove you hod in the post I 2

months?

:
ffit$rI Approved for Use Beginning March 2021

BONE ANDTOIM OUISTIONS Yes No

MEDICAL OUESTIONS Yes No

iIEDNCAtCtt ESI|ONS (CONTN{r[D] Ycs No



I PREPARTICPANON PHYSICAT EVALUATION

PHYSICAL EXAffiilAIIOil TORiI

Nome Dote o[ birth

nf$gN fft ilNns
I Consider odditionol queslions on more'sensrlive issues

e Do you feel stressed oul or under o lot o{ presrure?

o Do you erer feel sod. hopeless, deptessed. or onxious?

o Do you feel sole ol your home or residence?

o Hove you ever hied cigorettes, e'cigorettes chewing tobocco, snu{f, or dip?
. Durrng the post 30 doys did you use chewing lobocco, snuff, or dip?

. Do you drink olcohol or use ony o6er drug:?
o Hove you ever tolren onobolic sleroids or used ony other perbrmonce-enhoncing supplement?

r Hove you ever token ony rupplemenh to help you goin or lose weight or improve your performonce?

o Do you weor o seol belt, use o helmet, ond use condoms?

2 Consider reviewing questions on cordiovosculor sympoms (Q4-Ql3 of Hisrry Form)

o-,Heqces simplex virus (HSV) lesions suggestire ol methicillin'resislont Stophylococcvs oureus (MRSA). or

lineo

Foof-qnd toes

Consider elechocordiogrophy (ECGI, echocordiogrophy, rehnol to o cordiologist for obnormol cordioc history or exominotion findings, or o combi-

notion of those

Skrn

Nome o[ heolth core prolesrionol (print or typel

Address:

Dole

Phone

Signoture o{ heolth core profo3rionol: , MD, DO, NP. or PA

C' 2019 Americon Acodemy ol Fomily Hysicias ,

Amencon O,lrycdk Soc,ety 6r lports Mtdicinc
nonol purp*s with x.knowledglmcnl

I Lc: 'r:

AwrconAco&rryolPdiotrics AmarconCollqeolsprts/'icdLtcine AmertconMdicol k;cty 6.Spoal Medi<,ne

'. ond Americon Ostrylhic Aca&ny o{ Sprx Madicine Permission is gronted to rprin! br noncan'tmcrciol dvco'

Bp: /l/lpulse Vision: R 20l L20/ Corrected:

Appeoronce
. Morfon stigmoio (kyphoscoliosis, high-orched polob, pectus excovolum, orochnodoctyly, hypedoxity,

Eyes. eors, nose, ond throot
. Pupils eguol
o Heoring

Heorl'
o Murmurs(ouscultotron , ourcultot,on sup,ne, ond t Volsolvo moneuver)

Functionol
. Double-

m Approved for Use Beginning March 2021

EXAA{INATION

I{ORMAI. ABNO*IiALTNUNGS

iiUSCUIOSKEIEIAT



E PREPARTICIPATION PHYSICAL EVATUATION

MEDKAT TTIGIBITITY TORTI

Dote of bi*h

flt"tedicolly eligible for oll sports wilhoul reslriction

E U"dt.olly eligible for oll sports wiihoul reshiction wilh recommendolions for further evoluotion or lreotment o[

I uedicolly eligible for certoin sports

!Not medicolly eligible pending further evoluotion

E Not medicolly eligible for ony sporls

Recommendotions

I hove exomined the student nomed on this form ond completed the preporticipoiion physicol evoluotion. The othlete does not hove

opporent clinicol conhoindicotions to proctice ond con poriicipote in the sport(s) os outlined on this form. A copy o[ the physicol

exominolion findings ore on record in my office ond con be mode ovoiloble to the school ot the request of the porents, l{ conditions

orrse ofier the othlete hos been cleored for porticipotion, the physicion moy rescind the medicol ellgibility until the problem is resolved

ond the potentiol consequences ore completely exploined lo the othlete (ond porents or guordions).

Nome of heolth core professionol (prinl or type] Dote:

Address

Allergies

Phone:

Signoture o{ heolth core professionol , MD, DO, NP, OT PA

SHARED E TERGTNCY INFOR}TATION

Medicotions:

Other informotion:

Emcrqency contocls

C\ 2019 Americon Acodemy o( Fomily Physicions, Americon Acodemy of Pediatncs, Americon Collqe o[ Sprts tdicine. Amaricon nedicol Sa.icty for Sports tvled;cine.
Anrericon Orthopedic fuiey fu Sprts Ued;cine, ond Americon Crtcrllr,thic ncodeoty ol Sprts Mediane Permission is gronEd to reprint hr noncommerciol edvco-
lionol pvrpses with ocknowledgment

Approved for Use Beginning March 202 1



Gfeller-Waller NCHSAA Student-Athlete &
Concussion lnformation

Parent / Legal Custodian
Sheet

What is a concussion? A concussion is an injury to the brain caused by a direct or indirect blow to the

head. lt results in your brain not working as if should. lt may or may not cause you to black out or pass

out. lt can happen to you from a fall, a h-it to the head, or a hit to the body that causes your head and

your brain to move quickly back and forth.

How do I know if I have a concussion? There are many signs and symptoms that you may have

ioif ;*ng 
" 

ior.r.rssion. A concussion can affect your thinking, the way your body feels, your mood, or

your sleep. Here is what to look for:

Thinkinq/Remembering Physical Emotional/Mood Sleep

Diff iculty thinking clearly

Taking longer to figure thlngs out

Diff rculty concentrating

Difficulty remembering new information

Headache

Fuzzy or blurry vision

Feeling sick to your stomach/queasy

Vomiting/throwing uP

Dizziness

Balance problems

Sensitivity to noise or light

lrritability-things bother You
more easily

Sadness

Being more moodY

Feeling neryous or worried

Cryrng more

Sleeping more than usual

Sleeping less than usual

Trouble falling asleeP

Feeling trred

tion (http / /www cdc'Tov/concussion/)

What should I do if I think I have a concussion? lf you are having any of the signs or symptoms listed

above, you should tell your parents, coach, athletic trainer or school nurse so they can get you the help

you need. lf a parent notices these symptoms, they should inform the school nurse or athletic trainer.

When shoutd I be particularly concerned? lf you have a headache that gets worse over time, you are

unable to control your body, you throw up repeatedly or feel more and more sick to your stomach, or

your words are coming out funny/slurred, you should let an adult like your parent or coach or teacher

[no* right away, so they can get you the help you need before things get any worse'

What are some of the problems that may affect me after a concussion? You may have trouble in

some of your classes at school or even wit-h activities at home. lf you continue to play or return to play

too early with a concussion, you may have long term trouble remembering things or paying attention,
headaches may last a long time, or personality changes can occur once you have a concussion, you are

more likely to have another concussion.

How do I know when it's ok to return to physical activity and my sport after a concussion? After
telling your coach, your parents, and any medical personnel around that you think you have a concussion,
yo, *iti probably be seen by a doctor trained in helping people with concussions. Your school and your
parents can help you decide who is best to treat you and help to make the decision on when you should

ieiurn to activity/play or practice. Your school will have a policy in place for how to treat concussions.
You should not return to play or practice on the same day as your suspected concussion.

-

ter, North Carolina Medical Society, North

Carolina Athlettc Trainers'Assocratron, Eratn tnlury Association of North Carolina, North Carolina Neuropsychologrcal Soctety. and North
Carolina High School Athletic Association.

Revised: February 2021 - Approved for use in current or upcoming school year

you should not have any symptoms at rest or durtng/after activity when you return to play, as this is
a sign your brein has not recovered from the iniury.



Gfeller-Waller NCHSAA Student-Athlete & ParenULegal Gustodian
Concussion Statement Form

lnstructions: The student athlete and his/her parent or legal custodian, must initial beside each statement

aCklowledging that they have read and understand the corresponding statement. The student-athlete

should initial in the left column and the parent or legal custodian should initial in the right column. Some

statements are applicable only to the student-athlete and should only be initialed by the student-athlete.

This form must be completed for each student-athlete, even if there are multiple student-athletes in the

household.
Student-Athlete Name: (please print

Parent/Legal Custodian Name(s): (please print).

