2010 ACCIDENT CLAIM FORM

AMERICAN YOUTH FOOTBALL & AMERICAN YOUTH CHEER

Instructions For Filling Out ThisClaim Form
(Should be read by League Presidents, Team Officials and Parents)

Our objectiveisto provide fast and accurate claims service. Listed below are some brief instructions that, when followed, will
assist us in providing this service. Please keep in mind that we are not saying your claim will be paid, we are saying if all
conditions are met, then this claim will be considered for payment.

WHEN TO FILE A CLAIM:

1. Sincethispolicy contains an EXCESS MEDICAL EXPENSE BENEFIT, YOU MUST FIRST FILE THE CLAIM WITH YOUR EXISTING
INSURANCE PLANS (including major medical) before we may determine what payments, if any, we owe. Note: If your family carrier isan
HMO or PPO, you must always follow their rules for obtaining benefits.

2. Written proof of loss (the completed claim form and supporting documents) should be given to the Claims Administrator within 90 days after
the loss starts.

HOW TO FILE A CLAIM:
All questions must be answered in FULL for usto process the claim. Failure to answer even one question, regardless of
whether or not you think it isrelevant, may result in the claim form being returned and subsequent delay.

There are four basic items that are required in order for a claim to be considered eligible for benefits. All claim forms received are initially enrolled,
however, until all required information is received we are unable to review the claim for payment.

1) ACOMPLETED POLICYHOLDERSREPORT (PART I)—Must Be Completed By Authorized Team / L eague Official
Please be sure to neatly and fully complete the claim form. If you do not have a claim form, please call (800) 622-7370 for assistance. The
Policyholders Report must have a policyholder’ s authorized signature. The policyholder representative is the league administrator who acts on behal f
of the policyholder to verify the claim. The policyholder is the sports organization that purchased the coverage.

2 A COMPLETED PROOF OF LOSS (PART I1)—Must Be Completed By Injured Person Or Parent/Guardian If A Minor
Please be sure to neatly and fully complete the Proof of Lossfor inits Entirety. If you do not have a Proof of Loss Form please call (800) 622-7370
for assistance. The proof of loss form must be signed by the injured person or his’her parent/guardian if injured person is aminor.

3) ACOMPLETED INJURY REPORT (PART Il —FOOTBALL AND PART IV - CHEER)

There are two different Injury Report forms included with this claim form. One injury report is for FOOTBALL related accident claims, and the
other isfor CHEER related accident claims. Please complete the correct form for the injury you are reporting. Thisisarequired form, and should be
completed by the authorized team or squad official. (Please be sure to answer ALL questions on this form.)

4) COPIESOFFULLY ITEMIZEDBILLS

Please contact the providers of medical service directly for an itemized billing. An Itemized bill is usually in the HCFA-1500 or UB-92 format which
means the bill should have a date of service, patient name, billing address and phone, provider tax identification number, procedural codes, and
diagnosis code. If your bill does not have this information, please call the provider of service directly and request they mail it to us or call our office
for assistance.

5) COPIESOF YOUR INSURANCE'SEXPLANATIONS OF BENEFITS

The policy selected by the policyholder is in excess to any other available source of medical benefits. This means that you must file your bills
through your primary, or personal insurance carrier prior to this policy. When your insurance company processes the charges, they will send you an
Explanation of Medical Benefits, or “EOB”. Y ou must forward a copy of the Explanation of Benefits for EACH CHARGE. (A $100 deductible may
apply.)

IF YOU DO NOT HAVE ANY OTHER AVAILABLE INSURANCE COVERAGE, fully complete Section Il of the claim form as directed
above, indicating “NO” in response to each insurance question, if appropriate. You MUST sign the insurance portion of the form if you have no other
coverage. Please remember that thisis a signed and sworn legal document. (A $100 deductible may apply.)

TOSUBMIT ADDITIONAL BILLS after the original claim form has been sent in, be sure to include the following: name of injured
person/claimant, date of accident, name of |eague, claimant's social security number, and your League's 2010 Accident Insurance Policy Number.

We recommend that you always make a photocopy of the 2010 Accident Claim Form (pages 1-3), all itemized hills, etc. before forwarding to claims
administrator.

