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K & %1(1_ i A% %DE\ITORATHLE[E

- SPECTALTY : DENT CLAIM FORM
;m =) uliinks of K&K [rzyranco Greup, lec M;,L\ K-12 AmJNTS
U Nationwide’
CLAIMS DEPAF RTMENT
1712 Magnavox” 1My, P.O. Box 2338 | Forl Wayne, IN 488012338
Ph: 800-237-291 77 Fax 312.381.8077 CalifomiaLicense#0334819
vavwkandiinsur arance.com

INSTRU OCTIONS FOR FILING
NOTE: Clain 11 Form must be fully cormm and: 3signed. File your claim promptly. Fail ure to do so could restitina
denial of cov jeerage.
Basic Proct iedures for Submitfing Statement o [ Claim
1. ?\school sofficial will compilete their portion and th sen give the dlaim form to the siudent’s « yor athlete’s parent(s)iguardian(s)
or compl zetion. %3

2 The stud sent's or athlete’s parent(syiguardian(s) wwill complete the appropriate portion « bbf the form. Attach any related

medical b lills and primary insurance explanation of
To the Stud

%éeMorAtlﬁetelPa:entiGuarcﬁan

if you are ait. saching related medical bills, these bills

I benefits and forward to K&K Insurance ¢

nmust show the patient's name, conditic

3roup, Inc.

mn {diagnosis), fype of treatment

given, date tl he expense was incurred and the cha rrges made. For hospital charges, this 1\ would be a UBD4 and for the
physician/anc Hillary charges, this wouldbe a CMS18500 | . The medical providers may also bill K& (4K Insurance Group, Inc. direct at
the address a phove.
SECTIONI - --TO BE COMPLETED BY CLAIMANT™ 35 PARENT(S)/GUARDIANS)
| 1. Student: 53Name Last First: M
L Dafe of £ Hith: S5#_ Sex. O Mble O Femde
3. Students 45 grade in schook
4, Home A¢ iddress Street
City: Slale: Zip:
Parent(s /¥Guardian(s) Home Phone:
5. Daleof# idecident: Tirme of Accident: , OAaM OPFM
Nafure o : Finjuy. Describe exaclly how accider it happened:
8. Nature: 5bf activity and focation during which the injury ¢ occured (check all boxes which apply):
O Prek windetgarten O Blerentany | ¥ School O Middle Sc hoal
O Hgh! 3School O Caleteria O Classroor hin Activities
G Inters icholastic Sports O intrarural : SSpors Name of Sport 31, if applicable:
G Club: 5ports © Physical £ fulucation Class O Cther Act vivity (specify)
O Duriry j 3 Pradlice O During Play ¢/ C During T mavel To or From the Bvent
Nature « 5Bf Your Participation:
O Stude nint Q Volunfeer Q StudentV ialanager
- O Athlet cic Paticipant O Cheerieade 1 O Band Wer Jinber
O Other {i{spedify}
~  Transfer: 33tudent? O Yes O No
fyes, ple (2ase identify the former school name: _____
8. Name, ac icidress and phone number of physician who f rerst treated you
1675 641




Q00299086 / JXS0000027652700

g, Have_yo Ju had a similar injury inthe past? O Yes 50 No
Ifyes, di pescribe and give dates:
10. Name, & ‘dddress and phone number of physidan who - rireated you for previous injury:
11. Areyou icovered by any other medical expense benal iitsplan? O Yes O No
ifyes, gi vve the names of the plan(s) and the person(s ) through whom you are insured and their rel ationship o you:
IF YOUHAVE ;PNO OTHER INSURANCE ON YOUR CHILE 3,), BUT YOU AND/OR YOUR SPOUSE ARE | E ENMPLOYED FULL TIVE, PLEASE
PROMIDE A S TTATEMENT FROM THE EMPLOYER(S) IN DDICATING YOUR CHILD IS NOT COVERE! 10 BY ANY INSURANCE OFFERED
ALL BENEAIT 33 WILL BE MADE PAYABLE TO PROVIDE! ?RSOFSWCE!NVG.VE, UNLESS ACC CONPANED BY PAID RECEIPTS.
THIS IS EXCE €SS MEDICAL COVERAGE.
[ hereby autha iirize any physician, hospital, or other medical Wy ré!ated facility, insurance company, or oth ser crganization, institution or person
that has any iwecords of knowledge of me, and/or the mabove named claimant, to disclose, wher ‘eever requested to do so by K8K
Insurance/Spe: Siciatty Benefits and/or Nationwids Life Insurar yace Company o its representative, any and aall such information. A photocopy of
this authorizati hon shall be considered as effective and valid: as the ariginal.
H
Any person wh ao knowingly and with intent to defraud any i jastrance company or other person files clain 1n forrns for insurance containing any
meterially felse | & information or concsals, for the purpose of 1 #misieading, informetion conceming any factr naterial thereto commits a fraudulent
insurance act, ' awhich is a crime.
Date Parent/Guardian Sign aeture
E “=CTIONII (TOBE COMPLE TTED BY PARTICIPATING SCHOOL)
FAILURE TO( SCOMPLETE THIS FORMIN FULL
MAY RESULT IN AN UNNECESS MRY DELAY IN THE PROCESSING OF [TTHIS CLAIM

1. Sfudent ssName Last First, M

2. Dateof, BAccident

3. Aclivity |

4, Nature ¢ Jif {njury _

5. Nameo | f Participaing SCHOOL SYSTEM or SCHOC UL DISTRICT

6. Nameo :f participating SCHOOL _

7. lhereby iccertify the foregoing stalements made by me ;¢ on this form to be rue to the best of my kno wedge. | am aware that if any of the
foregoin g stafements on this form made by me are w Ililfully false, | may be subject to penalties, wh idch may include criraingl prosacution.
SIGNAT LURE OF SCHOOL OFFICIAL:

PRINTE D NAME/TITLE:
PHONE | : FAX
EMAIL: DATE: _
Any person wi hao knowingly and with infent to defraud an yy insurance company or other person fles [fiforms for insurance containing any
- ially false . & information or corceals, for the purpose of 1 imrisleading, information conceming any factr waterial thereto commits a fraudulent
anceact ' wvhichisacime
Date Policyholder {Schont ¢ DDificial) Signature

