Crossroads of America Council Boy Scouts of America

INSURANCE INFORMATION FOR VOLUNTEERS

Listed below are brief outlines of insurance coverages provided by or through the focal council:

COMPREHENSIVE GENERAL LIABILITY INSURANCE

This coverage provides protection for the council, all Scouting professionals and employees, Scouting units,
Exploring posts and Learning for Life groups, chartered organizations and volunteer Scouters (whether or not
registered)} with respect to claims arising in the performance of their duties in Scouting. Coverage is more than
$1,000,000 for bodily injury and property damage.

The insurance provided Scouting volunteers through the Boy Scouts of America General Liability insurance
program is excess over any other insurance the volunteer might have to his or her benefit, usually a homeowners,
personal liability, or auto liabifity policy. There is no coverage for those who commit intentional or criminal acts.

By providing insurance coverage to volunteers on an excess basis, BSA is able to purchase higher limits.
Because of the high limits, volunteers should NOT be placed in a position where their assets are jeopardized
because of a negligence liability claim or lawsuit.

AUTOMOBILE LIABILITY INSURANCE

All vehicles MUST be covered by a liability insurance policy. The amount of this coverage must meet or exceed
the insurance requirement of the state in which the vehicle is licensed. It is recommended, however, that
coverage limits are at least $60,000/$100,000/$50,000. Any vehicle carrying ten (10) or more passengers is
required to have limits of $100,000/$500,000/$100,000 or $500,000 single limit. In the case of rented vehicles, the
requirement of coverage limits can be met by combining the limits of personal coverage carried by the driver with
coverage carried by the owner of the rented vehicle. All vehicles used in travel outside the United States must
carry a liability insurance policy that complies with or exceeds the requirements of that country.

The council's automobile liability insurance is in excess of the insurance the owner of the auto carries, providing
insurance protection above the limits carried on the auto. A tour permit or a council short-term camping permit is
required when units travel overnight or outside their district. National outing permits are required for alt trips more
than 500 miles. These permits should list the driver's names and limits of automobile liability insurance carried.

COUNCIL ACCIDENT & SICKNESS INSURANCE PLAN

Accident & Sickness insurance is provided for Cub Scouts, Boy Scouts, Explorers and adult volunteer leaders
Tegistered in the council and covers them for accidents and sickness (as well as accidental death and
dismemberment) while participating in any official Scouting activity. This coverage is applied for by the council
and is in effect on an annual basis. The $1.00 per person insurance fee charged at charter renewal time goes
toward the purchasing of this insurance. The plan is administered by Health Special Risk, Inc.

This policy will pay benefits for the first $300 of medical or surgical freatment. Benefits in excess of the first $300
will be payable only for the expenses which are not recoverable under any other insurance policy or service
contract carried by the injured. For specific information on coverage and limits of the plan please refer fo the
policy booklet included with recharter materials. For questions, contact Natalie Pearce at the council office 317-
925-1900, 877-9525-1900 {toll free) or npearce@crossroadsbsa.org.




To be completed by BSA Leader
Council Name:

Health Special Risk, Inc. Address:
BOY SCOUTS OF AMERICA
1. PLEASE FULLY COMPLETE THIS FORM HSR Plaza
’ , 4100 Medical Parkway
2. STJQSOHS:;EMEED BILLS WITH DOCTOR'S Carrollton, TX 750071517 Telephone Number:
3. MAIL TO HEALTH SPECIAL RISK, INC. T°g F"Z‘?{ 33561';’25‘:23370 . c
E-Mail: boyscouts@hsri.com ax -512- ACE American Insurance Company
FOR HSR USE ONLY: Claim Company # R Plan # Location #

PART 1 - BSA Leader’s Statement

Check One: O Tiger Cub [ Tiger Cub Adult [ Varsity Scout [JCub  [OScout [JVenturer [JbLeader [ Committee
[ Learning for Life — Explorer  {T] Paid Seasonal Staff ] Volunteer Seasonal Staff [ Other

Check Policy: [ Council [JUnit [ Campers & Special Events  [] National Events

Pack, Troop, Post, or Team Number | 1. Claimant's Name {Injured/Sick Person) 2. Social Securify Number 3. Gender 4, Birthday
- - M _F 4

5. Claimant's Address {Street, City, State, Zip Code) and best contact telephone number {include area code)

6. if aﬁﬁiécable, parent’s name, address and best contact telephone numbe;iinclude area code) 7. E-Mail

8. What date did accident happen or sickness begin? | 9. Nature of injury or sickness (indicate part of body injured — such as broken arm, sprained ankle, etc.)

