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izt 2021-2022 STUDENT ACCIDENT INSURANCE PLANS

= Acciderts happen! When fhay happen to your child, somecre must pay the bills.

W Hate are Accidenl only insuranca plans o help cover your ehild eithar 24 hours a day {24-Hour Plan) or while In schoot (School-Time Plan).

W These plans provide bensfits to help maet the cost of medical and Hosphal expense.

M [t you have ather insurance, these plans can help offset the deductiles and cainsurance for thosa plans.

M 1f you have no olher isurance, these plans will provide basic covarage,

® Any banefils payable by the Poficy as a result of medical, surgical, dental, Hospital or rursing service wiki be paid directly to {he Hospital or
parsan rendering such service unless proof of payment in full is provided,

24:HOUR | SCHOD. IMPORTANT PROTECTION FACTS
Becomes eifective the dale pramiurm payment Is recalvad by Guarantes Trust Life Insuzance Company (GTL), ils representatives
v ' or scheo! offictals {birl not prior to the epening day of schacl), Sludents parlicipaling in preschoo! pragtice or play for interscholastic

sporis sanclioned by the Ohic High School Athlelic Asseclation will ba coversd as of he dala of actuat premium payment but only
wihils engaged in actual practice or game sessians, Gthar aspects of coverage will not start sooner than the first date of regular

school sesslon.

v v Provides coverage during the hours that scheol is in regular sesslon.

v Provides 24-Hour-A-Day prolaction,

Vs v Provides coverage during the time necessary for travel betwaan 1he insured's home and the beginning or
end of regular school sessions,

v s Provides coverage while participating in {or attanding) activilles arganized, sponsored and supervised by the schoal.

Coverage is alsa pravided for trave! directly 1o and from such activitles in a Designaled Vehicle furnished by the schoel.

Coveradgq expiras al he close af the regular scheol temm. {Coverage will be extended while &llending academic classes
s for credll in ifve summer, whan classroom sassians are exclusively sponsored and solely supendsed oy the schoof;
howsaver, no coverage will be provided for travel fo and from classas?o

v Coverage cantinues without interreplion all summer until school re-opens for The folowing tem,

Optionat Football Only Accident Coverage begins on the date of premium raceipt by GTL, ils representatives or schoa! officials, but not priar to
the first official date of praclics; and continues through e date of the last official game of the cumenl season Including playoffs.
Footbalt premium covers foatball only.

To file 2 clalm: Report accidents 1o the schoal. Forms will be furnished through the principal’s office (during vacation time centadt the adminlstrators of the
plan). Complate procf of loss and accumulated biils must ba recsived by Guarantee Trust Life Insurance Gompany withir 20 days.

24-Hour-A-DAY ACCIDENT COVERAGE

24-Hour-A-Day Protection for each Covered Accident
Helps pratect your child for the entire school year and extends throughout the summer - right v to the day schodl opens.
Your child’s coverage is good WOREDWIDE, 24-HOURS-A-DAY, This Includes covered accidents:
@ Athome < Atplay % Atschoo! <. Onvacalion % Scouting, camping etc. % During coverad travel
% While engaged in sports, except those specifically excluded or for which optional coverage is required”
*Sae OPTIONS for available optional sports coverage, if any.

ScHOOL-TME ACCIDENT COVERAGE

Helps protect your child while attending regular school sessions. Includes coverage for travel directly fo and from your
residence to atlend ragular school sessions for travel fime required, but not more than one hour bafore or after regular
classes. Travel time on the school bus is extended for any additional time needed. In addition, coverage is provided while
participating in {or attending) covered activities exclusively arganized, sponsored and solely supervised by the school and
school employees, including travel directly to and from the activily in a Designated Vehicle furnished by the school and
supenvised solely by school employses. Optionai coverage may be required for interscholastic sports. See OPTIONS
for available optional sports coverage, if any.

Blanket Accident Insurance products are issued on Form Series GP-2030, GP-2020 or GP-1200 by Guarantee Trust Life
Insurance Company, Glenview, IL. These products and their features are subject to state availabilty and may vary by state.
Certain exclusions and limitations may apply. The exact provislons governing the insurance are contained in the Pollcy lssuad to
the Policyholder and cerlain provisions may be administered to conform to state requirements. The Policy shall controf in the
avent of any confllct between the Policy and this brachure. For complefe details of coverage please contact the agent adminis-
tering the program.
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What's Govered? Up fo $25,000.00 as described under Coverage and Benefits for:

H ACCIDENTS OCCURRING WHILE COVERAGE IS IN FORCE

M 0SS FROM ACCIDENTAL BODILY INJURY RESULFING DIREGTLY AND INDEPENDENTLY OF ALL OTHER CAUSES

W COVERED MEDICAL EXPENSE WHICH BEGINS WITHIN 30 DAYS OF THE ACCIDENT AND IS INCURRED WITHIN
52 WEEKS OF THE AGGIDENT

COVERAGE AND BENEFITS
BENEEITS ARE PAYABLE UP TO THE DOLLAR AMOUNTS SPECIFIED BELOW

Low HioH Low HicH
BENEFITS PER INJURY o 1 e BENEF{TS PER INJURY oo | e
HOSPITAL ROOM 300 IMAGING Including X-rays end 100 200
AND BOARD AND Per day $150 $ PROCEDURES interpretaticn $ §
GENERAL NURSING
CARE MRICAT Scan $125 | $250
HOSPITAE
MISCELLANEGUS §1,000 | $2,000 | | ORTHOPEDIC Fumished by he Hospitel $100 | $200
EXPENSE APPLIANCES
HOSPITAL DENTAL For Injury to Sound,
EMERGENCY GARE 190 | 8360 || ropxtMENT | Natural Teelh, per tooth $200 | $400
DOGTOR'S FEES Par Unit $80 $166 Up ta a maximum of < | 4600 | $1,200
FOR SURGERY Unit Value determined
by the Surgical Schedule ACCIDENTAL Cauzed by an Injury and
DEATH AND ooeurring within 365 days of
ANESTHESIA Percent of Surgical Y 255 DISMEMBERMENT d Ace
SERVICES Seharile Albmars 25% % Ihe covered Accident
AEULACE Only one of these | AGCIDENTAL DEATH §2,000
$100 4200 benetlts, the EN
EXPENSE largest, will be flswiz‘;a&:” dT .
o & Hand or One

DOCTORS' VISS | per visk g5 | s [Pl e (B $1,600
Non-surgical bansfits shown | Loss of the Entire Sight of $1,000
Including Physlcal Therapy, per visit $25 450 Both Eyes
Physical Thera|

! [ug Maximum rumbse of vslls s ) Loss of Both Hands or Feet $10,000

ner Injury

tjury means bodily Injury due to an Accidant which rasults directly and independently of disease, bodlly infirdly, or any other causes;
salely, directly and independently of all other causas, results In madical expense; occurs afler the effeclive date of the Insured’s cover-
age under the Policy; and oceurs while the Pelicy is In farce, All injuries sustained in any ona Accident, including efl refated conditions
and recurrent symptoms of these Injuries, are considered a single Injury.

EXCLUSIONS

THE POLICY DOES NOT COVER: (1) Treatmant, servicas or supplies which are not Medieally Necessary; are not prascribed by a
Doctor as nacessary to treat an Injury; are Experimentalfinvestigational in nature; are received without charge or legal obligation to pay,
are received fram persons employed or retained by the Polleyholder or any Family Member, unless otherwise specified; or are nol
specifically ksted as Covered Charges Ih the Policy; {2) Intentionafly self-inflicted Injury; (3) Injury sustained while viclating or attempling
to viotate any duly enacted law; (4) Injury by acts of war, whether daclared or nat; (5) Injury received while traveling or flying by air,
oxcept Bs a fare paylng passengar on a regularly scheduled commercial airline; {6) Injury coverad by Worker's Compensation or the
Occupational Disease Law; (7) Treatment of ilness, disease or infections, except infectiona which result frem an accidental Injury or
infections which result from accidental, involuntary or an unintentional Ingestion of a contaminated substance; (8) Hemia, any type; (9)
[njury sustained fighting or brawiing, except in self-defenss; (10) Sulcide or attempted sulclde; (11) Any penally imposed by Glher Vallg
and Coflectible Insurance or Plan for failure to follow plan procedures; (12) Loss resulling frem the use of any drug or agent classified
as a narcollc, psycholylic, psychedelic, hallucinageric, or having a similar classification or effect, unless prescribed by a Dostor; (13)
injury sustained while operating, riding In or upen, monting or alighting from, any two, three or four- wheelad recreational motarfengine
driven vehicle, snowmobile or all-terrain vehicle (ATVY; (14) Injury sustained while participating In or practicing for genjor high inter-
schalastic tackle football including grade 9 if playing with grade 10 or above, including travel, unless aplionat coverage has beeh pur-
chased; (15) Gosmetic or plastic surgery, except for reconstructive surgery on an injurad part of the body; {16) Treatmeni in any
Velaran's Admiinistration or Fecerat Hospital, except If there is & legal obfigation ta pay; (17) Loas resulting from being lagally Intoxicated
or under the influence of alecho! as defined by the laws of the slate in which the Injury cccurs; (18) Dental treatment, except as specif-
ically stated; {19) Services of an assistant surgeon or Doctor when surgery Is performed, (20) £yeglasses, contact lenses, rautine eye
exams ar prescriptions therefore; (21) Prascription Drugs, crutches, braces, artificial kmbs, efc., except as specifically stated.

hdministered by: STUDENT PROTECTIVE AGENGY, 300 Coshacton Ave., Mount Vemon, GH 43050 « (800) 278-2544
Undamwriten and claims paid by: GUARANTEE TRUST LIFE INSURANCE COMPANY {GTL), 1275 Miwaukee Ave, Glenview, 8. 80025 - {800) 622-1993
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- 20212022 ScHooL YEAR ENROLLMENT Form