Student-
Athlete
lnitials

Parent/Legal
Custodian(s)

lnitials

A concussion is a brain injury, which should
custodian(s), my or my child's coach(es),
available.

be reported to my parent(s) or legal

or a medical professional if one is I

A concussion cannot be "seen." Some signs and symptoms might be present

immediately; however, other symptoms can appear hours or days after an injury.

I will tell my parents, my coach and/or a medical professional about my injuries and

head or causes any concussion-related
l, or my child, will need written permission from a
concussion manaqement to return to play or
Based on the latest data, most concussions take days or weeks to get better. A
concussion may not go away, right away. I realize that resolution from a concussion

Not
licable

medical professional trained in
after a concussion.

that ma more than one medical visit.

I realize that ERlUrgent Care physicians will not provide clearance to return to play i

or practice, if seen or shortlv after the ini

I

After a concussion, the brain needs time to heal. I understand that I or my child is
much more likely to have another concussion or more serious brain injury if return to i

play or practice occurs before concussion symptoms go away.

l Sometimes, repeat concussions can cause serious and long-lasting problems.

I have read the concussion symptoms listed on the Student-Athlete/ Parent Legal
Custodian Concussion lnformation Sheet.

t"
Ir I have asked an adult and/or medical professional to explain any

contained in the Student-Athlete & Parent Concussion Statement
lnformation Sheet that I do not understand.

information
Form or

By signing below, we agree that we have read and understand the information contained in the Student-
Athlete & ParenULegal Custodian Concussion Statement Form, and have initialed appropriately beside
each statement.

Signature of Student-Athlete Date

Date

Revised: February 2021 - Approved for use in current or upcoming school year

Signature of ParenUlegal Custodian

isa

lf I think a teammate has a concussion, I should tell my coach(es), parent(s)/ legal

l, or my child, will not return to play in a game or practice if a hit to my, or my child's,



2022.2023 NCHSAA ELIGIBILITY. CONSENT TO PARTICIPATE, AND RELEASE FORM

THIS.DOCUMENT MUST BE SIGNED BY THE STUDENT.ATHLETE OF AN NCHSAA MEMBER SCHOOL AND BY THE STUDENT-ATHLETE'S PARENT

OR LEGAL CUSTODIAN BEFORE PARTICIPATION. STUDENT.ATHLETES MAY NOT PARTICIPATE WITHOUT THE SIGNATURE OF THE STUDENT.

ATHLETE AND PARENT(S)/LEGAL CUSTODIAN.

I (the student-athlete and parent(s)/legal custodian) acknowledge that I have read and understand the eligibility rules applicable to participation in sports

through the North Carolina High School Athletic Association (NCHSAA). I understand that a copy of the NCHSAA Handbook is on file with the member
school's principal and/or Athletic Director, and that I may review it, in its entirety if I so choose. I know my school is a member of the NCHSM and

must adhere to all regulations that govern interscholastic athletic programs, including, but not limited to, Federal and State laws, local regulations,

and the rules and regulations of the NCHSAA. I agree to follow the rules of my school and the NCHSM and to abide by their decisions. I acknowledge

and understand that participation in interscholastic athletics is a privilege, not a right. I understand that classroom performance, dropping a class,

or taking coursework through other educational options could affect eligibility and compliance with NCHSAA academic standards.
srupExT copE oF REsPo ststurY

As a studenlathlete, I understand and accept the following responsibilities:

I will resp€ct the rights and beliefs oI others and will treat others with courtesy and
consideration. I will be fully responsible for my own actions and the consequences of my actions.

- lwill respect the property of others.
I will respect and obey the rules of my school and the laws of my community, state, and muntry.

I will show respeci to those who are responsible for enforcing the rules of my school and the laws of my community,

state, and country.
I understand that a student whose characler or conduct violates the school's Athletic Code or School Code of
Responsibility could be deemed ineligible for a period of time as determined by the principalor school system
Administration.

PARENTS, LEGAT CUSTODIANS, OR STUOEI{T.ATHLETES WHO DO NOT WISH TO ACCEPT THE RISK DESCRIBED IN THIS WARNING SHOULD NOT SIGI'I THIS FORM,

theirown equipmentdaily.

or illness roquiring treatment by medical pe6onneland transportalion to a health care facility, a reasonable attemptwillbe made to contact the parenUlegalcustodian if the
student-athlete b a minor, bll lhat, if necessar, lhe student-athlete will be treated and transporled via ambulance to the nearest hospital. I further authorize the use o.
disclosure ofthe student-athlete's personally identifiable health information should treatment for illness or injury become necessary.

willbeunable to return io participation unless and untilclearance is given in compliance with applicable laws. I also acknowledge that I have received, read, and signed the

Gfeller- Wallor Concussion lnlormation Sheet. as wellas viewed the Crashcou6e concussion education video.

commercial malerials without reservation or limatation. The NCHSM, however, is under no obligation to exercise said rghts herein. I further consent to the disclosure, by the
membetsctool to the NCHSM upon the NCHSM's request, ofall records relevanl to the student-alhlete's eligibility inciuding, but not Iimited to, their records relating to

employees icollectively, the 'Releasees') from any and all losses, claims, demands, actions and causes ofaction, obligations, damages, and costs or expenses ofa ny nature

connecied with the studenlathlete's participation ir interscholastic athletics ifdue to the ordinary neqligence oftheReleasees.

By signing this document, we acknowledge ihat we have read the above information and that we consent to participation by the herein named student-
athlete. We understand that the authorizations and rights granted herein are voluntary and that we may revoke any or allofthem at any time by submitting
said revocalion in writing to the student{thlete's member school. We understand that if we submit a revocation, the student-athlete will no longer be
eligible for participation in interscholastic athletics; provided, however, that revoking authorization to use the student.athlete's name, image, likeness,
and athletic-related information will not affect eligibility.



FORMULARIO DE ELEGIBILIDAD, CONSENTIMIENTO PARA PARTICTPAR Y AUTORIZACI6N
DE TRATAMIENTO DE LA NCHSAA DEL2022-2023

ESTE DOCUMENTO DEBE SER FIRMADO POR EL ESTUDIANTE-ATLETA DE LA ESCUELA MIEMBRO DE LA
NCHSAA Y POR EL PADRE/ MADRE/ TUTOR LEGAL DEL ESTUDIANTE ANTES DE QUE EL ESTUDIANTE
PARTICIPE. LOS ESTUDIANTES NO PUEDEN PARTICIPAR SIN LA FIRMA DEL ESTUDIANTE Y DEL PADRE/
MADRVTUTOR LEGAL.

Reconozco (el estudiante-atleta y el padre/madre/ tutor) que he leido y entendido las Reglas de Elegibilidad de
la Asociaci6n Atl6tica de las Escuelas de Secundaria Superior de Carolina del Norte (NCHSAA, por sus siglas
en ingl6s). Entiendo que una copia del Manual de la NCHSM est6 archivada con el director y/o el director
deportivo de la escuela miembro. y que puedo revisarla, si asi lo deseo. 56 que mi escuela es un miembro de
la NCHSM y debe adherirse a todas las regulaciones que rigen los programas deportivos interescolares,

incluyendo, pero no limitado a, las leyes federales y estatales, las regulaciones locales y las impuestas por la
NCHSM. Entiendo que las reglas locales pueden ser mas estrictas que las de la NCHSAA y estoy de acuerdo

en seguir las reglas de mi escuela y de la NCHSM, y acatar sus decisiones. Reconozco y entiendo que la

p?rticipacion en el atletismo interescolar es un privilegio, noun derecho. Entiendo que el desempeffo en el sal6n

de clb'ses, retirar una clase o tomar cursos a trav6s de otras opciones educativas podria afectar la elegibilidad

y el cumplimiento de los est6ndares acad6micos de la NCHSAA.

CoDIGO DE RESPONSABILIDAD DEL ESTUDIANTE

Como un estudiante-atleta, entiendo y acepto las responsabilidades siguientes:

Respetar6 los derechos y creencias de los demas y lratare a los demas con cortesia y consideraci6n. Ser6

totalmente responsable de mis acciones y de las consecuencias de mis acciones.

Respetar6 la propiedad de los dem6s.

Respetar6 y obedecer6 las normas de mi escuela y las leyes de mi comunidad, estado y pais.

Mostrar6 respeto a los responsables de hacer cumplir las normas de mi escuela y las leyes de mi comunidad,
estado y pais.