1675 641
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K | cLaSTEPRMENT OTHER INSURANCE
1712 Magnavox Way, . C. Box 23 13138 | Fort Wayne, IN46307-2338
g Phv 800-237-2017 | Fax 312-381-6 J077 Califoma License 4033481 QUESTIONNAI
w www kandkinsurance.com RE
G
U
NAME CF CLAIN "WANT. INTERNAT (OONALSTUDENT O Yes O Mo
EMANCIPATED SSTUDENT: O Yes O No OVERAGE 226 AND NG LONGER DEPENDENT ONPARENT | O Yes O No
NAME OF INSUI 3RED: ’ PCLICY NO:
FATHER NC ITHER
ISFATHERDEC EEASED? O Yes O Mo IS MOTHER DECEASED? O Yes O No
ISFATHERLEG AALLY RESPONSIBLE? O Yes O No IS MOTHER LEGALLY RESPONSIB (RE? O Yes O Ne
FATHER'S NAM FE (ifinjured Is & minor) MOTHER'S NAME (if injredis a wir jmor)
SOCIAL SECUR TTTY# . SOCIAL SECURITY # -
EMPLOYED? C i) Yes O No SELF-EMFLOYED? O Yes 30 Ne EMPLOYED? O Yes O No 8§ SELFEMPLOYED? OVYes O No
DISABLED ON N ?E’EDiCAI P OR OTHER PUBLIC ASSISTANCE? DISABLED ON MEDICAID OR OTHE R PUBLIC ASSISTANCE?
OYes € )No OYes OMNo
EMPLOYER NAM ?ME: EMPLOYER NAME:
EMPLOYERADL JPRESS; EMPLOYER ADDRESS;
CiTY: BTATE: i SO CiTY: . STATE ZIP;
PHONE: { ) PHONE { )
CONTACT PERS {GON: | CONTACT PERSON:
P=rauhave grow pipmedicatinsurance coverage through your emplo iayment? | Do you hava group medical insurance 1 coverage through your employment?
C .es O No OYes ONbo
if no, pleasebea [¥dvised K&K may cortact your employer fo verify nc pprimary | If no, please be advised K&K may cor étntact your employer to varify no primary
insurance isinfor ooe. insurance is inforce.
INSURANCE GO MVPANY: INSURANCE COMPANY; |
INSURANCE CO WMMPANY ADDRESS: INSLIRANCE COPANY ADDRESS: '
CITY: STATE: ap oITY: __ STATE, ZiP;
POLICY NUNBE 3R POLICY NUMBER:
TYPE OF PLAN: O HEALTH MAINTENANCE ORGANIZATION (| HHMO) TYPEQF PLAN: O HEALTH MAIN TTTENANCE ORGANIZATION (HMG)
O PREFERRED PROVIDER ORGANIZATION ( 2PPC) O PREFERRED! !PROVIDER ORGANIZATION(PPQ)
0 STANDARD MEDICAL AND HOSPITALIZAT! ZON O STANDARD bt =EDICAL AND HOSPITALIZATION
COVERAGE COVERAGES : .
O OTHER (describe) ¢ OTHER (descil Bbe
YWE AGREE T -HAT ALL INFORMATION PROVIDED IN T [HES DOCUNENT IS ACCURATE AND CONF  ULETE TOTHE BEST OF MY/OUR
KNOWLEDGE. (1IME UNDERSTAND THAT ANY INCOR RRECT OR UNDISCLOSED INFORMATIO §~N CAN RESULT IN DUPLICATE
PAYNENTS Cl RREATING A SUBSTANTIAL. OVERPAYM BENT. THE RESPONSIBILITY OF SUCH (OVERPAYNMENT WILL BE THE
CBH@RRW!I_?THEMWTDENHRSE IINF UPCNREQJESTAU.M%IUN[SMEFWMEI
UNDERSTAND ° THAT IT IS A CRINE TO INTENTIONA LY A PT TO DEFRAUD OR KNO AINGLY FACILITATE A FRAUD
AGAINST ANl NNSURER BY FILING INFORMATION GONT FAINING FALSE OR DECEPTIVE STATEME [ENTS, ANY QUESTIONS ON THIS
FORMNGCT AN SSWERED TRUTHFULLY CAN RESILTIN/ \ACRINE
AI;MENTJGUARD AANFFATHER SIGNATURE: PARENT/GUARDIANAVIOTHER SIGK AATURE:
DATE: DATE:

1638 THA1




MWIDE DOWITH YOUR PERSONAL | INFORMATION? i
Why? Financial companies ¢ (khoose how they share your person 38l information. Federal and
, state law gives cansur: ners the right to limit some but not ali  { sharing. Federal and state
law also requires us tto tell you how we coflect, share, @and protect your personal
information.Please rea dd this notice carefully to understandy wwhat we do. :
What? The types of persona | | information we collect and share ddepend on the product or
service you have with 1 jus. This information can include:
*+  Social Se ecurity number, government issued i identification, and contact
informatio nn '
*  Policy, ac count, and cortract information
»  Credit rep oorts and other consumer reports
How? Al financial companie ss need to share customers’ persor aal information to fun their
everyday business. In tithe section below, we list the reasor aas financial companies can
share their customers 'y personal znformation the reasor 'ss Nationwide chooses to
share; and whether yor 1. can limit this sharing.
Reasons' e can share your personal infoity iaation Does Nationwide Can you limit this
share? sharing?
For our ceveryday business purposes— ssuch as to| Yes No
process ' your transactions, maintain your | account(s),
respond tc | » court orders and legal investigations 5, or report to
credit bure j2aus ,
For our n warketing purposes— to offer our | Joroducts and | Yes No
services tc 1y you
For jointr marketing with other financial com opanies Yes No
. Tor our | affillates’ everyday business ;;purposes— Yes No
sformatior 11 about your {ransactions and experie rnces
For our | affiliates’ everyday business fpurposes—| Yes Yes
informatior 11 about your creditworthiness :
For our af fiiliates to market to you Yes Yes
For nonaf ffiliates to market to you Yes_ Yes
Tolimitow wrsharing |+ Call us toll free at | 1-866-280-1809 and our menu will || prompt you through your
choices.
* I you have previol jasly opted out, your preference reme iiins on file and you do not
need to opt out agz irin.
Please have yowr 2 occount or policy number handy wher |1 you cail.
Please note: if you ar e a new customer, we can begin st iaaring your information 30
days from the date we | : sent this notice. Vhen you are nc | Jonger our customer, we
continue to share you r information as described in this 1 wofice. However, you can
contact us at any time t o limit our sharing.
1 Questions 5?7 1-800-237-2917
Whowe al e
Whois pr Emdmg this notice? | Natic iprwide Life Insurance Company
Whatwed d
How does in tiornwide protect my To pi {cotect your personal information frore | 1 unauthorized access and
nersonal il miormation? use, ¥we use security measures that com jpply with federal and state
law. 1These measures include computer |: safeguards and secured
files ¢ 3and buildings. We limit access fo you rr information to those who
need :iit to do their job.




[Page?

—

How doe: 35 Nationwide collect my We ccdllect your personal information, for | ¢ example, when you:
| personal iiinformation? « . Mpply for insurance
: +  MMake a payment or file a claim
«  {Conduct business with us
We i also collect your personal informe fition from others, such as
_ crec it bureaus, affiliates, or other compa hnies.
Why can’ £t limit all sharing? Fed 2eral and state law gives you the right 't to limit only:
%harmg for affiliates’ everyday busir ‘eess purposes—information
. aabout your creditworthiness;
., Mfﬁ!lates from using your information tto market to you; and
. %harlng for nonaffiliates to market to yyou.
Stai e laws and individual companies mz yy give you additional rights
to lii it sharing. See below for more infor mation.
Definitior jas :
Affiliates Cen appanies related by common ownersl ahip or control. They can be
finai ancial and nonfinancial companies. " These companies include
Nati Jorwide Life Insurance Company i, Nationwide Bank, and
Nati ponwide Property and Casuaity | nsurance Company. Visit
natic bonwide.com for a list of affiliated com ppanies.
Nonaffiliz ttes Con | ;gnpanles not related by commeon own sership or control, They can
| befi rinancial and nonfinancial companies.
Joint mar kketing 1 Afc prmal agreement between nonaffiliate sed financial companies that
‘ foge dither market financial products or ser ivices fo you.
| Other imy )oortant information
. dlifomia |1 Residents: We curenily do not she yare information we collect about you + with affiliated or nonaffiliated
companies |f for their marketing purposes. Therefore, |y you do not need to opt out.
Nevada R »esidents; You may request to be placi ed on our intemal Do Not Call Tist. Ser and an emall with your phong
number to  pprivacy@nationwide.com. You may reqr suest a copy of our telemarkeling practic ‘es. For more on this Nevada
law, contac 1 Bureau of Consumer Protection, Office ) 3 of the Nevada Attorney General, 555 £ |.: Washington St., Suite 3900,
Las Vegas, |1 NV 89101, Phone number. 1-702-486-3 111132; email; BCPINFO@ag. state.nv.us.
Vermont F Qesidents: For Vermont customers only. | We will not share your personal infom wnation for marketing purposes
with the Na Hitionwide family of companies or third par lities without your authorization, except a: 53 permitied by law.
AZ CAC T, GA IL, NE MA, MTNV, NJ, N, NC |, ND, OH, OR, and VA Residents: Whe nn we refer to “Infommation” we
mean infon mation we collect during an instirance i :@ansaction (not including medical record i information). We will riot use |
your mextic aal information for marketing purposes w jtithout your consent. We share personal | | information with nonaffiliates
without yot grjr prior authorization as permitted or rec Jquired by law. They may use it to inves litigate fraud, respond to court
orders, anc ; | conduct actuarial studies. We share it (v with insurance regulatory authorities an idd Jaw enforcement. We share
it with cong Eﬁumer reporting agencies. They may re tdain it or disclose it to othier companies |+ with which you do business.
These othe r companies use and disclose it to othe “#s as permitted by law. We dbtain repo s prepared by an insurance-
support org {ganization. The insurance-support orgar phization keeps copies and discloses the) i to others. You have a right
foaccess g nnd correct your Infarmation as describec = below.
Auawmg%mmHQWMﬁat o
You can as kk us for a copy of your personal inform: sbtion. Please send your request to the . saddress below and have your
signature n ‘dotarized, This is for your protection so  awe may prove your identity. Piease inch Liude your name, address, and
palicy numl hoer, You can change your personal infor imation at Natiorwide.com or by calling ' your agent.  We can't change
information |t that ofher companies, like credit agencie 1ss, provids tous. You'll need to ask ther anto change it
K& KK lInsurance Group, Ine.
£ \Blin: Privacy Manager
+ 171712 Magnavox Way
P.0. Box 2338
Fort |\ Wayne, IN 46801-2338
NH 0453 F 11 {1-1-2015)
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any fact material thereto commits a fraud

%H It is a crime to knowingly provide false,
sefrauding the company. Penalfies may i

tperson who knowingly and with intent £
+3 or statement of claim containing any r
concerning any fact material thereto cor
‘minal andfor civil penalties.