For specific policy information, please call to verify benefits. It isimportant to remember that policy wording or any verbal verification of benefits does not guarantee
payment. Some policies may have specific medica equipment exclusions or specific treatment type limitation, i.e., physical therapy or ambulance. It is important to
remember that any statement of policy information does not guarantee the payment of any nedical expense. Benefit determination can only be made once the entire
claim and supporting documentation has been received and reviewed by the claims examiner.

Every policy has both an effective date (which must be prior to the injury date) as well as a benefit period, which isthe period of time for which benefits are available
for treatment to that injury. Treatment received past the benefit period is not eligible for benefits.

WHERE TO FILE CLAIM:
1. Sendall completed forms, itemized hills, etc. to American Specialty Insurance & Risk Services, Inc. at the address shown below.

2. Any questions concerning the status of benefit payments should also be directed to American Specialty at the toll free phone number
shown below:

American Specialty Insurance & Risk Services, Inc.
AYF /| AYC Claims Administrator
P. O. Box 459
Roanoke, IN 46783

Phone: 1-800-566-7941 © 2006-2010 Sadler & Company, Inc.
Fax: 260-673-1189 All Rights Reserved




I AMERICAN YOUTH FOOTBALL & AMERICAN YOUTH CHEER

2010 SEASON - ACCIDENT CLAIM FORM

M Underwritten by: ACE American Insurance Company

Awmerican Seeciant|  Please Type or Print — Use Black Ink POLICY NUMBER: PTP-N01882922

PART | —POLICYHOLDER’'S REPORT (Must Be Completed By Authorized Team / L eague Official)

Fraud Warning: “Itisacrimeto provide false or misleading information to an insurer for the purpose of defrauding theinsurer or any other person.
Penaltiesincludeimprisonment and/or fines. In addition, an insurer may deny insurance benefitsif falseinformation materially related to a claim was
provided by the applicant.”

1. NAME OF ORGANIZATION THAT PURCHASED COVERAGE: 2. NAME OF TEAM:

3. MAILING ADDRESS OF ORGANIZATION THAT PURCHASED COVERAGE:

Street City State Zip

4. NAME OF INJURED/INSURED PERSON 2. SOCIAL SECURITY NUMBER 6. SEX 7 BIRTH DATE
/ /

/ /

8. ADDRESS OF INJURED PERSON:

Street City State Zip

9. DATE AND TIME OF 10. PLACE WHERE ACCIDENT OCCURRED
ACCIDENT

11. WASINJURED PERSON A:
(Circle One): Coach M anager Player Guest Volunteer Other (Desc):

12. NATURE OF INJURY (INDICATE PART OF BODY INJURED — SUCH AS BROKEN ARM, SPRAINED ANKLE, ETC.)

13. DESCRIBE HOW ACCIDENT OCCURRED - GIVE ALL POSSIBLE DETAILS — MUST BE A BODILY INJURY DUE TO ACCIDENT

14. Did accident occur (Circle“Yes’ or “No” for each question) 15. Name/Type of activity/sport
a) While claimant was supervised....................... Yes No
b) During sponsored activity..............coeevevinnnnne Yes No
C) On activity premises.........c.vovieeiiiii e Yes No
d) Whiletraveling to or from aregularly scheduled activity in a supervised group.
Yes No

16. The above named claimant/injured person is aregular member of the policyholder and was injured while aregular member of such
team and in the manner described above.

17. SIGNATURE (Team/League Offic ial) 18. TITLE 19. DATE

20. MAILING ADDRESS OF TEAM / LEAGUE OFFICIAL

Street City State Zip
21. DAYTIME PHONE FOR TEAM / LEAGUE 22. EMAIL ADDRESS FOR TEAM / LEAGUE OFFICIAL
OFFICIAL

(

PLEASE NOTE: American Specialty Insurance & Risk Services, Inc. also conducts business as A.S.I.LR.S.I. Insurance Agency in thestate of
California, American Specialty Insurance & Risk Services Agency in the state of Michigan, and A.S. Insurance & Risk Services Agency in the
state of New York.