Entiendo que un estudiante cuya personalidad o conducta viole el c6digo de atletismo o el c6digo de

responsabilidad de la escuela podria ser considerado no calificar para participar en los deportes por un perlodo de
' tiempo determinado por el director o la administraci6n del sistema escolar

LOS PADRES, TUTORES LEGALES O ESTUDIANTES QUE NO DESEAN ACEPTAR EL RIESGO
DESCRITO EN ESTA ADVERTENCIA NO DEBEN FIRMAR ESTE FORMULARIO.

Reconozco (el estudiante-atleb y el padre/madre/ tutor) que la participaci6n en los deportes interescolares
implica algunos riesgos inherentes de lesiones potencialmente graves incluyendo, pero no limitado a, lesiones
graves en el cuello, la cabeza y la columna vertebral, lesiones graves virtualmente a todos los huesos,
articulaciones, ligamentos, misculos, tendones, y otros aspectos del sistema m0sculo-esquel6tico, lesiones
graves o deterioro de otros aspectos del cuerpo, o efectos sobre la salud general y el bienestar del nifio, y en
casos-raros, la muerte. Aunque las lesiones graves no son comunes en los programas deportivos escolares
supervisados, es imposible eliminar todo riesgo. Debido a estos riesgos inherentes, el estudiante y su padre /
madre/tutor legal tienen la responsabilidad de ayudar a reducir ese riesgo. Los participantes deben obedecer
todas las reglas de seguridad, informar todos los problemas fisicos y de higiene a sus entrenadores, seguir un
programa de acondicionamiento adecuado e inspercionar su propio equipo diariamente.

Autorizo (el estudiante-atleta y el padre/madre/ tutor) el tratamiento m6dico, en caso de que surja la necesidad
de tal tratamiento, mientras que el/la estudiante-atleta est6 bajo la supervisi6n de la escuela miembro. Doy
consentimiento para tratamiento m6dico para el estudiante-atleta despu6s de una lesi6n o enfermedad
sufrida durante la pr6ctica y/o un juego/competencia. Entiendo que en el caso de una herida o enfermedad
que requiera tratamiento m6dico y transporte a un centro de salud, que se har6 un intento razonable por

"9!l?"!a, 
al padre / madrc/ tulor legal, en caso que el estudiante-atleta sea menor de edad, pero que gi es



necesario, el estudiante-atleta recibi16 tratamiento y se16 llevado en ambulancia al hospita I mas cercano.
Adem6s autorizo el uso o divulgaci6n de la informaci6n de salud personal de mi estudiante -atleta, si el
tratamiento por enfermedad o lesi6n es necesario.

Entiendo (el estudiante-atleta y el padre/ madre/ tutor) que todas las concusiones (golpes en la cabeza) son
potencialmente serias y pueden resultar en complicaciones incluyendo dafro cerebral prolongado y muerte, si
no se identiflca y maneja correctamente. AdemAs, entiendo que si el/la estudiante-atleta es sacado de una
pr6ctica o competencia, debido a la sospecha de una concugi6n cerebral, 6llella no podre volver a participar en
las actividades deportivas ese dia. Despu6s de ese dia, 6llella debera presentar una autorizaci6n escrita de un

m6dico (M.D. O 0.0.) o un entrenador atletico, que trabaje bajo la supervisi6n de un m6dico, antes de que pueda
volver a participar. Tambi6n reconozco que he recibido, leido y firmado la hoia de informaci6n de concusi6n
de Gfeller-Waller, asi como visto el video de educaci6n de la concusi6n cerebral de Crash Course.

Yo (el estudiante-atleta y el padre/ madre/ tutor) doy consentimiento para que la NCHSAA use el nombre
del estudiante, imagen, gustos, y la informacion atl6tica en los informes de las competencias, la literatura
promocional de la Asociaci6n y otros materiales y comunicados relacionados con los deportes interescolar; y

le doy a la NCHSAA el derecho de fotografiar y/o filmar al participante, y seguir utilizando la cara del
participante, voz y apariencia en relaci6n con exposiciones, publicidad, matenales promocionales y
comerciales sin reserva ni limitaci6n. Sin embargo, la NCHSAA no tiene ninguna oblrgaci6n de e.jercer dichos
derechos en este documento. Asimismo, autorizo la divulgaci6n, por parte de la escuela miembro, a la
NCHSAA, a su solicitud, de todos los registros relacionados con la elegibilidad atl6tica del estudiante-atleta
incluyendo, pero no limitado a, sus registros relacionados con la matricula, asistencia, nivel acad6mico, edad,
disciplina, frnanzas, residencia y aptitud fisica. El estudiante y padre / madreltutor legal individualmente y en
nombr6del estudiante, por la presente irrevocablemente, e incond icionalmente liberan de responsabilidad, sin
limitaci6n, a la NCHSAA, sus oficiales, agentes, abogados, representantes y empleados (colectivamente, los
"Releasees") de todas las perdidas, reclamos, demandas, acciones y causas de acci6n, obligaciones, dahos y
costos o gastos de cualquier naturaleza (incluyendo honorarios de abogado) que el estudiante y/o el tutor
legal incurran o sostienen a una persona, a una propiedad o a ambos, Que surgen de, resulten de, ocurren
durante o estan conectados de otra manera con la participaci6n del estudiante en las actividades de atletismo
interescolar, debido a la negligencia ordinaria de los "Releasees".

Al firmar este documento, reconocemos que hemos leido la informaci6n anterior y que estamos de
acuerdo con que este estudiante participe. Entendemos que las autorizaciones y derechos otorgados
en este documento son voluntarios y que podemos revocarlos en cualquier momento presentando dicha
rev,*ocaci6n por escrito a la escuela miembro del participante. Al hacerlo, sin embargo, entendemos que
efpdhicipante ya no calificar6 para participar en los deportes interescolar,

Firma del estudiante Fecha de nacimiento Nivel de grado en la escuela Fecha

Firma del padre/ madre/tutor legal Fecha



VOLUNTEERAGREEMENT
DUPLIN COUNTYSCHOOLS

-SCHOOL 

YEAR

.NOTE: An employee of the Board of Education may NOT volunteer to perform a iob that
is the same or similar fob for which he/she is employed.

of my own free will, volunteer my time and service to

participate as for School. My time and service in

this volunteer capacity are given without promise, exPectation or receipt ofany form of

compensation, benefits or other remuneration for this service.

I understand and agree that my volunteer participation is not being performed in the course and

scope of my regular employrnent at School, and that my particiPation in

School or the Public Schools ofthis activity is not in any way required by

Duplin County. I acknowledge and agree that my volunteer services do not involve the same or

similar type ofservices I perform as an employee of School. I further

acknowledge and agree that my volunteer services are not closely related to my duties and

responsibilities as an employee.

I understand that my pafticipation as a volunteer may be terminated at any time, without

cause, and that I may withdraw ftom participation at any time for any reason and that my

withdrawal will not affect my continued employment with the Board of Education.

This agreement will continue in force until terminated.

Administration Use Only

Volunteer Signature Date
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2022-2023
StudentAccident
lnsurance Coverage
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QBE

ln surance coverage is p rovided for covered ln juries incurred d uring the hours and d ays when school is in session and wh ile attend i ng o r

participating in schoolsponsored and supervised activities on or off sch ool p remises; Summer Recreatio n Activities s p o n so red by th e

school; One-Day School Field Trips (n o Overn ight) and School Sponso red Relig ious Activities. Coverag e is p ro vi ded fo r trav el i n g to ,

duringoraftersuchactivitiesasamemberof agroupintransportationfurnishedorarrangedbythePolicyholder. lncludescoverage for
all lnterscholastic Sports, excluding those participating in Senior High interscholastic tackle football .

