'II COMPLETE AND MAIL TO:
MARKEL INSURANCE COMPANY .. Box 6040

m West Springfield, Ma 01090-2040
|BBE6} 653-2542

It is a crime to knowingly provide false, incomplete or misleading information Claim procedures and online access to our

to an insurance company for the purpose of defrauding the company. claim form are available from cur website at:

Penalties may include imprisonment, fines and denial of insurance benefits.
www . collegeinsurance.com

CLAIM CANNOT BE PROCESSED WFI'HDUT THIS INFDHMATIDN

COLLEGE (8] UNIVERSITY POLICY # S0OC. SEC. # [ID ¥
Randolph College 07200537 e ik aant

STUDENTS NAME MALE ] AGE

FEMALE [] s

IF CLAIM FOR DEPENDENT — - - MaLE [ T AGE

GIVE NAME AND RELATIONSHIP FEMALE []

STUDENT / DEPERDENT STREET ADDRESS =k s e e L - - =y ~ TELEPHONE

FULL ADDRESS (WHILE AT SCHOOL} A ) B FENE deds L ilarainie rilhl LA

FULL ADDRESS HOME)  STREET ADDRESS CITY STATE zIP TELEFHONE

(1) Date of injury lor) beginning of sickness When physician first consulted?

Type of iliness {or} injury

If pregnancy, please indicate your last menstrual period (LMP) date:

If injury, (a) How did accident ocour?

b} Where did accident occur?

{c) Ware you practicing or playing any intercollegiate (between rival colleges) sport at the time of the accident? [ Yes [J Mo
Club Sport? [] Yes [ Mo Intramural Sport? [] Yes [ Me If "Yes,” name sport:
{2} Were you treated by the Student Health Service? [ Yes [ Mo If "Yes,” date:

Were you referred by the Student Health Service? [ Yes O Me If "Yes,” date:
If *Ma,* was the Student Health Service closed? [ Yes O Ne

{3} Hospital: {Give name, addraess and date of confinement)

From [ To
{4} Give names, addresses and telephone numbers of all attending physicians
FPhone | }
{56] Give name, address and telephone number of usual family physician
Phone | |

{6] Hawve you suffered same or similar condition in the past? [J Yes [JNo If "Yes™ and you were treated for it, please give name and

address of the physician who treated you: Dates Treated:

If hospitalized at that time: Name of Hospital:

Address Dates Confined:
{7] DO YOU HAVE OTHER INSURANCE WHICH COVERS THIS CONDITION, EITHER GROUP, INDIVIDUAL AUTOMOBILE, MEDICAL OR
LIABILITY? [J Yes [J No IFYES, HAVE THESE CHARGES BEEN SUBMITTED THROUGH YOUR OTHER CARRIER? [] Yes [J Mo
(8] Is condition due to injury or sickness arising out of your employment? [ Yes [J Ne

AUTHORIZATION REGARDING PAYMENT OF BENEFITS
For services rendered or to be rendered | hereby authorize MARKEL INSURANCE COMPANY or their represantatives to pay benefits in
connection with this accident or ilinass direct to the doctor, hospital or other rendering service. |f receipted bills are submitted, the banefits are
to be paid to:

AUTHORIZATION FOR RELEASE OF INFORMATION

| AUTHORIZE any physician, medical care provider, hospital, clinic, medical care facility, insurance company, government-sponsored health
plan, or employer having information available as to diagnosis, treatment and prognosis with respect to any illness, injury, physical or mental
condition, and/or treatment for me or my minor children now or in the past, to give to Markel Insurance Company (MIC) or its legal
represantative, any and all such information.

I UNDERSTAND the information obtained by the use of the Authorization will be used by MIC to determine eligibility for insurance and
eligibility for benefits under any existing policy. Any information obtained will not be released by MIC to any person or organization EXCEPT as
necessary in connection with the processing of this application, claim, or as may be otherwise lawfully required or as | may further authorize.

| KMNOW that | may request to receive a copy of this Authorization,

| AGREE that a photographic copy of this Authorization shall be as valid as the original. | also AGREE this Authorization shall be valid fclr
period of two years from the date shown below. | may revoke this authorization at any time by written request to MIC.

| CERTIFY that the above information given by me in support of this claim is true and correct.

Claimant, Parent, or Authorized Representative’s Signature: Data:

It Authorized Representative, Relationship to Patient or Legal Designation: Date;

To review our Privacy Policy, please go to www collegeinsurance.com
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