Send all completed formes, itemized bills, etc. to American
Specialty Insurance & Risk Services, Inc. at the address shown 4
below:
American Specialty Insurance & Risk Services, Inc.
AYF / AYC Claims Administrator
P. O. Box 459
Roanoke, IN 46783
Phone: 1-800-566-7941
Fax: 260-673-1189

AMEFRCEM ¥ O TH FOOTE:

© 2006-2010 Sadler & Company, Inc.

E-mail: claimspa@amer spec.com All Rights Reserved




AMERICAN YOUTH FOOTBALL & Send all completed forms, itemized bills, etc. to American Specialty
AMERICAN YOUTH CHEER Insurance & Risk Services, Inc. at the address shown below:
American Specialty Insurance & Risk Services, Inc.
2010 SEASON AYF / AYC Claims Administrator
P. O.Box 459
PROOF OF LOSS Roanoke, IN 46783
Underwritten by: ACE American | nsurance Company Phone: 1-800-566-7941 Fax: 260-673-1189

PART Il — PROOF OF LOSS (Must Be Completed By Injured Person or Parent/Guardian If A Minor)

IMPORTANT: Thisform must be completed in itsENTIRETY by the INJURED PERSON OR THE PARENT/GUARDIAN IF A MINOR.

1. NAME OF INJURED / INSURED PERSON 2. SOCIAL SECURITY NUMBER 3. SEX 4. BIRTH DATE
/ / / /

5. MAILING ADDRESS INJURED PERSON:

Street City State Zip

6. DAYTIME TELEPHONE #: 7. 1S INJURED PERSON MARRIED? 8. IS INJURED PERSON A MINOR?

( ) Yes No Yes No

9. DATE AND TIME OF 10. NAME / LOCATION WHERE ACCIDENT OCCURRED (Please include City & State)

ACCIDENT

10. ACTIVITY PARTICIPATING IN AT TIME OF INJURY:

11. DESCRIBE INJURY (INCLUDING PART OF BODY INJURED — SUCH AS BROKEN ARM, SPRAINED ANKLE, ETC.)

12. DESCRIBE HOW ACCIDENT OCCURRED - GIVE ALL POSSIBLE DETAILS — MUST BE A BODILY INJURY DUE TO ACCIDENT

13. Is injured person a full-time student? Y €S No 14. If a full-time student, is student medical insurance available?

If “yes”, name of school attending: Yes No

15. Does injured person have medical insurance? Yes 16. Does parent/guardian or spouse have medical insurance for the
No injured person? Yes No

If “yes’, name of company: If “yes’, name of company:

17. Does injured person have Medicaid coverage? Y €S 18. Does injured person have governmental funded insurance?

No Yes No

19. NAME & MAILING ADDRESS INJURED PERSON'S EMPLOYER:
Employer Name:

Street City State Zip

20. NAME & MAILING ADDRESS INJURED SOUSE'S EMPLOYER:  (IF APPLICABLE)
Employer Name:

Street City State Zip

21. NAME & MAILING ADDRESS PARENT'S EMPLOYER (MOTHER):
Employer Name:

Street City State Zip

22. NAME & MAILING ADDRESS PARENT'S EMPLOYER (FATHER):
Employer Name:

Street City State Zip

23. AFFIDAVIT: I, the undersigned, affirm that | have not knowingly, or with intent, injured, defrauded, or deceived any insurance company by
filing a statement of claim containing any false, incomplete, or misleading information, and understand | would be guilty of a felony by doing so.

Signature of injured person (or parent/guardian if a minor) Date Signed

24. AUTHORIZATION AND ASSIGNMENT OF BENEFITS:
I, the undersigned, authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, insurance support
organization, governmental agency, group policyholder, insurance company, association, employer or benefit plan administrator to furnish to the insurance
company named above or its representatives, any and all information with respect to any injury or sickness suffered by, the medical history of or any
consultation, prescription or treatment provided to, the person whose death, injury, sickness or loss is the basis of claim and copies of all that person’s
hospital or medical records, including information relating to mental illness and use of drugs and alcohol, to determine eligibility for benefit payments under
the Policy Number identified above. | authorize the policyholder, employer or benefit plan administrator to provide the Insurance Company named above
with financial and employment-related information. | understand that this authorization is valid for the term of coverage of the Policy identified above and
that a copy of this authorization shall be considered as valid as the original.

| agree that a photographic copy of this Authorization shall be as valid as the original.

| understand that | for my authorized representative may request a cop of this authorization.

| understand that | or my authorized representative may revoke this authorization at any time by providing the insurance company with written

notification as to my intent to revoke.