Annual Premium
Standard PIan - $9.00 lntermediate Plan - $19.00 Premier Plan - $51.00

lnsurance coverage is provided around the clock, 24 Hours per day. Provides coverageduring theweekends and vacation periods
including the entire summer. Students are protected while at Home or away, any place, any time, anywhere. lncludes coverage for all
Interscholastic Sports, excluding those participating in Senior High interscholastic tackle football.
Annual Premium
Standard Plan - $59.00 Intermediate Plan - $109.00 Premier Plan - $289.00

Optional 24*lour Accident - Summer Only coverage, Students Only

Summer beg i ns on th e fi rst day after th e school year ends.
Summer ends the fi rst day of the next school year.
Standard Plan - $14.00 lntermediate Plan - $26.00 Premier Plan - $61.00

CoversAccidentsoccurringwhileparticipating inhigh school interscholastictacklefootball practiceorcompetition. Travel is covered
when going directlyand uninterruptedlyto orfromsuch practiceorcompetitionas partof a group in transportationfurnished orarranged
by the Policyholder.Optional FootballCoveragebeginsonthedateof premiumreceipt(on orafter thepolicyeffectivedate)and ends on
the last day of practice or competition. This optional high school tackle footballcoverage is also available to ninth g raders who play tackle
footballwith grades 10-12. Ninth Graderswho playwith 9th gradersONLY, are notcharged extraforfootball coverage.
Annual Premium
Standard PIan - $96.00 lntermediate Plan - $157.00 Premier Plan - $357.00

Weightand Conditioning Training Only Rates

Standard Pian -$47.00 lntermediate Plan - $ 73.00 Premier Plan - $138.00

(fornew playerswho participatein spring training and whoarenotalreadycovered underOptional Football Coverage)

lnsurance coverage is in effect 24 Hours a day. lnjury must be treated within 60 days after the Accident occurs. Benefits are payable
within 24 months after the date of lnjury. The maximum eligible expenses payable per covered lnjury is $50,000. ln addition, when the
dentist certifles that treatment must be deferred until after the Benefit Period, deferred benefits will be paid to a maximum of $1,000. The
Student must be treated by a legally q ualified dentist who is not a member of th e student's lmmed iate Family for ln jury to te eth. Coverag e
is limited to treatment of sound, natural teeth.
Annual Premium: $8.00

Coverage under the Optio nal School-Time Accident Coverage, the Optional 24-Hour Accident Coverage an d th e Optional 24-Hour Dental
Coverage starts on 1) the date you complete your enrollment on -line and your premium is paid, or 2) the date your en rollmen t fo rm an d
pre4ium payment are received by the agent, but not before the first day of the school year. Optional School-Time Accident Coverage
ends at the-close of the regular n ine-month school term, exceptwh ilethe student is attend ing academic classroom sessions exclus ively
sponro-red and solelysupervised by the School d uring the summer. Optional 24-Hour Accident and Dental Coverage ends at mid night on
the d ay before schoo I reo pen s for the following school year. Coverage is available und er these plan s th roug hout the sc h o ol y ea r at th e

. There are no pro rata premiums available.

Benefits are payable for covered med ical expen ses from the first dollar of expen se in curred. Benefits are paid in add ition to an d with o ut
regard to payments from other insurance.

When a covered accident results in 'l 
) treatment by a legally qualified Physician or surgeon (otherthan a member of the immediate fami ly

or person retained by the school) or 2) Hospital confinement, and treatment begins within 60 days from the date of the accident, the
Company will pay the benefit as shown in the Schedule of Benefits. Only eligible medical expenses incurred by the lnsured within 52
weeks from thedate of the Accidentarecovered.

QBE and the links logo are registeredservice marks of QBE lnsuance Group Limited
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Optional school ti me accident coverage J

Optional 24 hour accident

Optional schooltackle football (Can be purchased orwith other

Coverage Basis: Primary

Accident Medical Expense benefits



Benefts for any one Accident will notexceed the Maximum Benefits slated in the Sched ule of Benefits for the Plan purchased. Expenses
incurred after one year fro m the date of ihe accident are not covered, even lhoug h the service is a co ntinuing one, or one that is
necessarily delayed beyond oneyearfromthe date of the accident.

When a covered lnjury results in any oftheLosses stated in the Schedule ofBenefits for Accidental Death or Dismemberment, then the
CompanywillpaythebenelitstatedinthescheduleforthatLoss.TheLossmustoccurwithin365daysafterthedateoftheAccident.
The maximum benefit as stated in the Sched ule of Benefits und er Maximum Benefits, is payable for the following Losses:

1) Life; 2) Both Hands or Both Feet or Sig ht of Both Eyes; 3) One Hand and One Foot;4) One Hand and Entire Sig ht of One Eye; 5) O n e
Foot an d Entire Sight of One Eye. Half of the maximum benefit will be paid for the Loss of one Hand, one Foot, the Sig ht of on e eye o r

the,lo_sso{ThumbandlndexFingeroftheSameHand.LossofHandorFootmeansthecompleteSeverancethroughorabovethewrist
oranklejoint.LossofSightmeansthetotal,permanentLossofSightinOneEye.LossofSightmustbeirrecoverablebynatural,surgical
or artificial means. Loss of Thumb and lndex Finger of the Same Hand means complete Severance through or above the
metacarpophalangealjointsofthesamehand(thejointsbetweenthefingersandthehand).Severancemeansthecompleteseparation
and dismemberment ofthe partfrom the body.

lf the lnsured suffers mo re than one of the above covered losses as a result ofthe same Accident, the total amount th e Company will pa y

is the maximum ben efit. Ben efits are paid in addition to any oth er beneflts provided by the Policy.

A Covered Accident mean s a sudden, unforeseeable, external event that results, d irectly and indepen dently of all other causes, in an

injury or loss. The Accident must occur while the Policy is in force and while the lnsured is covered under the Policy. Usual and
Customary means the average amount charg ed by most providers for treatment, service or supplies in the geographic area w h ere th e

treatment, service or supply is provided. Such services and supplies must be recommen ded and approved by a Physician.

Benefits will not be paid for injuries caused by: 'l 
) suicide, intentionally self-inflicted injury, or any attempt thereat wh ile sane or in san e; 2)

trgatiiitiht bf hernia of any kind; 3) travel in or on any on-road or off-road vehicle that does not require motor vehicle licensing; 4)

commission orattemptto commita felony oran assault, orcommission oforactive participation in a riotorinsurrection; 5) declared or
undeclared war or act ofwar; 6) services or treatment provided by persons who do not normally charge for services, unless th ere is a

legal obligation to payi 7) flight in, boarding or alighting from an aircraft except as a fare.paying passenger on a regularly scheduled
commercialorcharterairline:8)bungee-cord jumping, parachuting, skydiving, parasailing orhang-gliding;9)an accidentifthe insured is
the operatorofa motorvehicleand does not possessavalid moto r veh icle operator's license, unless the insured holds avalid lea r n er's
permit and the insured is receiving instruction from a d river's educatio n instructoi 10) services or treatment rendered by a ny person wh o
is employed orretained bythe policyholder or living in theinsured's househoh:a parent, sibling, spouseorchildeitherofthe in sured or
the insured's spouseortheinsured;11)cosmeticsurgery, exceptfor reconstruction surgery needed as theresultof a covered injury; '12)

injuries compensable under workers'compensation law o r any similar law; 13)sickness,disease,bodilyormental illn ess, bacterial or
viral infection or medical or surgical treatment thereof, except for any bacterial infection resulting from an accidental external cut or
wound, or accidental ingestion ofcontaminated food; 14) the in sured being legally intoxicated as determined accord ing to the I aws o f th e
,urisdictioninwhichthecoveredaccidentoccurredorvoluntaryingestionofanynarcotic,drug,poison,gasorfumes, unlessprescribedor
takenunderthedirectionofaphysicianandtakeninaccordancewiththeprescribeddosage; 15)anyhospitalstayordaysofa hospital
stay that are not appropriate treatment for the condition and locality; 16) treatment of injury resulting from a condition that the insured
knewexisted on the d ate ofa covered accident, unless the company has received a written med ical release fro m h is physician; 17) injury
sustainedasaresultofpracticeorplayininterscholasticfootballand/orsports,unlesstherequisitepremiumforsuchcoveragehasbeen
selected-and paid.

IMPORTANT NOTICE - THIS POLICY DOES NOT PROVIDE COVERAGE FOR SICKNESS. This information is a brief description of the
importantfeaturesofthisinsuranceplan.ltisnotacontract.TermsandconditionsofcoveragearesetforthonpolicyformseriesBAM-
03-1000.00, orapplicablestateversions,underwdttenbyQBElnsuranceCorporation.ThisBlanketAccidentMedicallnsurancePolicyis
subjecttothelawsofthejurisdictioninwhichitisissued.Additionalexclusionsandlimitationmayapply.Youmayreviewacopyof the
policy upon request.

ln the event ofan Accid ent, students should notify school immed iately. To file a claim, obtain a claim form from th e school, attach bill(s) tl
the completed claim form and mail to the add ress indicated on the form.

