
USA VOLLEYBALL MEDICAL CLAIM FORM 
2003 SEASON 

 

This form to be completed whenever a medical claim results from an injury incurred at USA Volleyball sanctioned event. 
 

                   PLEASE ANSWER ALL QUESTIONS.   INDICATE “N/A” IF INFORMATION IS NOT APPLICABLE. 
 

■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■   TO BE COMPLETED BY INJURED PARTY ■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■ 
NAME          (Last Name)                  (First Name)                   (Middle 
Initial) 
 

SOCIAL SECURITY NUMBER    DATE OF BIRTH         SEX 
   M        F 

ADDRESS             (Street)                             (City)             (State)       (Zip 
Code) 
 

  TELEPHONE NUMBER 
(              ) 

OCCUPATION 

USA VOLLEYBALL PARTICIPANT #: 
 
REGIONAL ASSOCIATION NAME: 
 

DATE & TIME OF ACCIDENT:   _________  ___ AM  __ PM       ______/______/______ 
 
COACHES NAME:                                                  PHONE #:  (            ) 
 

NATURE OF INJURY 
 
 

WERE YOU SEEN BY MEDICAL PERSONNEL 
   NO  
   YES, WHEN  ________________________________ 

FOR ACCIDENTAL INJURIES, PLEASE COMPLETE THE FOLLOWING: 

 A. DESCRIBE ACTIVITY ENGAGED IN AT TIME OF ACCIDENT: _____________________________________________________________________________ 

  ______________________________________________________________________________________________________________________________________________ 

 B. PLACE OF ACCIDENT (BE SPECIFIC): _____________________________________________________________________________________________________ 

  ______________________________________________________________________________________________________________________________________________ 

 C. DESCRIBE HOW ACCIDENT HAPPENED: __________________________________________________________________________________________________ 

  ______________________________________________________________________________________________________________________________________________ 

 D. DID THE ACCIDENT OCCUR (CIRCLE APPROPRIATE DESCRIPTION): 

  COMPETITION        TRAVELING DIRECTLY        TRAVELING DIRECTION TO/FROM        OTHER (DESCRIBE): _________________________ 

  _____________________________________________________________________________________________________________________________________________ 

 E. WITNESS: _________________________________________________       PHONE: _______________________________________ 

  WITNESS: _________________________________________________       PHONE: _______________________________________ 

 F. WERE YOU TRANSPORTED TO A HOSPITAL         YES           WHICH HOSPITAL: ________________________________________ 
                                                                                          NO             HOW/WHEN: _______________________________________________ 

ARE YOU OR YOUR DEPENDENT COVERED UNDER ANOTHER GROUP INSURANCE PLAN, GOVERNMENT PLAN SUCH AS MEDICARE, AN HMO 
PLAN OR AUTOMOBILE MANDATORY NO-FAULT COVERAGE, WHICH WILL ALSO COVER ANY OF THE MEDICAL EXPENSES OF THIS CLAIM?     
YES      NO 
IF YES, GIVE NAME OF INSURANCE COMPANY/FIRST BENEFIT INSURER, ORGANIZATION, OR HMO PROVIDING BENEFITS BELOW: 
NAME AND ADDRESS 
 
 

POLICY NUMBER 

REMARKS 
 

AUTHORIZATION TO RELEASE INFORMATION 
I authorize any Health Care Provider, Insurance Company, Employer, Person or Organization to release my information regarding medical, 
dental, mental, alcohol or drug abuse history treatment or benefits payable, including disability or employment related information to any 
Guarantee (Summit) Insurance Company, the Plan Administrator or their employees and authorized agents for the purpose of validating and 
determining benefits payable.  This data may be extracted for use in audit or statistical purposes.  I understand that my authorized 
representative or I will receive a copy of this authorization upon request.  This authorization or a photo static copy of the original shall be 
valid for the duration of the claim. 
NAME OF PATIENT 
 
 

SIGNATURE OF PATIENT (PARENT OR GUARDIAN IF CLAIM IS ON 
A MINOR) 

DATE 

PAYMENT AUTHORIZATION - I authorize payment directly 
to those physicians or providers described below and/or as 
indicated on the enclosed bills, of medical benefits 
otherwise payable to me. 

IF YES, SIGNATURE DATE 

 
I certify that the foregoing information is true and correct. 

SIGNATURE DATE 

The issuance of this blank is not an admission of the existence of any insurance nor does it recognize the validity of any claim and is 
without prejudice to the Company’s legal rights in the premises. 

PHYSICIAN/PROVIDER SHOULD COMPLETE OTHER SIDE 
 



USA VOLLEYBALL MEDICAL CLAIM FORM 
2003 SEASON 

 

■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■   TO BE COMPLETED BY PHYSICIAN OR PROVIDER ■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■■ 
 
PATIENT NAME: __________________________________________ DATE: ________________ 
 
DIAGNOSIS AND CONCURRENT CONDITIONS (IF DIAGNOSIS CODE OTHER THAN ICDA* USED, GIVE NAME) 
 
 
 
 
REPORT OF SERVICES (OR ATTACH ITEMIZED BILL) 

  PLACE OF DESCRIPTION OF SURGICAL OR  PROCEDURE CODE - IF USED  (IF CODE 
 DATE OF SERVICE SERVICE    MEDICAL SERVICE RENDERED OTHER THAN CPT** USED, GIVE NAME) CHARGES 

 _______________ _____________ ___________________________________ ________________________________________ ____________ 

 _______________ _____________ ___________________________________ ________________________________________ ____________ 

 _______________ _____________ ___________________________________ ________________________________________ ____________ 

 _______________ _____________ ___________________________________ ________________________________________ ____________ 

O - Doctor’s Office IH - Inpatient Hospital  NH - Nursing Home 
H - Patient’s Home OH - Outpatient Hospital OL - Other Locations   TOTAL CHARGES            $___________ 
 
     * ICDA - International Classification of Diseases                                                                                         AMOUNT PAID              $___________ 
   ** CPT - Current Procedural Terminology (current edition) 
     BALANCE DUE               $___________ 
 
DATE SYMPTOMS FIRST APPEARED OR ACCIDENT HAPPENED 

 

DATE PATIENT FIRST CONSULTED YOU FOR THIS 

CONDITION 

NAME AND ADDRESS OF REFERRING PHYSICIAN 

 

TO THE BEST OF YOUR KNOWLEDGE, INFORMATION AND BELIEF, HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION? 

  YES            NO          IF YES, WHEN AND DESCRIBE 

 

 

I CERTIFY THAT THE FOREGOING INFORMATION IS TRUE AND CORRECT 

DATE                        PHYSICIAN’S NAME (PRINT)                      SIGNATURE                                    DEGREE                                   TELEPHONE 

 

 

ADDRESS                                                    CITY OR TOWN               STATE            ZIP CODE            SOCIAL SECURITY OR TAX 

IDENTIFICATION 

 

 

 
RETURN THIS FORM TO: Summit America Insurance Services 
 Attn:  Angela King 
 5001 College Blvd., Suite 216 
 Leawood, Kansas 66211 
 

FOR FURTHER INFORMATION OR QUESTIONS, PLEASE CALL SUMMIT - CLAIMS DEPARTMENT AT 800-955-1991 
OR SEND A FAX TO 913-327-0201. 

 