25. SIGNATURE OF CLAIMANT OR PARENT OR GUARDIAN (IF CLAIMANT IS A MINOR)

DATED:
26. MAILING ADDRESS CLAIMANT OR PARENT OR GUARDIAN (IF CLAIMANT IS A MINOR)
Street City State Zip
27. DAYTIME PHONE FOR CLAIMANT OR 28. EMAL ADDRESS FOR CLAIMANT OR PARENT OR GUARDIAN (IF CLAIMANT IS A MINORY):
PARENT OR GUARDIAN (IF CLAIMANT IS A
MINOR) ( )

PLEASE NOTE: American Specialty Insurance & Risk Services, Inc. also conducts business as A.S.I.R.S.I. Insurance Agency in thestate of
California, American Specialty Insurance & Risk Services Agency in the state of Michigan, and A.S. Insurance & Risk Services Agency in the
state of New York




PART 11l — TO BE COMPLETED BY AUTHORIZED TEAM OFFICIAL
AMERICAN YOUTH FOOTBALL
FOOTBALL - INJURY REPORT —2010 SEASON

Circle appropriate number and/or ( ); Fill in relevant blanks.

Name of Injured Person: Name of Insured Organization:

Name of Team Official Completing This Form: Day Phone # Team Official
( )

Please Complete Separate Form If Injury IsTo Cheerleader

A. INJURED PERSON IS:  (Football Player) ~ (Coach) N. LOCATION WHERE INJURY OCCURRED:
Other: (1) OnFed (4) Spectator Area
B. AGE OF INJURED PERSON: % grézizr?;e Eg aoﬁ';q Room
C. GENDER OF INJURED PERSON:  (Mdle) (Female) O. SITUATION (PHYSICAL CAUSE OF INJURY):
) (1) Blocked by player (8) Fell on/stepped on by player
D. DATE OF INJURY: T e (2) Blocked from behind (9) Fell on/stepped on player
! (3) Blocking player (10) Contact with ground
E. AYF DIVISION AND CLOSEST AGE GROUP: (4) Tackled by player (11) Contact with object
(2) Tackle 12 & Under (4) Flag/Touch Ages 5-15 (6) Collided with opponent (13) Other:
F. PLAYER SELECTION: (7) Collided with teammate
(1) All who register play, No Cuts P. PRINCIPAL BODY PART INJURED:
(2) Selected at tryouts, Some Cuts (1) Eyes (10) Stomach (19) Wrist
. (2) Ear() (12) Hip (20) Hand
G. \g)E' ortT CATECORIES (3) Nose (12) Groin (21) Finger(s)/Thumb
(2) Weight Limits Apply For All Players 5‘51; gﬂler?k 8433 ﬁaecci gg TShhilgh
(3) Weight LimitsOnly Apply For Ball Carriers ©) Jaw (15) Shoulder (24) Knee
H. vvlﬁl icH;E 8;([)[11]J$JRED PLAYER ASCOMPARED TO OTHERS (7) Mouth/teeth  (16) Upper Arm  (25) Ankle