Call the Claim Ad min istrator below with any claims questions.

ClairyElfer bensflts must be filed within 90 days from the date of ths accident, or as soon as reasonably possible.

Program Manager:

The Young Group,lnc.
P.O. Box 91386
Raleigh, NC 27675

Toll Free: 888,574,6288

Claim Adm inistrator:

Health Special Risk, lnc.
8400 Belleview Orive, Suite 150
Plano,TX75024

Toll Free: 866.409.5734

ALT-0414 PFTB_NFB.P.E Page2ol4

Accident Death & Dismemberment benefits

Definitions

Exclusions

Retain this for

How to file a claim



Coverage for lnjuries due to Accidents only

Maxlmum Benefts: Standard Plan lntermediate Plan Premier Plan
School-Time Option $25,000 S25,000 $25,000

Football Option $25,000 $25,000 $25,000

Accidental Death Benefit / Double Dismemberment
Dismembermen

/$1 10.000 / $15,000

Covered Expenses:

HospitauFacility Services - I np6tient

Physician'sVisits(Onevisiudaymaxionlyappliestonon- $30 tirstvisit/ S25 $50 firstvisiti 80% u&c-
surgical vrsits) each subsequentvisit each subsequentvisit

Hospital/Facility Services - Outpatient
Outpatient Hospital l\.4iscellan eous 80% u&cr / $5,000

Physician's Services
80% u&c' / $5,000

Surqical Fees $750 Maximum $1,000 Maximum Maximum
Assistantsurgeon 8JorAnesthesiologist 20% ofsurgical 25% ofsurgical 80% U&C-

Ben eflts Ben eflts
Consultant $200 Maximum $400 Maximum 80% u&c-
Physician'sVisits(Onevisivdaymax;onlyappliestonon- $30 firstvisit/$25 $50 firstvisit/$30 80% U&C-/$50per
surqical visits; excludes physicalthe

Physical Therapy (One visiUday max) each subsequentvisit/ $30 each subsequent day max /
5 Visits Max. visit/ 5 Visits Max. 15 Msits Max.

Other Services
Prescriptions - outpatient S50 Maximum $100Maximum 80% u&c-
X-rays, including interpretation - outpatient S200 Maximum $400 Maximum 80% U&C'
Diag nostic lmag ing (NIRI, CAT Scan, etc) 80% U&C' / $1,200
includ ino interprctation - outpatient $200 Maximum $400 Maximum l\y'aximum

Laborato ry
$50 Maximum $'150 Maximum

80% u&c. / $600
lvlaximum

Max.
Medical Eq uipment

(includinqOrthopedicBraces&Apoliances) $75 Maximum $100 Maximum 80% U&C'
Replacement of eyeg lasses, hearin g aid s, contacl Ienses

is also received forthecovered injury 100% U&C' 100% u&c. 100% u&c.

* U&C means Usual & Customary expense

Coverage Selected: (Keep for your records)

r,; !Lii.
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To enroll for coverage with a credit card, please go to www.kl2studentinsurance.com

You can also enroll by using the form below. Just cut along the dotted line, complete the form and mail it, along with your check
or money order, to the following address:

The Young Group,lnc.
P.O. Box 91386
Raleigh, NC 27675

lf you are enrolling morethan one Student, please complete a separate form for each Student.
Do not send cash.

QUESTIONS?
Call Toll-free: 888.574. 6288

Student's Last Name Student's First Name Student's Midd le ln itial Grade

Address zipCity State

Telephone Number Birth d ate

School System or School District Name ofSchool

Check your selection below.

Sp ri n g/Summer Wei g ht an d Co n d itio nin g Trai n ing On ly Rates

24-Hour Accident 24-Hour Summer On

24-Hour Extended Dental -

D Standard Plan - M7.00 E lntermediate Plan -$73.00 E Premier Plan - $137.00

Football

ptease make checkor moneyorder payable to: QBE lnsurance Corporation,

Total Enclosed:

Sig nature of Parent or Guard ian

Student l.D. Card
Please fill-in the information below and cut along the dotted lines.

[-----rrr-rr-

School District:

Student Name:

CLAIM QUESTIONS: CALL 866.409.5734
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Enrollment

2022-2023 ENROLLMENT FORM (please print or type)

Email Address
->:' i^ ''

Date

2022-2023 Student l.D. Gard
Name ofSchool:



Cobertura delseguro
estudiantil contra
accidentes 2022-2023

@
QBE

YOLI\G GROUP
\.y

El seg uro p ropo rciona p rotecci6n co ntra lesiones o curridas d urante Ias h oras y los d ias escolares y d uran te la asistencia y I a participaci6n en

actividades patrocinadas y supeNlsadas por la escuela tanto dentro como fuera de las instalaciones escolares. Actividades recreativas de

verano patrocinadas por la escuela; excursionesescolares d e un d ia (sin pasar la noche)y actividades rellgiosas patrocinada s por la escuda
El seguro proporciona co bertura d urante el viaje hacia la actividad, d urante y despu6s de la misma como miembro d e un g rupo en un medio

de transporte proporcionado o coordinado por el titular de la p6liza. lncluye cobertura para todos los deportes interescolares, excepto
para aquellos que practiquen fitbolamericano interescolar de la escuela secundaria.
Paima anual
Plan estendar - $9.00 Plan intermedio - $19.00 Plan premier - $51.00

El seg uro proporciona cobertura en todo mo mento, las 24 horas del d ia. Proporciona co bertura d urante los fin es de seman a y lo s pedodos

de vacaciones ind uido todo el verano. Los estud iantes estan protegidos mientras est6n en sus hogares o fuera de los mis mos, en cualq der

lugar y en cualquier momento. lncluye cobertura para todos los deportes interescolares, excepto para aquellos que practiquen
fritbol americano inlerescolar de la escuela secundaria.
Prima anual
Plan estandar - $59.00 Plan intermedio - $109.00 Plan premier - $289.00

Cobertura opcional contsa accidentes las 24 horas - Cobertura solamente durante el verano, Unicamente para estudiantes

El verano comienza el primer d ia despuds de q ue finalice el aio esco lar.
El verano llnaliza el primer d ia del siguiente ano escolar.
Plan estandar - S14.00 Plan intermedio - 326.00 Plan premier . $6'1.00

Proporciona cobertura contra accidentes durante la participacion en practicas y competiciones interescolares de f0tbol americano de m
colegiodeeducaci6nsecundaria.Elseguroofrececoberturacuandoelestudiantesedirigedeformadirectaeininterrumpidahaciadicha
pr6ctica o competici6n, o reg resa de la misma, como parte un g rupo en un med io de transporte proporcion ado o coord inado por e I titula
de la poliza. La cobertura opcional para fitbol americano comienza el d ia en q ue se recibe el pago de la prima (el d ia en q ue la p6liz
entraen vigenciaoposteriormente)yfinalizael fltimodiadepracticaocompeticion.Estacoberturaopcionalparaf(tbolamericanodela
escualasecundaria tambi6n esta d ispo nible para los alumnos de9.ogrado quejuegan fttbolamericano con alumnosde'10.o y 12.o grado.
AlosestudiantesdenovenogradoquejueguencontraestudiantesdenovenogradoUNICAMENTE,noselescobraraningunacantdd
ad icioa€l por la cobertura para el f[tbol.
Prima anual

Plan estendar - $96.00 Plan intermedio -$157.00 Plan premier - $357.00
Taritus para el Programa de Enfenami€nlo y Preparaci6n Fisica d€ Primaverdverano (nicamente

Plan estandar. $ 47.00 Plan intermedio -$ 73.00 Plan premier - $'138.00
(paralosnueyosjugadoresqueparticipenenelentrenamientodeprimaverayquea0nnoestencubiertosconlaCoberturaOpcional
para F0tbol)

La cobertura tiene debe tratar la lesi6n dentro de los 60 dias despues de ocurrido el accid enb.
Losbeneficiosseabonandentrodelos24mesesposterioresalafechadelalesi6n.Ellimitemaximodegastosapobadosapagarporlesi6n
cubierta asciende a $50,000. Adem6s, en los casos en que el odont6logo certifique que se debe posponer el tratamienb hasta d espues dd
Periodo de Ben eficios, se pagaran Ios ben eficios d iferidos h asta una cantidad mAxima de $'1 ,000. El estud iants debera recibir tratamienb de l'n
o d ont6logo legalmente cerlificado, q ue no sea su familiard ireclo. La co bertura se limita al tratamiento de los d ientes sanos y naturales.
Prima anual: $8.00

La cobertura opcional escolar contra accidentes, la cobertura o pcional contra accidentes las 24 horas y la cobertura d ental o pcional las 24

horas entran en vigencia en 'l)la fecha en la que complete su suscripci6n en linea y pague su prima, o 2) la fecha en la que el agente
recibasuformulariodeinscripci6nyelpagodelaprima,peronoantesdel primerdiadelaffoescolar.Lacoberturaopcional escolarconfa
accidentes finaliza al cierre del calendario escolar normal de nueve meses, excepto si el estudiante asiste a clases acad6mic6
exclusivamente patrocinadas y inicamente supervisadas por la escuela d urante el verano. La cobertura opcional contra accidentes las 24

horas y la cobertura dental opcional terminan a med ianoche el d ia antes d e q ue la escuela reinicie sus activi dades el siguiente afro escola.
La cobertura se encuentra d ispon ible conforme a los plan es d escritos d urante todo el aio esco lar seg Un las primas cotizadas.
(Las primas prorrateadas no se encuentran disponibles).