A

élationwide Life Insurance Company &t its
Jnpany until this Application has besnso:
eefits proposed and agreed upon betwe
+ Policy, subject to the Policyholder's apt

iuires the following to appear on this forr
sent of a loss is guiity of a cime and

aoresents a false or fraudulent claim for g
aon for insurance is gullty of a crime an

o injure, defraud, or deceive any insura
pplete, or misleading information is guilty

drintent to defraud any insurance comp
dalse information or conceals, for the pump
julent instrance act, which is a crime,

rincomplete or misleading information to
nclude imprisonment, fines ora denial of

20 defraud any insurance company or off
materially false information or conceals 1
mmits a fraudulent insurance act, which

Undenwritten by Natii

Jyholder and the Company.

t 1o the provisions of the Falicy

| Home Office and that nothing
inpproved,

ieen Nationwide Life Insurance
nroval,

n. Any person who knowingly
rmay be subject fo fines and

soayment of a loss or benefit or
14 may be subject to fines and

nce company files & statement
nof a felony of the third degree.

aany or other person files an
oose of misleading, information

aan insurance company for the
i insurance henefits.

ieer person, files an application
cor the purpose of misleading,
i is a crime and subjects such

yorwide Life Insurance Company
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Please Sjc

\} Any person who kiowingly and willfully
angly and wiliiully presents false informiatis
11 confinernent in prison.

An insurance campany or its agert cr
ihblication or otherwise whether an insu
i a policy of insurance. If aquestion(s) ¢

any person who knowingly presents a fz
ldlse information in an application for insu

ppshire) The policy provides fimited i

ay) Any person who includes any false
mrminal and civil penalties.

idco) Any person who knowingly and w
{ for insurance or stalement of claim cor
, Information concarming any fact matey
ach person to criminal and/or civil penaltic

B} Any person who knowingly, and with
fif an insurance policy containing any fals:

1@nia) Any person who knowingly and v
{for insurance or statement of claim cot
, Infarmation concerning any fact matel
ach person to criminal and civil penalties.

dco) Any person who, knowingly and
nmn, or who presents, helps or has prest
aore than one claim for the same damag
icion with a fine of no less than five thol
wnt for a fixed term of three {3) yean
| imprisonment may be increased toa m
‘za maximum of two {2) years.

non) Any person who knowingly presents
anent in an application for insurarce may

$8tates) Any person who knowingly and
f for insurance or statement of claim cot
. information concerning any fact mate
ach person to ciiminal andfor civil penaltit
K Any person who knowingly and witl
f for insurance or statement of claim cor
{ information concerning any fact materic
hiject to & civil penalty not o exceed f

m &Date

oy

1 presents a false or fraudulent claim for
1on in an application for insurance is guiit!

rrepresentative may not ask an applican
rirer has canceled or refused to renev
\pppears in this application, you should ne

gialse or fraudulent claim for payment of

zance is guilty of a crime and may be suk

senefits. Review your policy carefully.
¢ or misleading information on an applic

ilith intent to defraud any insurance ceh
?mtaining any materially false information
irial thereto commits a fraudulent insurz
ses,

irintent to injure, defraud or deceive any il

%éa incomplete or misleading information i
awith intent to defraud any insurance cor
ihtaining any materially false information
Jjirial thereto commits a frauddlent insure

ey

?Awith the intent to defraud, presenis fat
sented a fraudulent claim for the payme
ige or loss, will incur a felony, and upon
ﬁ:lusand (5,000} dollars nar mare than tel
3, o both penalties.  If aggravated c
gaximum of five (5) years; if aftenuating ¢

+ a false or fraudulent claim for payment
hbe guilty of a criminaf offense under stab

vwith intent to defraud any insurance col
ihtaining any materially false information
iriad thereto commits a fraudulent insure

28,

11 infent to defraud any insurance corr
ttaining any materially false informafion,
14 thereto, commits a fraudulent insurance
vive thousand dollars and the stated va

t payment of a loss or benefit or
1y of a crime and may be subject

t or policyholder to divulge in a
1y or issue to the applicant or
itit renewit.

@ loss or benefit ar knowingly
joject to fines and confinement in

aation for an insurance policy is

émpany or ather person, files an
cor conoeals for the purpose of
rnece act, which is a crime and

nsurer, makas any claim for the
35 guilty of a felony.

rmpany or other person files an
cor conceals for the purpose of
nnce act, which is a ¢rime and

see information in an insurance
aht of a loss or other benefit, or
cconviction will be penalized for
an thousand (10,000} doliars, or
-qcumstances prevail, the fixed
dtircumstanices prevail, it may be

cof a loss or knowingly makes a
28 |aw.”

mpany or other person, files an
cor conceals for the purpose of
nnce act, which is a crime and

ppany or other person files an
cor conceals for the purpose of
13 act, which is a crime and shall
Uue of the claim for each such

__Bysig
Agenf's S

aning below, you agree that you have n

agad all of the General Conditions prov

ided with this application.

ggnatura

Signature of Applicant
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+-nail Address

Applicant’s E-mail Address
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SCHHE
This Scl ahedule of Benhefits shows highlights of ti
provisiol ans and coverages will be governed by th
Policyh oolder: BIBB COUNTY |
Policy ! iNumber: © JXS000002766
Policy t fective Date: 08/01/16
Policy 1 [ dermination Date: 0810117
Policy 1 [derm: 08/01116 - 0B/
Bligible |¢Class(es):
Class Number of Bligible Persong ~ Desc
1 2,000 Stude
Pdiicy
Othre
NSHBA 22500 SCHEDB

DULE OF BENEFITS

1he coverage available under the Policy.

{SCHCOL DISTRICT
22700

JO117

Aription of Eligible Persons

irents of the
kholder in grades
vugh 12.

Effective |
0g/ix1A18

Final interpretation of all

22 Palicy on file with Nationwide Life fnsur gance Company.

Vale  Temination Date
OBIOINT




: 2500 SCHEDB
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Covered
Class

NCTE: Th
Actual am
circumstal

4 Activities:
Dascription of Acfivilies

All interscholastic athietics and extracul
Palicyholder.

za Maximum amounts below are usedtode
younts payable will not exceed the maximur
nces specifisd in the Palicy.