: 8) Head 17) Elbow 26) Foot
(About Average) (Below Average) (Above Average) 29; Chest Elg Forearm 227; Other:
(Significantly Below Average) (Significantly Above Average) Q. PRIMARY TYPE OF INJURY:
I. WASINJURY IMPACTED BY COLLISIONWITH A PLAYER (1) Cut/Scrape (6) Concussion
WHO WAS OVER 35 LBSHEAVER THAN INJURED PLAYER? (2) Bruise/Contusion (7) Heat Iliness
(Yes) (No) (3) Joint Sprain (8) Dental
J. TYPE OF PLAY DURING INJURY: (4) Dislocation (9) Pulled Muscle
(1) Offense (6) Defending Field Goal/Extra Point (5) Fracture (10) Other:
(2) Defense (7) Punting R. DISPOSITION: (ambulance)  (auto to hospital)
gg E'Ckl_ng Oﬁ;(_ it % gfﬁe'Vlng Punt (onsitecureonly)  (unknown)  (other: )
eceiving Kick of er:
- - S. ABSENCE FROM PLAY: (none) (<1 week)
(5) Kicking Field Goal/Extra Point . (1-3weeks) (3+weeks) (unknown)  (other:
K. POSITION PLAYED AT TIME OF INJURY:: ) S
(1) Offensive Line (10) Place Holder T. SPECIAL CIRCUMSTANCES:
(2) Quarterback (11) Punter (1) Penalty: (Agai nst Injured Person)  (Against Opponent)
(3) Running Back (12) Kick off Returner 2 Saffety.Eqmpment Not Used That Could Have Prevented
(4) Receiver (13) Punt Returner Injury:
(5) DefensivelLine (14) Kick off Return Blocker (3) Safety Equipment Contributed To Injury:
(6) Linebacker (15) Kick off Tackler (4) Improperly Maintained Field/Facility:
8 E@Endzryk . 8% ;Pﬂnﬁetllilm Blocker (Rock on Field) (Hole/Rut) (Slippery Area) (other: )
icker-Kick o nt Tackler - . _
(9) Kicker-Field Goal/ExtraPoint  (18) Other: ® hWeathef Ccl’gd'“ ons Contributed To Inj uy:
L. INJURY OCCURRED DURING: (hoty __(cold) _(rain) _ (ice) _(other: )
(1) Traveling to/from game or practice (6) Practice: (Early) (Mid) (Late) (U) DESCRIBE HOW INJURY HAPPENED: (Please be speific)
(2) Before game or practice (7) Practice under game conditions
(3) After game or practice (8) Non-sport outing
(4 Game quarter (9) Other:
(5) Halftime
M. ACTIVITY WHILE INJURED:
(1) Blocking (7) Defending passed ball
(2) Tackling (8) Kicking
(3) Shedding Blocker (9) Punting
(4) Running with ball (210) Running without ball
(5) Passing (12) Other:
(6) Catching ball
© 1994-2010 Sadler & Company, Inc. All Rights Reservec