QBE y ellogotipo de los eslabones sm marcas registadas de servicbs de OBE lnsurarce GroupLimibd
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Cobertura escolar opcional contra accidentes

Cobertura contra accidentes las 24 horas

firtbol americano de la esctrela secundaria o con ctra

Cobertura dental opcional las 24 horas (puede contratarse con otra

Periodo de cobertura



Se pagar5n los ben eficios por los gastos m6d icos cubiertos desde el p rimer d 6lar del gasto en el q ue se incurra. Los benefici os se pagal
de manera ad icion al a cualq uier otro pago q ue pueda recibirse de otro seg uro.

Cuand o un accidente cubierto por la p6liza resulte en 1) un tratamiento impartid o po run m6d ico o cirujano leg almente cualifi cado (qrc no

sea familiar d irecto del estudiante niuna persona contratada por la escuela) o 2) la hospitalizaci6n del aseg urado para recibir un tratamientr
dentrodelos60diasposterioresalafechadelalesi6n,laCompafriapagarAlosbeneflciosseg0nloindicadoenlaTablade Beneficlos.
Solamente se cubrir6n los gastos m6dicos elegibles en los que incurri6 el Asegurado dentro de las 52 semanas a partir de la fecha dd
accidente.
Los beneflcios para cualquier accidente no exceder5n en total la cantidad maxima establecida en la Tabla de Beneficios del Plan

contratado. No se cubrirdn los gastos en los que se incurra despu6s de un aio a partir de la fecha de la lesi6n, aunque el servicio sea

contin uo o sea n ecesario d emorarlo pasado un afi o d esde la fecha de la lesi6n.

una lesion cubierta por la p6liza resulta en cualquiera de las p6rdidas establecidas en la Tabla de Beneficios por mue rte accidend
o desmemFramiento, la Compafria pagar6 los beneficios establecidos en la tabla para dicha p6rdida. La p6rdida debe haberse sufrido

dentro de los 365 d ias posteriores a lafecha del accidente.
El beneficio mdximo a pagar se establece en la Tabla de Beneficios en el punto Ben eficios M6ximos, y cubre las sig uientes p6r d idas:

1)Vida; 2)ambas manosoambospies,olavistaenambosojos;3) unamanoyunpie; 4) unamanoylavistacompletaenunojo;5) un

pie y ta vista completa en un ojo. Se pagar6 la mitad del beneficio m5ximo por la p6rdida de una mano, un pie o la vista en un ojo o la

p6rdida del dedo pulgar y dedo fndice de la misma mano. P6rdida de la mano o pie significa la amputaci6n total a la altura o por encinu
de la mufieca o la articulaci6n del tobillo. Perd id a de la vista sig n ifica la p6rd id a co mpleta y permanente de la vista en u n ojo. La p6rd ida

de la vista debe ser irrecuperable po r med ios naturales, q uinirg icos o artificiales. P6rdida del pulgar e ind ice de la misma mano sig n ifca

la amputaci6n total a la altura o por encima de las articulaciones metacarpofal6ngicas de la misma mano (las articulaciones entre losdedos

y la mano). Amputaci6n sig nifica la separacion total y el desmembramiento de una parte del cuerpo.

Si el Aseg urado sufre m6s de una de las p6rd idas cubiertas men cio nadas anteriormente como resultado del mismo acci dente, la cantidd
total que pagar5 la Compaflia ser5 la cantidad del beneficio m6ximo. Los beneficios se pagar6n de manera adicional a cualquier ofio

beneficio proporcionado por la P6liza.

Accidenle cubierto significa un evento repentino, inesperado y externo que resulta, directamente e independientemente de todas las

dem6scausas,en unalesi6nop6rdida.El accidentedebeocurrirduranteel periododevigenciadelaP6lizay mientrasel Aseguradoest6
cubierto por la misma. Gastos razonables sig n ifica el pro med io q ue cobran la mayoria de los proveedores porel tratamiento, los servicios

e insumos dentro del 6rea geogr6fica donde se proporciona el tratamiento, el servicio y los insumos. Dichos servicios e ins umos deben

ser recomendadosy aprobados por un m6dico.

No se pagar5n beneficios por lesiones causadas por 1) suicidio,lesi6n autoinfligida intencionalmente, o cualquler intenb s imilar, est6 la persona

en su sano juicioo no;2) tratamiento deherniadecualquiertipo; 3)viajaren un vehlculoestSndaro un vehiculo motorizadorecreativoqrcno
requiere licencia de vehiculo motorizado; 4) cometero intenhr cometerun delito grave o agresion,o poriniciaro participaractivamenb de m
disturbio o insunecci6n; 5) guerra declarada o no declarada o acto de guena; 6) servicios o tratamiento proporcionado porpersonas qLE no
cobran usualmente porservicios, a menos q ue exista la obligaci6n legal de pagar;7) realtzar un vuelo, embarcar en o descenderde una aeron€ve
excepto que el Asegurado sea un pasajero que haya pagado su boleto en una aerolinea comercialo un vuelo ch6rter regular;8) p racticar bunge
jumping (puenting), panacaidismo, paracaidismo con caida libre, parapente, parasailing, ala delb; 9) un accidente siel asegunado es el operdor
de qn..yghiculo motorizado y no posee una licencia v6lida de conductor del vehlculo motorizado, a menos que posea un permiso d e aprendiz
v6lid'O'y reciba instrucciones del insfuctor de manejo; 10) servicios o tratamiento proporcionado porcualquierpersona empleada o contrda por
el titularSe la poliza o que resida en la residencia del asegurado: un padre, un hermano, un c6nyuge o niffo del asegurado o del conyge dd
aseguradoo el asegurado; 11) cirugia est6tica, excepto la cirugia reconsfuctiva necesaria como resultado de una lesi6n cubierta porla p6hza
12) lesiones cubiertas conforme la leyde indemnizaci6n laboral o cualquier leysimilar; 13) enfermedad, dolencia, enfermedad corporalo menH,
infecci6n bacteriana o viral o tratamiento m6d ico o q uirurgim q ue d e alllresulb, excepto cualquierinfecci6n bacteriana q u e resulte de un corb o
herida extema accidental, o una ingesti6n accidental de alimentos contaminados; 14) por estarlegalmente intcxicado seg [n lo establecido en la
leyes del estado en el cual ocurra la lesi6n o por la ingesti6n voluntaria de estupehcientes, d rogas, veneno, g as o escapes, a menos q ue seal
recetados o se tomen por instrucci6n de un m6dico y de acuerdo con la dosificacion prescrih;
15) cualquier esbncia en hospital o dlas de estancia en hospital que no correspondan al trahmiento apropiado porla afecci6n y su ubicaci6n; 16)

tratamiento de la lesi6n que resulte de una afeccion que el asegurado conocla el dla en que se produce una lesi6n cubierta por la p6liza, a nrenos
que la compafi ia haya recibido el alta m6dica porescrito de su m6dico; 17) lesi6n sufrida como resultado de una pr6ctica o un juego interescola
de f0tbol americano o d urante actividades d eportivas, a menos q ue se h aya pagado la p rima req uerida de d icha cobertura.

