ACCIDENT PROCEDURES

Provide first aid for the student sufficient to get the situation under control.

2. If the accident occurs on campus, campus police are notified.

If the accident occurs in the clinical area, faculty responsible for the course in which the

student is injured must be notified immediately of the incident.

4, If it appears that a physician should see the student, he or she may chose to see his’her
own physician, go to a minor emergency center, or be transported to a hospital. The
student can pay the bill at the time of treatment or assign benefits and request
reimbursement from ACC’s insurance company.

5, The injured student will use the designated claim form. All components of the claim form

must be completed as directed. The completed form must contain the signature of the

student/claimant and submission of an itemized medical bill before reimbursement will
be made. Reimbursement requests along with completed claim form should be sent to:

ik

Austin Community College
Risk Management Department
9101 Tuscany Way
Austin, TX 78754
Phone: 223-1015 Fax: 223-1035

7 The faculty or student submits a copy of the completed insurance form and HIPAA
release form to the Assistant Dean of Health Sciences immediately after the incident.

8. The Faculty submits TWO copies of the Supervisor’s Injury and Illness Analysis and
Prevention Report within 48 hours of the event;

»  One copy to the Department Chair
s One copy to the Assistant Dean of Health Sciences.

9. The Assistant Dean of Health Sciences will communicate the official notification of the
claim to the Risk Management Department who confirms insurance coverage with the
carrier and medical provider.

Forms are available on the web:

http://www3 . austinee edu/it/eforms/frontpage.php?1D=RIIN.003

hitp://www3.austince.edu/it/eforms/forms_int/RITN.003/pdf

http://www.austin.edu/health/hsresource/
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HIPAA Authorization for Use and Disclosure of Information

| hereby suthorize the use and/or disclosure of my individual identifiable health information (the
“information") ay follows:

Inco i i i e nccompunying Proof of Loss Form dated

Shude vl "|" |Print sludenl name here (the “Claim"), | authorize my health care
providers to disclose to Hartford Life Claims , my sponsoring College or University, and/or
any insurance companies to whom the claim may be submitted (a “Payar™), all information
related to the Claim, for the specific purposes of facilitating the processing and/or payment of
the claim by Hartford Life Claims and communicating with Hartford Life Claims and the
Payor about the clnim,

This authorization is specifically limited to the individually identifiable health information related
1o the Claim,

I further understand and agree:

I, This authorization will expire upon the termination of the insurance policy between my
sponsoring college or university and the Payor,

2. 1may revoke this authorization at any time by notifying Hartford Life Claims in writing

(although the revocation will not have any effect on any actions taken before receiving
the revocation),

3. I 'may sce and copy the information described on this form if [ ask for it,

4, laem not required 1o sign this form in order to receive health care services from my
provider,

5. The information that is used or diselosed under this authorization may be re-disclosed by
the receiving entities, bul only for the specific purposes authorized.

If | am signing this Autharization s a Claimant's Representative, [ certify that | have the
nuthority to act on behalf of the Claimant and that the information provided below to verify my

identity is correct,
[Student signs here m g M ﬁ/

Signature of Claimant or Claimant's Representative

I 2-/6-20/] ]

Date
Name of Claimant's Representative, if applicable: |  Complele I
only
if -
applicable
Representative's Date of Birth: =
Relationship 1o the Claimant: __




Do not send paperwork to this address. ACC Environmental Health & Safety will complete the
documents with appropriate signatures and information and forward for payment,

(For Special Risk, Sports, Campers, Youth Groups, and Tripster Policies) Hr|1+-| I B
TARTFORD
Attached is a Blanket Lines Notice of Claim (Claim Form) for your accident policy
Please forward claims and guestions to the following address:

Hartford Life Claims
Blanket Lines Unit
F.O. Box 3856
Alpharetta, GA 30023
Toll Free Number: (B00) 878-6702
Fax Number: (BEB) 554-3093

Step 1 - Submit a completed Notice of Claim (claim form) to our office either by fax or mail

The Policyholder (notthe Parent, Claimant or Agent) should:

¢ Fully answer/sign each item in the Policyholder Certification section.

* Read and sign the Fraud Warning Certification statement located on the reverse side of the Motice of
Claim.