22500 SCHED B

riricular activities conducted by the

tetermine amounts payahle under each Bef
s, and may be [ess than the maximums u

1At
nder




ACCIDE! INT MEDICAL EXPENSE BENEFIT Class 1
Maximurr 1 Benefit Amount: $25000 Per Insured | Per Iniry
Deductibl ze: $0 Per Insured Peri hhiury
3enefit P ercentage: 100% of RRC
Loss Peri bod: €0 days
Benefit P zenod: 1 year
Note: Th isis Banefit is subject to the Exclusions an idd other provisions of the Policy. In addii idon, the following limitations
apply. B senefits for Coverad Expenses shown bel oow are subject to the Mexdmum Benefit, AMmount, Daductible, Benefit
Percentas jge, Loss Period, and Benefit Period sh Down above, unless otherwise specified. | Benefits sub-imits shown
below are & 3 per Insured Person per Injury, unless o Hherwise spegified.
Cove rwed Expenses: Benefit Sub-Limits 3s:
Inpat dent Hospital Services
R oom & Board -- Semi-Privale 80% of RAC
H bospital Miscellaneous Expense (including ) generat nursing | Maxivum $1.200 pe v day
¢t iare and pre-admission testing performed wwithin 3 working
di pys pror fo admission)
R isegistered Nurse Services {private duty ni Jursing care when | 100% of R&C
or icdered by a licensed Physician)
Emer iygency Reom Services (including use of t the emergency Maximum $300, if e pndiered within 72
room zand supplies) hours of injuey
Phys ldcian Services
Pl ahysician Non-Surgical Services $60 first day/$40ea issubsequent day
limited toone visit p ser day
Pl ahysician Surgical Services, Inpatient or C J0utpatient Masdmum $1,200, lir ‘nvited to primary
procedure periniury | .
C bonsultant Physician, when requested anc 11 approved by the | Maxirum $400
at fdending Physician
A sssistant Surgeon 25% of surgery allov Juance
A hnesthstist Senvices {not including superv sision of an 25%of surgery alfov lvance
a anesthelist)
Day ¢ i6urgery Miscellaneous (including supplie: 55, drugs and Maximum $1,200
servic iges in connection with scheduled outpatie sent day surgery)
X-Ra 7y Services Maximum $500
Diagr laostic Imaging Services Maximum $600
Labor i=atory Services Maximum $300
Comt jisined Ground and Air Ambulance Service ies Masimun $800
Orthe ppedic Braces and Appliances Maximum $140
Dent: 3 Services Maximum $500 per  idooth
Qutp: aatient Physical Therapy $60 first day/$40ea ssubsequert
day/5 day maximun ;3 liited toone
visit per day.
Presc rription Drugs Maximum $200/30 ¢ igay supply per scrip
NSHB/ 112500 SCHEDB




Expe: 1nses for the following are not cavered @k Prosthetic Devices, | Wental & Nervaus
Disorder, Home Hes #ith Care,
, injections
{  RBC =Re seasonable Charges

ACCIDE! NTAL DEATH AND SPECIFIC LOSS BE MNEFIT Class 1
Aggregat: 32 Limit of Liability $500,000
Accidentz il Death Principal Sum: $10,000
Specific L ‘aoss Principal Sum: $10,000

See the € |ppecific Loss Benefit Provision in the Poli ey for any applicable benefit reduction in tithe Principal Sum,

RIDERS # \TTACHED AT ISSUANCE: Form Number: Applicable to Class:

Riders att: jiached to this Policy will provide the cover gage described in the Rider atthe benefit |lilevels shown in the Rider.
EXCESSE %BENHHTS RIDER NSHBA 240 EXC A All Classes

NSHBA 22500 SCHEDB
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\ationwide Plaza, Columbus,

INT POLICY

JBURING AGREEMENT
oplication made by the Policyholcler. We

the Po ilicy Terms, the Benefits stated herein. VV /e make this promise and issue this Pol
the Pr zemium shown in the Schedule of Ber ‘aefits. The Pdlicy insures only those

Sched
Us,

The P
of Ben

POLIC
BODIL

Signe:

sule of Benefits for whom proper Premiul

oblicy Term starts at 12.01 a.m. standard
sefits. This Policy is a non-renewable tem

35E READ YOUR POLICY CAREFULL
YY AND DOES NOT COVER LOSS (
LY INFIRMITY. :

1 for Nationwide Life Inswrance Comp
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Secretary
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rm has been paid. This Policy is a legal

POLICY TERM

titime at Your address on the effective d:
11 blanket Policy.

NOTICE

(Y. THIS IS LIMTED INSURANCE IT
DR EXPENSES RESULTING FROM £

aany
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{ promise to pay, subject to
dcy to You in exchange for
sarsons referred to in the
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18l Definitions

ceident or Accidental: A specific unfore

1. that is sudden, unexpected, and wi
happens while the insured Person |

2. which directly, and from no other ¢z
3. that isindependent from Sickness,

garegate Limit of Liability: The Aggr
aount payable by Us for all Claims incugt
[ddent that occurs when the Pdlicy is in f
'nn the Benefit payable o any one Insun
dility. This Aggregate Limit of Liability
nefits,

pplication: The attached Policy applicati

weficiary. The ane who will receive Bel
iisignate or change the Beneficiary at any
kk 1o the Policyholder or Our Agent or Us

wefit: The dollar amount payable by Us

efit Period: The period of time during
ppayable, as shown in the Schedule of B
t Coverad Accident and ends at the end
sswhere in the Policy.

%ilim: A request for payment of Benefits.

Hhimant: A person who has filed a Clair
=ent, if aminor), the Insured's legal guard

wrpany. Nationwide Life Insurance Comyg

merage: The right of the Insured Persc
1 exclusions of the Policy.

mrered Activity(ies): The covered event
sective Date: The date on which insuran
E‘gible Class: A group of psople who are

aefils.

DEFINTIONS

sseenevent:

gli‘zintended, over which a Insured Person
ss covered under this Policy; and

uuse, resuls int an Injury; and

ddisease, bodily infirmity, or ifiness.

segate Limit shown in the Schedule of
et for all insureds under the Policy whi
anrce. If this imit is not sufficient to pay t
%;ed will be determined in proportion to ¢
gapplies only to Accidental Death and !

ibh, including any amendments, which is

nnsfits payaidle upon the Insured Person’
+ 1 time by filing written notice on aform\

«to a Claimant or Beneficiary under the P

wwhich Covered Expenses must be incur
senefits or applicable Riders. A benefit p
¢ of the time period shown as the Benef

idian, the Beneficiary, or a person represe
aany. Also hereinafter referred to as We,
rn fo receive Benefits subject to the fen

cor aclivities described in the Schedule of
2ce Coverage begins under the Policy.
‘e eligible for Coverage under ths Policy a

Elig jijible Person: A person who belongs to aan Eligible Class as described in the Sct

Far
dor
law
stey
whe
Hex
apy
He:
whi

can
ore

nd
Per

dets
the

Inci

%miy Member: A person who s relate
mest;c pariner, common faw spouse, bn
. father-indaw, parent (includes steppa
enssisier) or child (includes legally adopis
13 normaily lives in the Insured Person’s h

abith Care Facility: A Hospital, Skifled
riroved health care institution that provide

wart and Circulatory Malfunction: A st
seh inchudes myocardial infarction, card
sbbral vascular accident {eg., stroke or ¢
nngina.

ﬂependent Nedical Exant  An examini
asen 's condition at Our expense. Such
semining eligibility for insurance or Bene
FPolicy.

delent: Any one event or series of events

22000 BGA

gcu:i to the Insured Person in any of the

Bbﬁaer-m-iaw sister-in-law, daughter-in-k

?rent) legal guardian, brother or sister
sed, step or foster child). A Family Meml
ousshold.

Elﬂursmg, Sub-Agute, hospice, or other du
38 care and treatment for sick or inured p

adden and serious malfunction of the he
:dlac arrest, heart aftack, heat exhaustii
hneurysmy), and doss not include conditic

alahon by a Physician of the appropriale
‘eexaminafion, scheduled by Us, may be
§si’-aﬁts including eligibility under the Rider

1 refaied fo the cause or causes which ra:

n for Benefits under the Policy, as the |

t has no control and which

EBenefits is the maximum
th are caused by any ane
a8 fotal of all such Claims,
uur total aggregate limit of
35pecific Loss and related

a3 part of the Poficy.

38 death. The Insured may
We provide and sending it

sblicy.

‘ged in order for benefits to
seriod starts on the date of
{it Period, unless specified

rinsured Person (Insured’s
nfing any of the above.

Xour and Us,
mes, conditions, limitations

[ Benefits.

55 listed in the Schedule of

seiedule of Benefits.