PART IV — TO BE COMPLETED BY AUTHORIZED SQUAD OFFICIAL

AMERICAN YOUTH CHEER
CHEER - INJURY REPORT —2010 SEASON

Circle appropriate number and/or ( ); Fill inrelevant blanks
Name of Injured Person: Name of Insured Organization:

Name of Squad Official Completing This Form: Day Phone # Squad Official
( )
Please Use Separate Form If Injury Is To Football Player

A. INJURED PERSON IS: (Cheerleader) (Dancer) (Stepper) L. LOCATION WHERE INJURY OCCURRED:
(Coach) Other: (1) OnFied (5) Indoor Practice Area
B. AGE OF INJURED PERSON: (2) EndZone (6) Warm Up Room
C. GENDER OF INJURED PERSON:  (Mde)  (Femde) Efg ﬁfjggr‘%om ition Area Eg gﬁrﬁ?‘tormea
D. DATE OF INJURY: - - P '
MONTH DAY YEAR
E. AMhERICAal(\jI ;ﬁUTelg CI—:EER{JZ,'ANCE DIVISION: ('\i) 2';%:\/:{%“9?:&25' CAL CAUSE O(FS)' ('\;itléﬁ:g
(1) Cheer squ iliated with football team I .
(BLaqE: beginner/intermediate) (RED: intermediate-advanced) % gglllzgmax\;acrtnwnh squad member g% ’C\l:g”igg:t\elc\lgfootb Al plaver
(2) Cheer squad NOT affiliated with football team Thpp ingweg & Othor: play
(BLUE: beginner/intermediate) (RED: intermediate-advanced) @ rowing (8) Other:
(3) Dance Squad N. PRINCIPAL BODY PART INJURED:
® Spsa: ) oy g g
] ar(s ip an
F. CLOSEST AGE GROUP OF SQUAD: (3 Nose (12) Groin (21) Finger(8)/Thumb
(9 & Under) (12 & Under) (15 & Under) (4) Cheek (13) Back (22) Thigh
G. TYPEOF STUNT/TUMBLING PASSAT INJURY: (5) Chin (14) Neck (23) Shin
(1) Thigh Stand (14) Pendulums (6) Jaw (15) Shoulder (24) Knee
(2) Shoulder Sit/Stand (15) Front Roll (7) Mouth/teeth (16) Upper Arm  (25) Ankle
(3) Elevator (16) Back Roll (8) Head (17) Elbow (26) Foot
(4 Awesome (17) Cartwhesl (9 Chest (18) Forearm (27) Other:
(5) Heel Stretch (18) Round Off
(6) Y Scae (19) Standing Back Handspring O. PRIMARY TYPE OF INJURY:
(7) Scorpion (20) Round off Back Handspring (1) Cut/Screpe  (5) Fracture (8) Dental
(8) Cradle (21) Standing Back Tuck 2 Br_wse/Co_ntus on (6) Concussion  (9) Pulled Muscle
(9) Full Down Cradle (22) Round off Back Tuck (3) Joint Sprain (7) Heat lliness  (10) Other:
(10) Dbl. Down Cradle (23) Layout (4) Dislocation
(11) Bow & Arrow (24) Sideline Cheer-No Stunt or Tumble P. DISPOSITION: (ambulance)  (auto to hospital)
(12) Chin Strap (25) Dancing:No Stunt or Tumbling (onsitecureonly)  (unknown) (other: )
(13) V-Sits (26) Stepping — No stunt or tumbling Q. ABSENCE FROM SQUAD:  (non) (lessthan 1 week)
(27) Other: (1-3weeks)  (3+weeks)  (unknown)  (other )
H. ACTIVITY WHILE INJURED: R. CERTIFICATION/TRAINING STATUS OF COACH:
8 _?;]ppor_ting g; E_:P_ppi ng 82; gtunr!_ng (1) Not certified or trained
rowing ifting anding
(3) Catching (9) Mounting (15) Jumping g)) ﬁéggﬁ Eg; Hgﬁ g% gﬁ}EeI:
(4) Flying (10) Dismounting (16) Dancing )
(5) Spotting (11) Vaulting (17) Stepping

(6 High Kicking (12) Tumbling (18) Other: S. DESCRIBE HOW INJURY HAPPENED (Please be specific)

I. POSITION BEING PERFORMED AT TIME OF INJURY:
(1) Right Side Base (5) Extra Spatter (9) Stepper

(2) Left SideBase (6) Flyer (10) Standing In Cheer Line
(3) Front Spotter (7) Tumbler (11) Other:
(4) Back Spotter (8) Dancer

J. INJURY OCCURRED DURING:
(1) Travel to/from game, practice or comp (6) Halftime Performance

(2) Before game/practice/competition (7) Pep Rally

(3) Prectice: (Early) (Mid) (Late) (8) Competitive Cheer Event
(4) After game/practice/competition (9) Non Sport Outing

(5) Sideline Performance (10) Other:

K. TYPE OF GROUND/FLOOR:

(1) Grass (3) Concrete (5) Spring

(2) Dirt (4) Flat, Non Spring (6) Other:

© 1994-2010 Sadler & Company, Inc. All Rights Reserved




FRAUD STATEMENTS

GENERAL: ITIS 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 IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE
APPLICANT.

CALIFORNIA

“For your protection California law requires the following to appear on this form:

Any person who knowingly presents false or fraudulent claim for the payment of aloss is guilty of a
crime and may be subject to fines and confinement in state prison.

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 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.”

FLORIDA

Any person who knowingly and with intent in 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.

NEW YORK

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 concerning any fact thereto, commits a
fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to exceed
$5,000 and the stated value of the claim for each such violation.

OKLAHOMA

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

PENNSYLVANIA

“Any person who knowingly and with intent to defraud any insurance company or other person files
a statement of claim containing any materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.

MARYLAND / OREGON

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 may be guilty of
insurance fraud.

VIRGINIA
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 may have violated
state law.