The Parent!Guardian or Adult Claimant should:

*  Fully answer/sign each item in the Claimant Certification section (choose either the Parent/Guardian
column or the Adult Claimant column; which ever |s applicable),

* Read and sign the Fraud Warning Certification statement located on the reverse side of the Motice of
Ciaim,

Step 2 - Submit itemized medical bills for payment consideration to our office. If the policy is
Excess, (please consult with Policyholder or our office if you are unsure of this) also include
any other insurance carrler's corresponding Explanation of Benefis (EOBs) as outlined in the
helpful information bullet listed below:

Helpful information for submitting claims and expediting pa wrmant

¢ Alully completed Netice of Claim is required for each accident/injury a Claimant incurs, Claims
submitted with incomplete information will be denied pending receipt of the missing data,

* Release of claim forms by an insurance company s not an atimission of coverage. In addition,
infarmation on the form is subject to audit by the insurance company,

*  Providers may wish to bill us directly for their services. If they do, please ensure a Notice of Claim
has first been submitted to our office.

*  ltemized medical bills (including claimant name, date of service, diagnosis, procedure codes, amount
charged, and provider information) should be submitted for processing. “Balance Due” statements
andfor incomplete bills do not provide enough claim detall to process the charges. In order to ensure
we receive complete claim information, we suggest providers submit standardized billing statements
(called “UB-04" for hospital charges and/or a "CM5-1500" for physician charges).

*  Unless proof of payment Is submitted with the medical bill (a copy of check, a medical bill that

indicates the claimant has made all or partlal payment or zero balance information) claim payment is
generally sent directly to the medical providers,

Please detach this page and forward the completed Notice of Claim (and medical bills if you are submitting
expenses for payment) to the address listed above. We recommend you keep copies of the correspondence
Yol are submitting to use for future reference.
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A sample page is provided for you. Please completa the red boxed areas. ACC
Enviranmental Health & Safety will complete the remaining baxes and fle the claim,

T T T ETT T T T W W T Ty T

HARTFORD LIFE & ACCIDENT INSURANCE COMPANY

Motica of Claim

FOR SPECIAL RISK, SPORTS, CAMPERS, YOUTH GROUPE & TRIPETER POLICIES
Hartlard Life Clalms, P.O. Box 3850, Alpharetis, QA 30023 Toll Froe (B00) 870-0702 Fax (BBA) 054-3062

The
Hawreorn

POLICYHOLDER CERTIFICATION - To bia mrnplnhd by Pallcyhalder Olficial
| Polcyholder Number | Agani Hama o

Agart Fhona Numbor i
| G
| Polleyholder Phona Number

Folieyholdar Nama

=01 |

nte of Aacdent; (mmiddlyyyy)
Peacies

Pallcyhoktar Cartiffcalion Signafurn Requined:

| nersty cortify the Clalmant ls & membar of ihe graup insured under the above Palicy and Ine injury/sicknane was

sustalned under adsquate supervision whils particlpating 0 an official Covered Activity. | lurther ceriify | have road

and signed the Fraud Warming statament locaied on tha reverse alde of this lom.
To Be Compielad by ACC Enonmenial Halth & Sakoty

l Tile of Pollcyholdor Oficml Signature of Palicyholdar Official

CLAIMANT CERTIFICATION - To be complelad by Perant/Guardian or Adult Claimant
 Naw govemment regulstions nequire Sacisl Securlty Numbers for al claimants. Claima submitted without this wil! be rstumed.
ParantGuardian completes far dependent child | Adult Clalment completes

Inimnnt | BAt child) Name _I E:E"“E i H

Claimant (Depandant child) Sociol Securlty Number | ||Clnimant Soclal Sucurity Number

Ciaimani Dale of B minn Fhone Number
i

Ciniman Addmen [Guesl wa Ciry, Bin'e, 2ip)

Dois the Clalmant heve medical coverage thraugh?

Do you have madical coverage Iirmnh?

Mother's employers policy* | |Yes [ INo Your emplayer [Clves Ne
Fainars employors polley* [ |¥os || Me Spoune’s employer (Cves [N
Guardinn's smployets poley” |1 ves [ |No Madicare palicy [TMew [ |No
Madicara palicy | ) Yes [ Ma Madicaid pahcy CIven [[]No
Medicald policy (iYes [JNe Any olher medical pelieys  [T¥es [ Ino

Any alhar medicel policy*  []Yes [ JNa

“If you and ihin Policy in Excass plossa inclutie thy
aihar insurance carried'n Explanation of Benafits (EOBs)

"I yma and this Policy i Excass, please include the
athar Insuranca carrer's Explanotion of Banabls (EOBs)
inr wardy madionl bill aubmified,

fnr mach medica! blll svhmited.
ParentGuandian ar Aduil Clalmont Cantification Signature Reguinea.

| eartify the sbave information 16 be rue and aceurate 1o he best of my knawisdge. | turthar cenify | have mead and
ﬂ;nuﬂ 1.ha Fraud 'Hlmlng cuuﬂufm mm'l Incﬂld on he reverss ide of this form, | nlso mutharize any phypican /
inclos farmmation soqulred for claim paymant purpasen