" following ways: spouse,
v, son-indaw, mether-in-
{ {includes stepbrother or
wer inciudes an individual

Iy licensed, certified, and

?ersons.
‘eart or circulatory system,

Enn, coronary thrombosis,
phs such as hypertension

+ specialty for an Insured
+ used for the purpose of
>s, if any, associated with

1sult in the Loss.
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tury or Injuries: A bodily injury which is:
1. directly and independently caused
2. asource of loes that is sustained

ar she is taking part in a Covered /

rr all Benefits, Injury includes Heart and €
1. Malfunction must oocur before age
2. The symptom(s) of such malfuncti
respect to the Insured and within 4.
3. Such Instred has not, within cne
medically diagnosed with, or receit
coronary thrombosis, hypertension

rr the Accident Medical Expense Benefl
>chiinjuries resulting from participation in
: t not lirited to, strains, sprains, hernias,
sbtion injury must be diagnosed by a P
titivity.

| Injuries sustained in one Accident, inclu
i be considerad as one Injury.

éssuned Person or Insured: An Elighle P

sss Period: The period of fime within v

nnefits to be payable for the Injury sustair

nriicipating Organization: An organizat

1. elects {o offer coverage under the
has been accapted by Us;

2. completes a parficipation agreema

3. remits the required Premitm when

pysician: A health care professional pra
:3 appropriate State Regulatory Agency
dd who is not:

1. the Insured Person,

2. aFamily Member of the Insured Pe
3. aperson employed or retained by t

Blicy: The agreement between Us and &
» exelusions regarding Coverage.

Dilicy Term: The period of ime the Polic
nhedule of Benefits,

fficyholder: The organization whe has
: extent that a Parficipating Organization
rirticipating Organization(s), unless otherv

3pmium  The periodic fes required to m
ams of the Policy.

00f Eviderice satisfactory io Usthatap

sovider: Any Physician, health profess
sensed fo provide mediical services to inst

?1hechle of Benefits: Shows the amount

g:blmees: An iilness, disease or condition
aan Insured Person, that impairs an insu
3 direct result of an Injury or Accident.

Jun or Signed: The use by a persen of
:cord. Such authentication may be exect
sceptable to Us and consistent with applic

12, Our, Us and Instrer; The insurer, Na

142000 BGA

hhy specific Accidental contact with anoth
wnhile the Insured Person is covered und
activity.

iirculatory Malfunction, subject to the folt
£ 65 while the Insured is takingpart ina C
on(s) is (are) first medically treatad while
38 hours of having talen part ina Coverat
fyear prior to the date of participation in
x/ed any medication for, any myocardial

. heart aftack, or a cerebral vascular ingit

t, injury also includes repetitive motion
Qa Covered Activity. Repetitive motion in
ittennis elbow, tendonitis, bursifis, and m
Yhysician and occur wthln 30 days of §

Ading all related conditions and recirent +

rson insared under the Policy.

wlvh;ch the first expense must be Incurrec
‘aed.

don which:

FPolicy by completing a Participating On
1t with the Pelicyholder; and

cdug, if applicable,

“tticing within the scope of his or her licer
do perform a parficular service which is

“nprson; or
nhe Policyholder.

ane Policyholder which states the terms, «
yyholder is covered by the Policy. The P

ceonfracied with Us to provide Benefits {
bis applicable, the term Policyholder can
§mrlse specified in the Policy.

‘agintain Coverage for each Insured Pers

‘gerson has satisﬁed the conditions and re

giuionai, Heallh Care Facility or other pe
Irred Persone.

¢ of Benefits provided under this Policy.

, including the pragnancy, childbirth and
nred Person’s notmal functioning of minc

f a symbol or method with the present |
ihted andfor transmitted by paper or eled
‘zable law.

utlonmde Life Insurance Company.

4

T A

aer body of object;
ser this Policy and while he

Sowing conditions:

covered Activity; and

-1 {he Policy is in force with
11 Activity; and

the Covered Activity, been
rinfarction, angina pectoris,
ident.

i injuries or aggravation of
jyuries are injuries such as,
iuscle fears. The repetitive
swarticipation in a Covered

ssympioms of these injuries

i following an Accident for

Jganization Application that

aase and is duly licensed by
ccovered under the Palicy,

sconditions, imitations, and
Jolicy Term is shown in the

10 the Insured Person. To
I be deamed to include the

oon in accordance with the

cquirements for a Benefit.
rrson or recogrized entity

rirelated medical condifions
{ or body and which is not

rintention to authenticate a
rironic media, provided it is
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Tritten or Writing: A record which is on
s and consistent with applicable law.

%uu and Your: The plan sponsor or Policy
derms are defined elsewhere under the P
sonal Definitions for the Accident Medi

mbulance Setvices: Professional grou
nimt the place where the Covered Accide
: nearest medical facllity to ancther appr
ansport is Medically Nacessary.

ractic Services: Inciudes all thera
:t packs, cold packs and ultrasounds, ¢
sense.

pnfinement/Confined: An uninterrupte
coidental injury. The re-admissiontoa H
"72-hour period, will be considered a conti
2es net include observation, which is the
abt does not resulf in admission fo a Healtl

‘Erststodal Care: A tevel of routine maint
2ending to the activities of daily living fi
ocessary.  Custodial Care includes, but
Hhing, dressing or groomning, feeding, tak
} provided by the Insured Person's Famil
rire does not include Home Health Care s

‘oductile. The amount of Covered Expe
yable by Us, The Deductible wili apply a

;i»!icy

ﬂductlble Incurral Period: The period «

i3 Insured must satisfy the Deductible b

*wrred as a result of the Acdidental Injury

mgmsﬁc Imaging: Those forms of radio
g t limited to: computerized axial tomograg

wiclear medicing) and ultrasound (US).
shterials.

snrable Niedical Equipment: A device wh
1. is primarily and customarily used
functions that are generally not re
use;

is used exclusively by the Inswred;
is routinely used in a Hospital but ¢
can be expected to make a meanir
is prescribed by a Physician and is

E;zpenzses Incurred: See incurs or Incurre

‘nime Health Aide: A person who provid
amder the direct supervision of, @ Home

e Health Care Agency: A business
opropriate state licensing authority.

mnime Health Care Services: The provi
‘itient’s residence, instead of an otherwis
a8 established, approved in writing, am
aending Physician as necessary for medic :

(SE N S

under the supenvision of a registere

\W2000BGA

part-ime or infermittent skilled nurs i
2 partdime or intermitient Home He

aor transmitted by paper or electronic me

hholder named in the Schedule of Benefit
aolicy.
>cal Expense Benefit and any applicabl

rnd and air Ambulance Services to trar
nt occurred to the nearest medically apy
copriate medical facility, if a Physician sp

opeutic, adiusiment, and manipulation se
iste.) administered by a Provider acling

ad stay following admission to a Healtt
dealth Care Fagility for the same or relee
nnuation of the same period of confineme
r review or assessment, of iess than 24
1 Care Facility,

=senance and supportive care that is pri
or which the services of a skilled profe
itis not limited fo, assistance in walking
iKing medicine, exercise, or entertainmen
1y Member unless specifically agreed to i
agrvices or treatment.

rnse that must be Incurred by the Insure
38 specified in the Schedule of Benefits o

'>bf fime, starting on the date of the cove
sefore Benefits will be payable for subse

ggraphs thet are not plain film radicgraphy
hhy (CAT), magnetic resonance imaging
" These examinations may be perfome

daich:
| for medical purposes, is specially &g
jouired in the absence of Injury and is &

aan be used effectively in a non-medical §
goful contribution to treating Insured's Injt
NMedically Necessary for rehabilitation.

od.

sas care of a medical or therapautic natu
AHeslth Care Agency.

t that provides Home Health Care Seni

ssion of a health service for payment o
ae required Hospital or nursing home col
44 reviewed and cerlified at least once
cal purposes. Home Health Care Serwor:
services provided by a
Bith Aide services which provide suppos
ﬁecﬂ\l_iﬂe_l.v_mm&mgi,

o P
(42 ]

ddia which is acceptable to

38..

de Riders

ssport the Insured Person
spropriste facility, and from
‘gacifies in writing that such

wvices and modalities (i.e.,
vwithin the scope of their

1 Care Facility due to an
sed Accidental Injury, within
nnt. Confinement/Confined
©howrs, of a person's Injury

nmarity for the purpose of
essional are nof Medically
, getting in or out of bed,
L. Custadiai Care may not
n writing by Us. Custodial

od before any Benefits are
r any endorsements o this

wed Accident, within which
aquert Covered Expenses

t (erayg). [tincludes bt is
WIRI); radionuclide imaging
1d with or withouf confrast

uuipped with features and
hble to withstand repeated

aacility;
iy and

ee and who reporis to, and

wees and is ficensed by the

-1 cther consideration in a
affinement, under a plan of
§eevery two months by the
‘§=s includes:

: rtlve senvices in the home
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© 3. Physical, respiratory, occupational,
4, {he furnishing of medical equipmen

skh visit by a Nurse or Home Health Care
rir hours of Home Health Aide services ¢c
arrs, sach four hours or portion of that p
‘ae Services does notinclude Custodial C |

sspital An institution that:

operates pursuant to faw, and

has 24 hour nursing services by reg
has a staff of one or more doctors; :

provides inpatient therapeutic and ¢
provides faciliies for major surgen
facilities; and

is approved by the Joint Commist
(JCAHOY; or

is approved by the American Hospif
is approved by the American Osteo
is approved by the American Osteo
10 is approved by the Commissiori on.

dess otherwise provided in the Policy, Ho
1. Arest or nursing home, home for th
1 2. A Skilled Nursing Facility, an extent
1 3. Ahospice or a place for Custedial
+ 4. Abirthing center.

uwrs or Incurred: Covered Expensss for

1. services and freatments acfually ret

: 2. medical supplies actually purchase
terms “Incurs” and “Incirred Expe
Benefit Period,

aafient: Confinement of 24 hours or gres

388 Medical Expenses Inctrred that are
1 Conditicns.

:klically Necessary: Servicss or supplie
appropriate and necessary forthe s
y 2,

pravided for the diagnosis or direct:
13 consistent with generally acceptsi
community;
not primarily for the convenience ¢
health care Provider, and
{5, te most appropriate supply or ieve

wital and Nervous Disorders: Nervous
3sssﬁed in the most regent edition of the
seuccessor, as a mental disorder onthec
aa Physician and to the extent that the m
idetermined by a Physician.

wse: Alicensed registered nurse (RN ¢

1. is properly licensed or certified to §
praclices;

. 2. provides medlical services which are

¢3. s not a Family Member of the Insun

<4, is net a person employed o retaine

jipatient: Care or freatment received fro

rysical Therapy: Includes but is nat lin
aasonic therapy, heat treafment in any for
their ficense, Physical Therapy does not

‘990.‘*' o $".—P~.¢°!‘~=:~‘

<4
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zand speech therapy; and
{ supplies other than drugs and medicine

+ Agency employee constifutes a Homet
nnstitutes a Home Health Care visit. fse
jeriod is considered as one Horme Health
Sare services or treaiment

gqlstered Nurses; and

aand

lidiagnostic services for Injury or liiness; a1
r or has a formal arrangement with anol

ision on the Accreditation of Heaith Car

dal Association (AHA); or

apathic Healthcare Association (ROHA); ¢
spathic Association accreditation {AQA); ¢
Meoreditation of Rehakilitation Facilities

gsspiial doss not include any of the followir
e aged or convalescent home; or
1ded care facifty; or

\oare; or

ceived within the applicable Benefit Peric
id, received, and utilized within the appli
nnses’ do not include expenses deferre

tater.
¢ caused by Injury and which are payable

13 that are:

yymptoms, diagnosis, or freatment of the
spare and treafment of the njury,;

41 professional standards of care withi

:abf the Insured Person or Insured Pers.ca

{ or service which can safely and effectiv

, emcfional, and mental disease, illness,
Diagnostic and Statistical Manual of Me:
idate of medical care or treatment is rende
spnial or nervaus disorder is aresult of a

?mr licensed pracfical nurse (L.P.N} who!
inrovide medical care under the laws of {

1 within the scope of the nurse's licanse ¢
sed Person; and
id by the Policyholder.

ym a Provider {o which the Insured Persol

ited to acupunciure, physical or mechs
Tm, or massage administered by a Provid
rinclude Chiropractic Senvices.

58.

{Health Care visit and each
nrvices extend beyond four
¢ Care visit. Home Health

and
hher institution for surgical

ae Facilities as a Hospital
o

anr

CCARF).

g and
scabla Benefit Period. The
ied beyond the applicable

3 under the Policy's terms

:rlnjury;
W the organized medical
n's Physician, or another

3kly be provided.

' syndrome or dysfunclion
'htal Disorders (DSM) and
apred to an Insured Person
ccovered Accidental Injury

hhe state where the nurse

nr cettificate;

11 is not admitted,

nical therapy, diathermy,
ser acting within the scope
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Term¢
Apers

ician Services: Services provided b
nsultations or second opinions, Physiciar

yaescrlptlon Drug A drug which has be
aministration and which can, under feder:
adu!y licensed to prescribe such medicatio

filled Nursing Care: Services that an
ermediate, domiciliary, Custedial or refire

uund Natural Tooth: A tooth which cany
1. normal, healthy periodonfium; and
2. adequate healthy dendin; and

3. adeguate enamal.

5Sound Natural Tooth inciudes a natura
o, intay or oniay.

b-Acute Facility: A free-standing facil
1¢ients in need of rehabilitative and Skilled

Eaasonal:ule Charge (R8C): The most co
Jvices, supplies or treatment within the ;
2ans the lesser of.

1. the actual amount charged hy the F
2. the negotiated rate, if any,; or

3. the fee most often charged for inth

2e Reasonable Charge is determined br
Liusted to the geographical area where t
qcentile of FairHealth schedules. The I
aasonable Charge and the actual charge

ADMIN

dUm
gemium rates, and the method and timir
.. Premiums must be paid to Our Home !

1Terminations
iblicy can be terminated at any fime by wi
qolder to Us. Such notice must be provid

!Colicyholder terminates the Policy, fermir
qolder’s address, when Ve raceive notice

er event, We will promptly return any u
{ Premium which has not been paid,

1 termination of the Policy nor terminatiot
Hittement of any Claim for Loss where the
aation.

%bf an ir;sured Person’s Coverage
on's coverage beging on the later of:
{he Effective Date of the Policy; or
the Effective Date of the Participating C
when he or she becomes an Eligible Pe

Iured's coverage ends on the first of these
“ when he or she is no longer an Eligible
the end of the last day for which Premit
the date the Insured dies; or

the termination date of the Participating

the termination date of the Policy.
-aation will not affect a Claim which occurs

A2000 BGA

yiy & Physician, including expenses for s
"1's visits, and anesthesia and its adminis!

‘sen determined to be safe and effectiv
i or state law, only ba dispensed when ¢
nh.

¢ certified as Medically Necessary by
npment care.

wwithstand normal chewing forces, and ha

| tooth that has been restored by amal

ity or part of a Hospital that is cerlifie
{ Care Nursing.

mmmon charge for similar professional se
aarea in which the charge is incurred. T
IProvider; or

36 geographical area where the service

1y compating charges for similar service
‘@e services or procedures are performec
esured Person may be responsible for i
irom the Provider.

IISTRATIVE PROVISIONS

og of premium payments, are as agreed
Ofice or to ene of Cur representatives.

ﬁt;tten notice mailed or delivered by Us fo
ﬁed at least 60 days in advance of the ter

i
wation will become effective at 12.01 an
s or the date specified in the notice, whic

neamed Premium paid or the Policyhol

1 of the Insured Person’s coverage unde
1 Accident precipitating the Loss occurre

rirganization, if applicable; or
gnrson.

» 1o ooour:
FPerson; or
Jrim has been paid; aor

{ Organization, if applicable; or

} befare the coverage ends.

aurgery, assistant surgeon,
riration.

2e by the Food and Drug
nrdered by a Provider who

a Physician and are not

35!

dgam (or similar process),
dd by Medicare to accept

wvices, drugs, procedures,
t'he most common charge

as performed.

125 fo a national datahase
J, by reference to the 75th
ne difference betwesn the

| upon by the Policyholder

{ the Policyholder or by the
Tmination dale.

