SADLER

SPORTS & RECREATION INSURANCE
PO Box 5866, Columbia, SC 29250-5866
Phone (800) 622-7370 Fax (803) 256-4017
Email amateur@sadlersports.com

AMATEUR YOUTH SPORTSINSURANCE

PROCEDURESTO FILEA CLAIM

The attached claim form should be given to the parents and/or the claimant by the insurance
coordinator.

Theinsurance coordinator must complete the bottom of theclaim form. ***NOTE*** #1 on the
bottom portion should have the name of theteam and/or league. Thisinformation will be found
on the certificate of insurance in the upper left hand corner, in the box marked " Insured" .
(PLEASE MAKE SURE THISPORTION ISCOMPLETED INITSENTIRETY.)

ATTENTION PARENTS

Please be advised that this coverage is EXCESS/secondary to any other valid and collectible
cover age subject to a $100.00 deductible. Thismeansthat if thereisother health and
accident coverage, all charges must be submitted to them first on a primary basis. This
coverage will consider the amount not covered by the other insurance. If you have other
cover age, the other carrier's payment(s) will be used to satisfy our deductible. If you have no
other coverage we will apply the $100 deductible to the charges received until the deductible
has been satisfied. (***NOTE*** Coverageisin effect for 52 weeks from the date of the
accident.)

***NOTE*** If your other insurance is an HMO Plan, we recommend that you go to the
providers within that plan. If you elect not to go to the providers within that plan the HMO may
deny your claim and you would be responsible for the deductible under the league insurance
plan.

Please make suretheinsurance coordinator has completed thelower portion of the claim form in
itsentirety. The parent/guardian will need to complete the upper portion of thisform in its
entirety. Omission of any information may cause a delay in the processing of your claim.

Please attach all itemized billings, along with the corresponding explanation of benefits from
your other insurance showing what they paid. K&K Insurance Group will then processthe
outstanding portion. If there are any questions concer ning the filing of a claim, you may contact
K&K at 1-800-237-2917.

FORWARD THE COMPLETED FORM AND ATTACHMENTSTO:
K&K Insurance Group, Inc.
Claims Department
P O Box 2338
Ft. Wayne, IN 46801
Phones: 1-800-237-2917 Fax: (260) 459-5910

March 1, 2009







Dear Sports Participant: If you have an appointment with a doctor as the result of a sports injury, please show this document to
the doctor's insurance secretary. You should be identified as a member of the following preferred provider networks and/or their
affiliates.

Dear Doctor or Provider: This document indicates that this patient is a participant in the following preferred provider networks
and/or their affiliates:

O First Health.

Network
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INSTRUCTIONS FOR COMPLETING THE ACCIDENT INSURANCE FORM
TO THE INJURED PERSON/PARENT /GUARDIAN

To the injured person/parent/guardian:

Complete this claim form. Attach current itemized physician, hospital, or other provider's bills for accident medical
expenses as well as the primary carrier's Explanation of Benefits showing their payment and denial. These bills must
show the patient's name, condition (diagnosis), type of treatment given, date the expense was incurred, and the
charges made. Return this form to K&K Insurance Group, Inc. Please note: Claim forms will be returned if not fully
completed and signed. Omission of vital information will cause a delay in claim processing.

Applicable in Arizona
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.

Applicable in Arkansas, Delaware, District of Columbia, Kentucky,
Louisiana, Maine, Michigan, New Jersey, New Mexico, New York,
North Dakota, Pennsylvania, South Dakota, Tennessee, Texas,
Virginia, Washington and West Virginia
Any person who knowingly and with intent to defraud any insurance compa-
ny or anather 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, subject to criminal prosecution and [NY: substantial] civil
penalties. In DC, LA, ME, TN, VA and WA, insurance benefits may also be
denied.

Applicable in California
For your protection, California law requires the following to appear on this
form: Any person who knowingly presents a false or fraudulent claim for
payment of a loss is guilty of a crime and may be subject to fines and con-
finement in state prison.

Applicable in Colorado
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 policy holder or claimant for the pur-
pose of defrauding or attempting to defraud the policy holder 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.

Applicable in Florida and Idaho
Any person who knowingly and with the intent to injure, defraud, or deceive
any insurance company files a statement of claim containing any false,
incomplete or misleading information is guilty of a felony.™
* In Florida - Third Degree Felony

Applicable in Hawaii
For your protection, Hawaii law requires you to be informed that presenting
a fraudulent claim for payment of a loss or benefit is a crime punishable by
fines or imprisonment, or both.

Applicable in Indiana
A person who knowingly and with intent to defraud an insurer files a state-
ment of claim containing any false, incomplete, or misleading information
commits a felony.

Applicable in Minnesota
A person who files a claim with intent to defraud or helps commit a fraud
against an insurer is guilty of a crime.

Applicable in Nevada
Pursuant to NRS 686A.291, any person who knowingly and willfully files a
statement of claim that contains any false, incomplete or misleading infor-
mation concemning a material fact is guilty of a felony.

Applicable in New Hampshire
Any person who, with purpose to injure, defraud or deceive any insurance
company, files a statement of claim containing any false, incomplete or mis-
leading information is subject to prosecution and punishment for insurance
fraud, as provided in RSA 638:20.

Applicable in Ohio

Any person who, with intent to defraud or knowing that he/she 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.

Applicable in Oklahoma
WARNING: Any person who knowingly and with intent to injure, defraud or
deceive any insurer, makes any claim for the proceeds of an insurance poli-
cy containing any false, incomplete or misleading information is guilty of a
felony.
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The attached claim form is to be provided to the parents and/or the claimant by the insurance coordinator.

+ The insurance coordinator must complete the bottom portion of the claim form.
« The remainder of the form (Proof of Loss) is to be completed, and signed, by the
parent/guardian/claimant.

If you have any questions regarding the filing of a claim, please contact our Claims Department at
1-800-237-2917.

INSTRUCTIONS FOR INSURANCE COORDINATOR

+ You must indicate the name of the team, league and/or association on the claim form. This
information is found on the Certificate of Insurance in the upper left-hand corner.

+ Please complete the bottom portion of the claim form in its entirety.

INSTRUCTIONS FOR PARENTS

+ Please be advised that this coverage is subject to a $100 deductible and is excess/secondary
fo any other valid and collectible coverage available to the claimant. This means that if there is
other health and/or accident coverage available, all charges must be submitted to them first on
a primary basis. Subject to the terms and conditions of this policy, coverage will apply to the
amount not covered by other insurance. If you have other coverage, the other carrier’s
payment(s) will be used to satisfy the deductible under this policy. If you have no other
coverage, we will apply the $100 deductible to the charges received until the deductible has
been satisfied.

* You are responsible for completing the upper portion of the claim form. Omission of any
information may cause a delay in the processing of your claim.

+ Only expenses incurred within 104 weeks from the date of accident will be considered.

+ If you have coverage under an HMO plan, but do not seek treatment from a provider within
that plan, your benefits under this policy may be reduced by the amount that would have been
paid had the services been provided by a provider within your HMO plan. You would also be
responsible for the deductible under this plan.

« Attach all itemized charges along with the explanation of benefits from any other insurance
showing what has, or has not, been paid. We will then process the outstanding portion of

your claim in accordance with the terms and conditions of this policy.

+ Verify that the insurance coordinator has completed the lower portion of the claim form
in its entirety.
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