LC-4028- !'n



FRAUD WARNING CERTIFICATION - To be igned by Policyhalder and Claiman! (Based on State of rasidanca)

For resldents of Alabama, Alaska, Ardzons, Arkensas, Connacticut, Delaware, D.C., Georgls, Hownli, ldaho,
Mingia, Indiana, lowa, Kanaas, Loulslana, Mainae, Marylond, Messachuseils, Michigan, Minneacta, Missiasippl,
Missaur, Mantana, Nebrasks, Mevada, New Hampshirs, New Mexlco, Marth Caroling, Morth Dakota, Ohio,
Oklnhoma, Pennsylvania, Rhade |sland, Soulh Caroling, South Dakols, Tennasses, Texan, Wiah, Vermanl,
Virginla, Washinglon, Wasl Virginia, Wisconain and Wyoming: Any person who knewingly presents s false or
fraudulent claim for payment of & loss or benafil or knowingly presents false information in an application for
Insurance s guilty of a erlme and may be subjact to Aines and confinement In priaon,

For ragidents of Callfernia: Far your prolection, California |aw requiras tha fallowing to appeor on this fom:
Any parson who knowingly presants falee or fraudulent clalm for the paymant of a loss |s gullly of a crime and
moy be subject \o finge and confinemean in siate prisan,

For residents of Colorado: It s unlawful to knowingly provida false, incomplele, or misl=ading fact 8 or infarmation

lo an insurance company for the purpose of defrauding or aitempling 1o defraud the comp any, Penallias may

Include Imprisonment, finea, denial of insurance, and civil damages. Any Insurance company or agent of an insurance
company who knowingly pravides false, Incompleta, or mislaading facta or infarmatian te a pollcyholder or claimant for
the purpose of delrauding or sltempling to defreud the policyholdar or caimant with regard 1o o sstllamant or wand
payabla from Insuranca proceeds shall be reponed to ihe Colorado division of Insurance within the departmant of
ragulsiory agencles,

For residents of Florida: Any person who knowingly and with intent to injurs, defraud, or deceive any insurer
filan a stoiement of claim or an applicatian cont alning any false, incomplete, or mislaading infarmation e guilty
of n felany of the third degres

For residents of Kentucky: Any parsan wno knowlingly and with Intent (o delraud any insurance comp any or
ofher parson files clalm farms far insurance contalning any materially falee infarmation o conceals, for the

purpose of mislaading, information concaming any fact material tharete commit s & fraudulent Insuranca act,
which is & erime."”

For resldenia of New Jarsey: Any persan who knowingly files a statemant of claim containing ony false or mislaading
Infarmation is subject to ciminal and civil penaliies,

For residents of New York: Any person wha knowingly and with Intant to dafraud any Insuranca comp any of
ather person fles an application for insurance or st atement of claim containing any materally false Informatian,
ar concails for the purpose of misleading, Infarmation conceming any fact malerial therslo, commils a
fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five
thousand dollars and the atatad value of the claim lor esch such violation.

For residents of Qregon: Any person whe knowingly and with intent 1o defrayd any ingurance company or
other person files an application for Insurance or statement of claim containing any materially false information
or conceals for tha purpose of misleading, Infarmation conceming any fact material is subject to a denlal andfar
reduction insurancs banafits and may be subject 10 any civil panalitias avallabla,

Far residents of Puerta Rico: Any persan wha krowingly and with the imention of defrauding presents falss

infarmation in an insurance application, or presents, helps, or causes the prasentation of a fraudulent claim for the
payment of a lose ar any other banefit, or prasents mare than one clalm for the same damage or loss. shall Incur 8
felony and, upan conviclion, shall ba eanctioned far each violstion with the penalty of a fine of nal less than five thousand
dollars [$5,000) and not mare than fan thousand dollars ($10,000), or a fixed tarm of impnsonmant for three (3) yaars, or
both penalties. Should aggravaling cdroumatancas are present, (he penelty thus el ablished may be Increased to a
maximum of five { 5) years, If extanuating ciroumstances are present, it may be reduced to a minimum of twa {2) years.

| hreby cartity the foregaing statemants madae by me on (his form o be true to the beat of my knowledge, | am
aware that if any of the foregaing statements an this form made by me are willfully fulss, | may be subject ta
penalties, which may Incude criminal prosecution,

To Be compleied by ACC Environmenial Heatth & Safety Represantabive

Signatune of Policyholdaer Official Date

B, Fa

Eﬁg;g YR it 2 | B/
neture of Parant/Guardian er Adull Clalmant Dale
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