1. local ime, based on the
thever is later.

dder will promptly pay any

1 the Policy shall prejudice
od on or before the date of
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Bt

uum Benefit Amounts
mximum Bensfit Amounts which apply to:

BENT MEDICAL EXPENSE BENEFITS

1 result of an Accidental Injury which o
ad Expenses during the Benefit Period sg
Covered Expenses Incurred that excee
and

as long as the first expense has bec
Benefits; and

until the total paid for Covered Expenst
limit, or maximurn shown in the Schedu
untit the end of the Benefit Period show
until Benefits paid equal the Maximum
inthe Scheduls of Benefits.

od Expenses for this Beneft means t
83, and freatment provided or prescribet
¢as may be limited in the Schedule of
NS,

i pay Covered Expenses incurred for de
3eanvices, there is often mare than one £
wiefits, different materials and methods of
ssoversd Expense for the least costly Ser
tAssociation. The Insured Person and
%x!il than We have determined to be satis
fithe cost of the more expensive procedy
gered Expenses for the least costly Servit

rmultiple surgeries are performed through
t not to exceed the Benefit for the most e

BENTAL DEATH AND SPECIFICLOSS |
't for any Accidental Death and Specific
" The Loss is caused solely by an Accide
" The Loss is not exciudsd by the terms ¢
" The Accident must occur while the Insu
" The Loss must cecur within 180 days af

Aile of Losses
1 pay & percentage of the Principal Sum(
ge below, subject to all of the terms and i

e of L 088

de..,

sbth arms or both Iegs
iahth hands and both feet
e arm and oneleg...
e hand and one foot

e sight of botheyes.....cocevvcrovicinas
sae sight of ane eye and either one hand ¢

Htherone aMmar o 180, ... vmvienn fueeinicvrinininnn,
Mher one hand or one ool ....cocveaeiies foie e
} echorhearinginbohears...,....,......

ght of one eye. .

aring in one e

ththe thumb and index fmger of one ha
Hlthan one Loss resuits from any one Acei

§
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[

¢

nherbothhandsorbnthfeet....'.'.'.'.'.'.':.'lﬁff.'
ech and hearingin both ears.............

TNEFIT PROVISIONS

iaan Insurad Peyson ara shown in the Sch

weurs while participating in a Covered 4
secified inthe Schedule of Berefils, we w
Ad any applicable Deductile, specified in

rn incurred within the Loss Period spe

185 Incurred equals any applicable Benefi
gle of Benefits; or

rm in the Schedule of Benedits; or
EBenefit Amount for the Accident Medica

ge Medically Necessary and Reasonal
1 by a Physician for which an insured F
EBenefits and subject to all applicable ¢

Antal treatment as a result of Injury to a ¢
gervice that can be used to frest a denta
f treatment will be considered. The amo
vvice, which meets commonly accepted ¢
i his or her Provider may decide on a
ffactory for the treatment of the conditio
rire or material, but payment will be limite
e, We will not pay the excess amount.

1 the same incision at the same operative
wxpensive procedure being performed.

BENEFIT

| Loss Berefit will be subject toall of the f
nt; and

ff the General Exclusions section of this |
#ed Person is participating in a Covered.
tder the date an which the Accident occur

55) listed in the Schedule of Benefits for tl
itations of the Policy:

Percentage of
100%
100%
100%
e 0%
ceene HO0%
100%

...................................

...................................

Jdent, only one amount, the largest, will b

8

sedule of Benefits,

\Activity, an insured incurs
ilill pay:
t the Schedule of Bengfits;

ceified in the Schedule of

tt pereentage, Benefit sub-

| Expense Benefits shown

dole Charges for services,
'Person is required to pay,
nonditions, exclusions and

56ound Natural Tooth. For
| problem. In determining
Unt payable will be limited
sttandards of the American
ymere costly procedure or
nn. We will pay a Benefit
led to the Benefits payable

S sessicn, We will pay an

solfowing conditions:

Policy; and
Wchvity, and
wed

the Benefit as described in

F Principal Sum

82 paid.
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iitions for this Accidental Death and Sp
'sss: Loss of life or a Specific Loss as sh
iliwiicy‘s terms and Conditions.

‘aecific Loss: Means, with regard to:

a natural arm or leg, complete seve
a natural hand or foot, complete se
a natural thumb and fingers, compl
an eye, the complete and irrecover
speech, the complete and irrecove:
hearing, the complete and irrecove

O 1P O D)

aal Exclusions The following exclusion
isise specifically referenced.

H not pay Benefits for.

An Injury or Loss that is:

a caused by war or any act of wa
substantial armed conflict between
terrorism);

caused while the Insured is serving
caused by participating in a riot or
the resut of an Insured’s taking p
any illegal occupation,

the result of the Insured being L
{unless prescribed by a Physician
the law of the jurisdiction in whicl
determination of being “under the i
f. intentionally self-inflicted, including
An Injury or Loss that is the result of -
excapt solely as a fare-paying passer
cheriered aircraft, provided such aircr:
by a duly licensed or cerfified pilof,
transportation and such trave! is listed
Any Accident where the Insured is the
operator’s license (except ina Driver's
An Accident that occurs while:

a. participating in any hazardous acli
type wheeled vehicle), personal w
exploration, bungee jumping, para
riding, driving, of testing a motoriz¢
test driving. Motorized Vehicle fc
conveyance, including but not lir
fractors, golf carts, motorized sco
and personal watercraft. Motori
wheelchair,

unless such activity is specifically listet
Medical or surgical treatment, diagno
pyogenic infection that results from :
Agccidental ingestion of contaminated s
Any Heart or Girculatary Malfunction,
covered undsr the Policy or unless the

donal exclusions for the Accident Ned

{1l not pay Benefits for:

Expenses incurred for services or treal
a. employed or retained by the Policy
h. the insured, or the Insured’s Famil
Expenses Incurred for charges which ¢
or for which no charge is made.

oo
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pecific Loss Benefit
aown in the Schedule of Losses (above) s

sprance at or above the elbow or knee joir
wverance at or above the wrist or ankle jo
pete severance at or above the metacarp
aable loss of sight;

aable loss of speech;

rrable loss of hearing of an ear.

EXCLUSIONS
; apply fo any and all Benefits and any

rr, declared or undeciared, whether ciy
1 organized forces of military nafure (whit

1 full-ime active duty (mare than 31 days
iviolent disorder,
3art in corrritting or attempting to comn

rinder the influence of any diug, narco
zand talen according to the Physician’s
11 the Accidental Injury accurred.  Cenv
Tnfluencs.”; or

¢ suicide or atiempt thereof, while sane o1
riravel or flight {including getting in or ot
iager in a commercial aircrafi, or as a p
Jft has a valid and current airworthiness
itand while such alrcraft is being use
aas a Covered Activity in the Schedule of
» operator and does not possess a curre

EEducation Program).

Jwities, including the sports of snowmobie
tzatercraft, sky diving, scuba diving, skin
sthute jumping or mountain climbing;

sed vehicle used in arace or speed conte
anr purposes of this provision means an
anited to automobiles, trucks, motoroycl
soters, lawn mowers, heavy equipment ¢
rzed Vehicle doss not include & Medic

11 as a Coverad Activity in the Schedulec
sstic or preventative care of any Sickne:
aan Accidental Injury or a bacterial infe
ubstances.

wwhether or not known or diagnosed, e
‘Ilimmediate cause of such malfunction is

‘dcal Expense Benefit and any applicak

riment rendered by a Physician, Nurse o
hholder, or its subsidiaries or affiliafes;
iy Member.

‘Hhe Insured would not have fo pay if heh:

wwhich is payable under the

t;
rint;
ypphalangeal joints;

i applicable Riders, uniess

il or international, or any
*th does not inciude acts of

}) in any Armed Forces,
it felony, or engaging in

‘itic, intoxicant or chemical
rinstructions) as defined by
dction is not necessary for

finsane.

tit, on or off) in any aircraft
1gssenger in a Policyholder
¢ cerfificate and is operated
11 for the sole purpose of
EBenefifs.

nnt and valid motor vehicle

3, ATV (alt terrain or similar
t diving, hang gliding, cave

set, sport, exhibition work or
vy self-propelled vehicle or
2es, ATV's, snow mobiles,
wsed for excavating, boats,
cally Necessary motorized

ff Benefits.

iss, except for treatment of
sHon that results from the

ceept as may be otherwise
eexternal trauma.

ide Riders

any other Provider who is:

ilshe did not have insurance
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Expenses Incurred for charges which a
Bxgenses Incurred for any condition o
law or similar law.
That part of medical expenses payable
Expenses incurred for any treatment
Association (AMA) or the American Del
Expenses Incurred for the examination
hearing aids, unless Injury has causec
existing eye glasses, contact lenses or
Expenses Incurred for new, or repair ¢
or braces or other dental appliances, ¢
teeth or gums, except as a result of Injt
applicable.
Expenses Incurred for personal comi
telephone charges, television rentals, ¢

. Expenses Incurred for ar in connection
Benefits.