AVISO IMPORTANTE - ESTA NO OFRECE COBERTURA POR ENFERMEDAD. La informaci6n aq uldescrita es una resefla de
losaspectos importantes de esta p6liza de seguro. No es un contrato. Los t6rminos y condiciones de la cobertura se especifican en d
formula.rio.dep6lizaserieBAM-03-1000.00, osusversionescorrespondientesseg0nel estado,suscritoporQBElnsuranceCorporalion.
Esta ptlizaampliada de seguro m6dico poraccidentes se encuentrasujeta a las leyes de la jurisdicci6ndondefue emitida. Pueden
aplicarse exclusiones y limitaciones ad icionales. Puede solicitar una copia d elap6liza.
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Primaria

Beneficios por muerte accidental y desmembramiento

Exclusiones

Conserve esta descripci6n para sus registros



Encasodeaccidente,losestudiantesdeber6nnotificarloalaescueladeinmediato.Afindepresentarunareclamaci6n,debe16solicif
un formulario de reclamaciones a la escuela, adjuntar al formulario completo el o los recibos de pagos efectuados y en viarlo por correo a
la d irecci6 n indicada en el formulario.

LlamaralAdministradordeReclamacionesqueseindicaabajoparacualquierconsultasobrereclamaciones.
Las reclamaciones de beneficios deben presentarse dentro de los 90 dias posteriores a la fecha del accidente o tan pronto como
sea Posible,

Gerente del programa:

The Young Group, lnc.
P.O. Box 91386
Raleigh, NC 27675

Linea g ratuita: EE8.57[.6288

Administrador de reclamaciones:

Health Special Risk, lnc.
8400 Belleview Drive, Suite 150
Plano, TX 75024

Lin ea g ratuita: 866.,09.5734

Cobertura de lesiones por accidentes solamente

Bert#drhiximo: Plan est6ndar Plan intermedio Plan oremier
Opcion Escolar $25,OOO $25,000 $25,000

Opcion 24 horas $25,000 $25,000 $25'000

Opcion Fritbol Americano $25,000 $25,000 $25,000

Periodo de p6rdida para recibir los beneficios m6dicos El tratamiento debe co menzar dentro d e los 60 d ias posteriores a
la fecha de la lesi6n

desmembramiento

Servicios de hospital/centro m6dico - Hospitalizaci6n
Habitacionyalimentosenel hospilal(tarifadehabitaci6n $150 max. pordia $200 max. pordia 80% GR.
senfbilVada)

Consultas m6d icas (Una consulta/d ia mex.;solo aplicable a
visitas no q uinirgicas)

primera consulta / primeraconsulta/ 80% GR*
$25 cada consulta $30 cadaconsulta

Servicios varios para pacientes ambulatorios (excepto los
servicios del melicoy las radiografias, quese especifican a $750 mdximo $1,000 m6ximo

80% GR- i
$5,000 m6ximo

Servicios del m6dico
80% GR' /

Gastos quir(rqicos $750 maximo $1,000 meximo $5,000 maximo
20% debeneficios 25% debeneficios 80% GR'

maxtmo maxtmo
pflmera con $50 primera consL

$30 cadaconsulta $50 por d ia m6ximo

80%
co

visitas no q uir0rg icas; no incluye terapia f isica) $25 cadaconsulta
subsiouiente subsiq uiente

Tratamiento m6dico ambulatorio relacionado con
Terapia fisica (Una consulla/d ia m6x.)

$30 primera consulta /
$20 cada consulta
subsig uiente /
5 con sultas max.

$40 primera consulta /
$30 cada consulta
subsig uiente/
5 consultas max.

80% GR'/
$50 por d ia m6ximo /
15 consultas maximo
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C6mo una reclamaci6n

Tabla de beneficios



Otros servicios
Recetas - ambulatorio $50 m6ximo $100 m6ximo 800/. GR.

Rad iog rafias, con informe - ambulatorio $200 mdximo S400 m6ximo 80% GR"

Diagndstico por imagenes (resonancias mag n6ticas,
tomog rafias computarizadas, etc.)
con informe - ambulatorio

$200 mdximo $400 maximo
80% GR'/
$1,200 m6ximo

Laborato rio

e larqa d uraci6 n
(incluidossoportesvaparatosortop6dicos) $75 m6ximo $100 m6ximo 80% GR*

Reemplazo de gafas, audifonos,lentes decontacto, si
ademes se recibe tratamiento m6dico para la lesi6n cubierta 100% GR- 100% GR' 100% GR'

nerlqa .la lrne lcsion a:lrhicria
t GR sig nifica Gastos razonables

80% GR. /

Cobertura elegida: (Cons6rvose para sus registros)
plan estendar E Escolar$9.00 D A;cidentelas24 horas $59.00 E Accidentelas24horassolo E fUtUot americano

;

Plan estdn dar - $47.00 Plan premier - $'138.00

.{rb{f'

#

ALT-0414 PFIB-NFB-P-E Pagina 4 de 5

Tabla de beneficios



Para solicitar Ia cobertura con tarjeta de cr6dito, dirijase a www.kl2studentinsurance.com.

Tambi6n puede suscribirse utilizando el formulario que se muestra a continuaci6n. Recorte e! formulario por la linea punteada,
compl6telo y envielo porcoreo junto con su cheque u orden de pago, a la siguiente direcci6n:

The Young Group,lnc.
P.O. Box 91386
Raleigh, NC 27675

APREGUNTAS?
Lin ea g ratuita: 888.574.6288

Si deseainscribiram6sdeunestudiante,completeunformulariodistintoparaeseestudiante.Noenviedineroenefectivo.

Apellido del estud iante: Nombre del estudiante: lnicial del segundo nombre del estud iante: Grado

Direcci6n Ciudad Estado C6digo postal

N0mero telef6nico Fecha de nacimiento

Email

Sistema escolaro distrito escolar Nombre de la escuela

Marque la opci6n elegida.

Plan est6ndar E Escolar$9.00 E Accidentelas24 horas E Accidentelas24 horassoloen E fUtOot americano
$59.00 verano $14.00 $96.00

Plan intermedio fl Escolar$19.00 E Accidentelas24 horas D Accidentelas24 horassoloen E fUtOot americano
_ $109.00 verano $26.00 ,,. $157.00

Plan premier ! Escolar$51.00 E Accidentelas24 horas E Accidentelas24 horassoloen E fUtOot americano

Tarif as para el Programa de Entrenamiento y Preparacion Fisica de Primavera/Verano unicamente
E Han estSndar- $47.00 E ptan intermedio -$73.00 E Plan premier- $137.00

Efectuar los cheques o pagos en efectivo a la orden de: QBE lnsurance Corporation.

Total adjunto:

Firma del padre/madreo tutor Fecha

Tarjeta de identificacion de estudiante
Por favor, complete la informaci6n que se requiere a continuaci6n y recorte por las lineas punteadas.

de la escuela:
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Nombre del estudiante:

PREGUNTAS SOBRE RECLAMACIONES: LLAME AL 866.409.5734

Y

FORMULARIO DE INSCRIPCTOIZOZZ-2023 (completara m6quina o en Ietra mayriscula)



&QBE
STUDENT CLAIM FORM

l Please fully complete this form
2. Attach itemired bills
3. Mail. E-mail or Fax to.f,asn

Policv Number:

HSR
@

P.O. Box 11755E
Carrollton, Texas 7501 1-755E

Phone: (972) 512-5600 Fax: (972) 512-5818
Toll Free (E66) 409-5734

E-mail : Kl2claims@hsri,com

Schoo! District:

Duplin County

District Paid E

School Name:

sHH100036 Voluntary E SHH100037 CAT E sHHe1oo54

PART I- POLICYHOLDER'S REPORT
2. Social Security Number

I l. Time of Accident I 2. Place where Accident Occurred

14. Indicate which Teeth were lnvolved in the Accident

l. Claimant's Name (injured/ill person)

6. Address offijured Person

8. ParenVtrgal Guardian Name, Address, City, State & Zip

Date of AccidenVlllness

f)ental
Claims

I 6. Type of Injury (lndicate Part of Body lnjured - e.g. broken amr, sprained ankle, etc.)