GTL

Fiast Nuag LA00LE INTIL LAST Nane

GUARANTEE
TRUST
LIFE

PLEASE PRINT CLEARLY

OHE TIME AdNUAL PAYMERT

Low HisH STURENT'S
OPTIONS Optioy | Opreon Name
24-Hour-A-Day PLAN
Srupants Greoes K6 [ 01379 |0$158 DAtk oF BIRtH MaE ) FEMALE =)
Sruosnrs Grapes 7-12 | 1§91 [ a$182 Mo Day B

SeHooL-TIHE PLAN ScHool, DisTRICT ScHOoL.
Srunents Granes K8 | (0523 [L1548
Srunenrs GRaoes 7-12 F Q1§37 [QI$74 GRracE STucent's ADDRESS
OprtakaL FoaTBaLe
GoveRaGE Ciry SrarE 2ip
(Granes 10-12,
':&';'ﬁfm; ?ﬁp TeLEPHONE # DATE 0F ENROLLKENT
2021 Season Oy
Per Puaver %420 |0$258 PARENT OR GUARDIAN'S EMAIL ADDRESS
TOTAL §, {PLEASE 130 W SEHD CASH) NAME OF PARENT OR GUARDIAN (PLEASE PRINT)
MAKE CHECK PAYABLE TO YOUR LOCAL AGENCY
NO REFUNDS ARE AVAILABLE SIGHATURE OF PARENT OR GUARDIAN
GAA5-KEF
N e —————————mm i mm mHt bR AR 2 £ £ £ m e m o kA A A .

PLEASE REMEMBER TO:

m COMPLETE THE ENROLLMENT FORM AND CHECK THE PLAN AND OFTIONS YOU WANT.

MAKE YOUR GHECK OR MONEY ORDER (PLEASE DO NOT SEND CASH) FOR THE TOTAL
ﬁ[} ENCLOSED PAYABLE AS INDICATED.

MAIL THE ENROLLMENT FORM WITH YOUR CHECIC OR MONEY ORDER TO:

STUDENT PROTECTIVE AGENCY
A4 <]

N 300 Coshocton Avenue N
Mount Vernon, OH 43050

PLEASE NOTE: YOUR CANCELED CHECK IS YOUR RECEIPT. iF CANCELED CHECK 15 NOT
RECEIVED WITHIN 60 BAYS, PLEASE CONTACT YOUR PLAN ADMINISTRATOR.
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NOTE: PLEASE READ THIS BEFORE SUBMITTING A CLAIM

INSTRUCTIONS FOR FILLING OUT AN ACCIDENT MEDICAL CLAIM FORM

¥ The claim form must be completed and signed by the Organization and the injured Member (if the member is
a minor, then the Member’s parents or guardian should complete and sign the claim form). Please indicate
your Group or Association name on the elaim form. Also, the "Authorizetion To Permit Use and Disclosure of

Health Information" must be signed.

> Your Accident Medical plan requires that reatment must be sought within a specific time frame. Please refer
to the Schedule of Benefits in yowr policy for the “Initial Treatment Period".

» PROOF OF LOSS (COMPLETED CLAIM FORM AND ITEMIZED BILLS) SHOULD BE SUBMITTED
WETHIN 90 DAYS OF THI ACCIDENT. ADDFTIONAL BILLS RELATED TO THE ACCIDENT
SHOULD BE SUBMITTED WITHIN 90 DAYS OF TREATMENT.

> Please attach itemized bills to the claim form. A balanced due bill from your provider is not sufficient.
An ilernized bill is a statement that indlcates: ' ‘
1} The date(s) of treatment,
2} The type(s) of service,
3 The diagnosis,
4) The medical provider's name and addvress
5) The individual charge for each expense.

% If you have other (primary) insurance coverage, please send us a copy of their payment or denial
{"Explanation of Benefits") statement. Please note: This Is not necessary if you have purchased a "Primary”
plan through GTL that pays regardless of other insmance payments.

¥ Return the completed claim foxm, itemized bills and other insurance payment or dendal {"Bxplanation of
Benefits") statements (if applicable) fo:

GUARANTEE TRUST LIFE INSURANCE COMPANY
P.0. Box 1148
Glenview, Tllineis 60025

% Please indicate which bills have been paid by you. If you prefer our payment to go directly to the medical
provider, please notate this on the bills,

% A claim form needs to be completed only at the begianing of treatment for each accident. Additional bills or
follow-up treatment should indicate your name, group or association name and date of accident.

P We suggest you make photocopies of any correspondenos sent to our office to keep for your own records.

IMPORTANT:

Please take note that your claim will result in a processing delays as the result of not
providing us with the following: the completed claim forms, the itemized bills from your
medical provider and a copy of your other insurance payment or denial ("Explanation of
Benefits™) statement,

Ifyou have any questions, please contact our Customer Service Department at (800} 622-1993.
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