. Expsnses Incurred for supervision of a

. Bxpenses Incurred for Durable Medical

. Expenses Incurred for subsequent rep
and appliances.

SUBROGAT

of

mmount of the payment made by Us is it
>cess from one or more of: (8} The per
nce companies or any other plan; or (d‘
@sonable cash value of any Benefit provic

ot your covered dependent has a claim |
hhenefits are payable under this plan, N
it of recovery shall be limited to the rec
*il!h:s plan, but shall not include non-me
amg may not be recovered. Natiorwide Li
;meﬂts You or your attorney must info
hnent agresment af least ten days prior b
?o;ou of the amount it seeks to recover fo
‘aare of your altorney's fees and expense:

(

¢ of Claim

11 Notice of Claim must be given to Us or
cor as soon thereafter as is reasonably p
Eduoe or invalidate the claim if it was not r
19s reasonably possible. Nofice should
ss; {3) the Covered Group's name and a
aand address.

FFroms -

%cforms are provided at the fime the Policy
‘ss requested within 10 calendar days afte
rrepresentatives. If not, the Proof of loss
y statement indlicating the date of the Inju
nne of Qur representatives. Proof of loss 1

cofLoss

11 Proof of loss must be sent to Qur Horr
dd of any peried of Inpatient Confineme
| Failure to furnish the proof of loss with
aasonably possible to submit the proot
saably possible. When We receive notice

Ab, 2000 B GA

;rere in excess of Reasonable Charges.
yovered by any Workers' Compensalicn ,
i

el: by any autornokile insurance Policy with
#that is considered to be experimental
thtal Association (ADA).

, prescripfion, purchase, or fitting of eye:
i impairment of sight or hearing or unles
hhearing aids is necessary as a result of :
rr replacement of, dentures, bridges, det
rrowns, caps, inlays or onfays, fillings or
‘miry up to the Dental Maximum shown int

dort or convenience items mc!ucﬁng, bt
rr guest meals.
vwith Custodial Care, unless otherwise s

an anesthetist,

I Equipment rental in excess of the purch
aairs and replacement of prosthetic devit

J1ION AND RECOVERY RIGHTS

jaore than We should have paid under th

-;:.son We have paid; (b) The person for

) t other organization. The amount of the
inthe farm of services,

oor damages from a third parly or parties

ationwide Life Insurance Company may
icovery of any benefits paid for identical «
ddical iterns. Money received for future
e Insurance Company’s right of recover
rm Natiormide Life Insurance Compal
yo satffement or trial. Nationwide Life Ins
"1 covered benefits paid. Our recovery
35 of fifigation.

LLAIVM PROVISIONS

( Our authorized representative within 30
yossible, Failure to provide notice within tl
sgasonably possible fo give such notice a
rinclude: (1) the Policy number; (2) the
dddress; (4) the Insured's name and addr

i is issued. Additional Claim forms will be
rr & written nofice of Claim is received by
rrequirements can be mel without using (
vy as well as the nalure and extent of the
ymust be sent within the time fimits stated

lee Office or to one of Our representative
@m for which Claim is made; or (2) the
rin the time reguired does not invalidate
" within fhe required fime, if the proof
2 of Claim that does not contain all nece

10

\et, Occupational Disease

aout regard to faulf.
tby the American Medical

I;Iasses, contact lenses, or
$ repair or replacement of
12 covered Injury.
Aital implants, dertal bands
faany other treatment of the
hha Scheduie of Benefits, if

mt not limited to, Hospital
;peciﬁed in the Schedule of

aase price.
ces and orihopedic braces

isis Palicy, We may recover
vwhom YWe have paid; (¢)
+ payments made includes

f for any ikness o injury for
1 have a right of recovery.
xoovered medical expenses
nmedical care or pain and
1y may include compromise
wy of any legal action or
turance Company will then
-aay he reduced by the pro-

days after a covered Loss
e required time period will
nd the notice was given as
- Pelicyholder’s name and
ses5s; and (5) the Claimant's

ssent to the name and
¢ Our Home Office or cne
0ur forms. Simply send a
k loss to Our Home Office
ilin the next paragraph.

38 within 365 days after: (1)
{date of Loss on any other
cor reduce a claim if it was
"is furnished as soon as
‘sssary informafion or is not
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aappropriate Claim form, forrns for filing |
sssing information.  We retain the righ
tetely evaluate and process the Claim. F:
tmay result in the termination of a Clain
abtion or documents needed to determine

i,mt of a Claim

| pay Loss of life Benefits o the Insured
:ciary is shown, We will pay the applicak
secified, We will divide the death Bene
{¥s death. We are not responsible for th
sensficiaries on file, or if none are living 8
I Insured's estate; or (2) at Our option, tc
ssive preference Beneficiaries — the |
g and sisters, aqually.

ser Benefils that are not assigned will be
ilin the paragraph immediately above.

went is to be made to; (1) an insured’
idise not competent to give a valid rele
ann, o a person supporting the Insured, o
Beneficiary whom VVe consider to be enti

14 to any wiitten direction of the Insured,
sor otherwise incompetent to make such e
pesult of medical, surgical, denfal, Hosg
kted in writing not later than the tme fo
ring such services If payment is made
tit actually paid by the Insured.

t required that a service be furnished by
AUty fo the extent of the payment. All pay

f Payment

secelving proper written Proof of loss, V'
3 otheraise stated in the Policy), while fi
vy balance sfill due after We receive the
g Expenses) will be paid within 15 days
ze law. If We fail to pay the benefit due
: t rate required by the state.

nment

+3 niot bound by an assignment of Benefil
aured (insured's parent, if a minor) or his
zal Examination and Autopsy

seerve the rights to have a Physician of ¢
This may be done as often as reasoni
dis. We may also require an aulopsy, unle

Fhoice of Physician
%sswed has a free choice of a Physxc
wship will be maintainad,

oon Accident
wnsured and his or her Beneficiary die frol
1 the same time, the Insured's Benefits w

Legal . AAction

No act
written
affer
limitath

don at law or in equity to recover under
F Proof of loss has been sent as required
we time written Proof of loss is require
aons, whichever is greater.
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*Proof of Loss will be sent to the Claimar
t to make subsequent requests for Pr
Milure of a Claimant to cooperate with Us
2. Such cooperation includes, but is ne
ywhether Benefits are payable or the acht

i¢'s Beneficiary on file with Us at time of
hle percentage specified to each. If no ¢
fifits equally among those Bereficiaries
= validity of a Beneficiary designation ¢
Lt the time of the Insured's death, We will
2 ane or more of the first surviving class
nsured's surviving: (2) spouse; (b) chi

| paid to the Insured if living; otharwise,

58 estale; or (2) to an Insured or Bene
asse, We may pay up to $1,000 to the
1 to any relative by blood or by marriage
Hitled to the payment,

oor of the legatl or nafural guardian of the
a direction, all or a porfion of any indemni
soital or nursing service may, at Our of
rr filing Proofs of Loss, be peid directly
o the Insured, in no event will pay an)

aa specific Provider. Payments made by |
aments made by Us will be made in Unite

fele will pay the periodic Banefits due, n
e loss and our liability continue. When
: proper written Proof of loss. Benefits -
= after VWe receive proper wiitten Proof of
1 within this time period, any applicable

=8 until Ve or one of Our representatives
sor her legal guardian. We are not respon

P choice examine the insured whose
aably necessary while a Claim is pendin
sss forbidden by law. These will be at O1

idan, Hospital, or other eligihle Frovid

mi the same Accident without enough evi
Hill be paid as if he or she died last.

ne Pdlicy may ke brought against Us be
I by the Policy. No such action may be t
dd to be sent or after the expiration of

¥

Wt along with a request for
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