15. Describe Condition oflnjured Teeth Prior to Accident:

Whole, Sound, and Natural

Did Injury Result in Death? DYes ENo

5. E-Mail

7. Phone Number (include area code)

9. Phone Number (include area code)

I 3. Date of First Treatrnent

! artificial

17. Describe How Accident Occurred or the Nature of the Illness - Give ali possible details

18. Which Best Describes the Activity:

! Play or practice of interscholastic sports

E Not schdo/?elated

I offcampus lunch hour

I On campus lunch hour

! In school bus

E School sponsored field trip

! Traveling toifrom school

fl On school property during school hours

E School sponsored activity during school hours

E other

19. Name of Person Supervising the Activity

Signature of Parent/kgal Guardian :

20. Type of Activity or Sport

Signature of School Official

x

Witness to Accident?

Eves ENo

PART II - OTHER INSURANCE STATEMENT
Do you/spouse/parent have medical/health care or is the Claimant enrolled as an individual, ernployee or dependent member of a Health Maintenance Organization (HMO) or
similar prepaid health care plan, or any other type of accident/health/sickness plan coverage through your employer or other source on you or, if applicable, does your
son/daughter have health care coverage as a dependent from your previous marriage as mandated in a divorce decree? E Yes E No

If Yes, name of inswance company

Name of insuance company

rt.l .r,
IfapplicaOidlttalmant's primary employer name, address, md phone number

Ifapplicable. mother's primary employer name, address, md phone number

Ifapplicable, father's primary employer name, address, and phone number

IF OTHER INSURANCE OR HEALTH CARE PLANS EXIST, PLEASE SUBMIT COPIES of their EXPLANATION OF BENEFITS along with your claim.
IF NO OTHER INSURANCE oT HEALTH PLAN EXISTS, PLEASE READ & SIGN BELOW.
I agree that should it be determined at a later date there is insurance (or similar), to reimburse IIE 4 LTH SPECIAL RISK, INC., or the insurance company to the extent

Policy #

Policy #

of anv amount collectible.
Signature of Parent/Lrgal Guardian

x
Signature of Witness:

Date:

PART III _ AUTHORIZATION TO PAY BENEFITS TO PROVIDER

(lf not signed submit proof of payment)

SIGNATURE DATE

I hereby authorize any insurance company, hospital, physician or other person who has attended or examined the claimant to disclose when requested to do so, all information
with respect to any injur, policy coverage, medical histor, consultation, prescription or treatment, and copies ofall hospital or medical records. A photo static copy ofthis
authorization shall be considered as effective and valid as the original.

SIGNATURE
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FRAUD STATEMENTS

FOR RESIDENTS OF ALL STATES OTHER THAN THOSE LISTED BELOW:

Any person who knowingly presents a false or fraudulent claim for pal.rnent of a loss or benefit or knowingly presents fblse infbrmation in an application fbr insurance
is guilty of a crime and may be subject to fines and confinement in prison.

Alaskririd Kentuckv: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any
materially false, incomplete or misleading information or conceals, for the purpose of misleading, information conceming any fact material thereto commits a
fraudulent insurance act, which is a crime and may be prosecuted under state law.

1[j4q: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for
payment of a loss is subject to criminal and civil penalties.
Arkansas. Louisiana. Marvland. West Virsinia & Rhode Island: Warning: 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 ofa crime and may be subject to fines and confinement in prison.
California: For your protection Califomia law requires the following to appear on this form: 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.

Q!g1!q: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an
insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or
attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of
insurance within the department of regulatory agencies.

@,4.99!igU!: This form must be completed in its entirety. Any person who intentionally misrepresents or intentionally fails to disclose any material fact related to a
claimed injury may be guilty of a felony.
Delaware--Idaho. Indiana: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a statement of claim containing any false,
incomplete or misleading information is guilty of a felony.
District of Coiumbia: Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person.
Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits iffalse information materially related to a claim was provided by the
applicant.

sgg[4: WARNING :Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any
false, incomplete, or misleading information is guilty of a felony of the third degree.

@3!!: For your protection, Hawaii law requires you to be informed that presenting a fiaudulent claim for payment of a loss or benefit is a crime punishable by fines
or imprisonment, or both.
Georgia: Any natural person who knowingly or willfully
1) Makes or aids in the making of any false or fraudulent statement or representation of any material fact or thing:

a) In any written statement;
b) In the filing of a claim; or
c) In the receiving of money for an application for a policy of insurance for the purpose of procuring or attempting to procure the payment of any false or

fraudulent claim or other benefit by an insurer;
2) Receives money for the purpose ofpurchasing insurance and converts such money to such persons own benefit;
3) Issues.fa&e or counterfeit insurance policies, certificates of insurance, insurance identification cards, or insurance binders; or
4) 'Mlkffany false or fraudulent representation as to the death or disability of a policy or certificate holder in any written statement for the purpose of llaudulently

obtai4ing money or benefit from an insurer commits the crime of insurance fraud.

Mg!4C: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties
may include imprisonment, fines, or a denial of insurance benefits.
Michiean. North Dakota. South Dakota: Any person who knowingly and with intent to defraud any insurance company or another 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 the person to criminal and civil penalties.
Minnesota; A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
Nevada: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be gurlty of a

criminal act punishable under state or federal law, or both, and may be subject to civil penalties.
New Hampshire: Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim containing any false, incomplete, or
misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

@.9y,: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New Mexico and Pennsvlvania: 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 misleading, information conceming any fact material thereto commits a

fraudule.nt insrrance act, which is a crime and subjects such person to criminal and civil penalties.

@sE: 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 apy. 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 ofthe claim for each such violation.

Q!g: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

Bb@: WARNNG: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance
policy containing any false, incomplete or misleading information is guilty of a felony.

9tSg: Warning: Any person who knowingly, and with intent to defraud any insurance company or other persons files an application for insurance or statement of
claim containing any materially false information or conceals for the purpose of misleading, information conceming any fact material thereto, may be subject to
prosecution for insurance fraud.
Tennessee. Virsinia. Washinston: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purposes of
defrauding the company. Penalties include imprisonment, fines and denial ofinsurance benefits.

@: 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.
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Listed below are important instructions and comments about filing a claim.

Note: Benefit Period is 52 weeks from date of accident

YOUR CLAIM FORM

L This claim form should be fully completed and submitted within 90 days from the date of injury. Be sure to
answer and complete the section regarding "OTHER INSURANCE STATEMENT", marking either yes or
no, and signing the line for authorization, so that IISR and the doctorsftrospital may communicate conceming
your claim.

2. Incomplete claim forms are one of the most frequent reasons why claim payments are delayed.

3. Only one claim form for each accident needs to be submitted.

4. Once completed, make a photocopy for your records, and mail to the address shown below.

5. DO NOT assume that anyone else will mail this claim form to ILSR for you.

YOUR BILLS

l. Please advise all doctors/hospitals regarding this coverage so they may forward us their itemized bills.
2. Ifyou have already been to the doctor/hospital and did not know about this coverage, then please send all of

the itemized bills to HSR at the address shown below.

3. The bills should include the name of the doctor/hospital, their complete mailing address, telephone number, the
date you were seen by the doctor/hospital, what the doctor saw you for (diagnosis) and the specific itemized
charges (description of treatment and amount) incurred (including the CPT/procedure code).

4. If this information is not on the bill when you send this in we will have to contact the doctor/hospital which
will delay the review of your claim. "Balance Due" or "Balance Forward" statements do not contain sufficient
information to complete your claim.

EXCESS INSURANCE

I . This policy provides coverage on a secondary/excess basis. If you have any other primary insurance coverage
you need to send the bills to your primary insurance first.

2. .ILSR will consider benefits after your other, primary insurance has processed the claim.

3. We will require a copy of your primary insurance Explanation of Benefits (EOB) which you should receive
from your primary insurance letting you know what was paid or denied, and the reason(s) why.

4. IISR will not be able to consider your claim without this information.

Federal mandate in Section I I l, MMSEA requires rIISR to obtain specific information prior to processing any medical
claims. You may view this mandate at r.l'u,r.l .cnrs.hhs.qov nrandatoryinsren Below is a list of the required information.

o Social security number, if the claimant is a minor we require social security number of the minor, not the
parent.

. Date of birth
r Gender

If you have any questions, please contact Customer Service at (866) 409-5734. They are available from 8:00 a.m. thru
6:00 p.m. central time, Monday - Friday. You may also forward any documents by fax to (972) 512-5818.

Health Special Risk, Inc.
P.O. Box 117558

Carrollton, TX 7501 1-7558
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