10. Describe how accident occurred — give details Did Injury Result in Death? [JYES LINO
11. Name of event or activity ) 12. Name and title of adult leader

13. Signature of bﬁlicyholder representative 14. Title 15. Date

X

PART 2 —~ Other Insurance Statement

Do youlspousefparent have medical/health care or is the Claimant enrclied as an individual, employee or dependent member of a Health Maintenance
Organization (HMO} or similar prepaid health care pian, or any other type of accident/health/sickness plan coverage through your employer or other source on you
or does your sonfdaughter have health care coverage as a dependent from your previous marriage as mandated in a divorce decree? [JYES LJNO

if Yes, name of insurance company Policy #

Name of second insurance company Policy #

Coverage is Primary for First $300.00 Only, Then Excess

This policy is excess to any other available source of medical benefits if the charges are greater than $300.00. You must
file your bills through your primary/personal insurance carrier prior to this policy responding. If the total charges are
less than $300.00, we will pay without the other insurance coordination. When your primary insurance company
processes the charges, they wiil send you an Explanation of Benefits, or “EOB.” Please submit copies of their
Explanation of Benefits along with your claim.

Please read & sign below: | agree that should it be determined at a later date there is insurance (or similar), to reimburse HEALTH SPECIAL
RISK, INC., or the insurance company to the extent of any amount collectible. L

Signature of participant or parent Witness Date
X

NOTE: Any person who knowingly and with intent to defraud any insurance company or ofther person files an application for insurance or

statement of claim containing any materially false information or conceals for the purpose or misleading, Iinformation concerning any fact

material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.
Authorization to pay benefits fo provider

{ authorize medical payments to physician or supplier for services described on any attached statements enclosed.

Signature X DATE

Authorization for release of information
I hereby authorize any insurance company, hospital, physictan or other person who has attended or examined the claimant to disclose when requested to do so,
all information with respect to any injury, palicy coverage, medical history, consullation, prescription or treatment, and copies of alf hospital or medical records. A
photostatic copy of this authorization shall be considered as effective and valid as the original.

Signature X DATE
ATTACH ITEMIZED BILLS WITH DOCTOR'S DIAGNOSIS
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FRAUD STATEMENTS
- General: Any person who knowingty and with infent 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 materiat thereto,
commits a fraudulent insurance act,

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or
misleading information may be prosecuted under state law.

Arizona: For your protection Arizona faw 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 criminat and civil penalties.

Arkansas, Louisiana, Maryland, West Virginia: 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 of a crime and may be subject to fines and confinement in prison.

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 a loss 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 whe 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 shatl be reported fo the Colorade Division of Insurance within the Department of Regulatory Agencies.

Connecticut: This form must be completed in its entirety. Any person who mtentlonatly 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 Columbia: Waming: It is a crime to provide false or misléading 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.

Florida: 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, incorplete or misleading information is guilty of a felony of the third degree,

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,

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any
materiatly false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime.

Maine: 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,

Michigan, 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 conceming any fact material
thereto, commits a fraudulent insurance act, which is a crime, and subjects the person to criminat and civil penaliies.

Minnesota; A person who files a claim with intent to defraud or helps commit 2 fraud against an {nsurer 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 guilty of a criminal act punishable under state or federai 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 section 638:20.

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil
penalties.

New Mexico: 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 of a crime and may be subject to civil fines and criminal penalties.

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 material
thereto, commits a fraudulent insurance act, which is a crime , and shall also be subject 0 a civil penalty not to exceed five thousand doltars and the
stated value of the claim foe each such violation.

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

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 policy containing any false, incomplete or misleading information is guilty of a felony.

Oregon: Any person who makes an intentional misstatement that Is material to the risk may be found guilty of insurance fraud by a court of law.

Pennsylvania: 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 material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penatties.

Tennessee, Virginia, Washington: It is a crime to knowingly provide false, incomplete or misleading information to an msurance company for the
purposes of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas: 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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HOW TO SUBMIT A CLAIM
Listed below are important instructions and comments about filing a claim.

YOUR CLAIM FORM

. This claim form should be fully complete 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 HSR and the doctorsihospitals may
communicate concerning your claim.

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

The claim form must be signed by a policyholder representative (i.e. council, leader).

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

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

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

YOURBILLS

Please advise ali doctors/hospitals regarding this coverage so they may forward their itemized bills to
us.

If you have already been to the doctorfhospital and did not know about this coverage, please send all of
the itemized bills you receive to HSR at the address shown below.

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 your for and the specific
itemized charges incurred.

If this information is not on the bill when you send it to us, we will have to contact the doctorfhospital
which will delay the review of your claim. “Balance Due” statements do not contain sufficient information
to complete your claim. Mailing HSR “Balance Due” statements will only delay the processing of your
claim.

EXCESS INSURANCE

The policy is excess to any other available source of medical henefits if the charges are greater

than $300.00. This means that you must file your bills through your primary, or personal, insurance carrier
prior to this policy responding. If the total charges are less than $300.00, we will pay without the other
insurance coordination. When your primary insurance company processes the charges, they will send

you an Explanation of Benefits, or “EOB”. You must forward a copy of the Explanation of Benefits for
EACH CHARGE.

If you have any questions, please contact Customer Service from 8:00 AM thru 5:00 PM, Monday - Friday
at (866) 726-8870 or via e-mail at boyscouts@hsri.com. You may also forward any documents by fax to
(972) 512-5820.

Health Special Risk, Inc.
4100 Medical Parkway
Carrollton, TX 75007
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