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Participant Accident — Medical Claim Form

IMPORTANT NOTICE: Written notice of claim must be provided within 90 days of the loss. Written proof of loss must be provided
within 90 days after the date of loss. If it cannot be provided within that time period, it should be sent as soon as reasonably possible.
In no event, except in the absence of legal capacity, will proof of loss be accepted more than one year from the date it was otherwise
required.

Please mail your completed Claim Form with itemized bills and receipts to:

(To expedite your claim, please email your claim to the email address listed below.)

Chubb Insurance Company 800.336.0627 Inside USA
PO Box 816 302.476.6194 Qutside USA
Portland, ME04104 ChubbAandHClaims@Chubb.com

Thank you for notifying us of your claim. Please complete ALL questions. If any question is not applicable, please state N/A.

In addition to the Claim Form, please attach itemized bills for all medical expenses being claimed including the claimant’s
name, condition being treated (diagnosis), description of services, date of service(s), and the charge made for each service.

Section A. Must be completed and signed by a designated representative of the Policyholder.

Policyholder: BJ Jordan Child Care Programs Inc  policy Number(s): N14419226

Claimant’s Name: SSN:
Date of Birth: Name of Supervisor:
Date Coverage began: Sept 18, 2025 Date Coverage will end/has ended: Sept 18, 2026

Nature of injury or illness:

Describe how, when, and where accident occurred:

Did accident occur while traveling to or from work or a regularly scheduled? I_—_lYes D No

Date last worked: Date returned to work:

Weekly earnings:

Policyholder Representative Name: Title:

Daytime telephone number:

Signature:
Date:




Name, Address, Phone #, and Policy #/Account # of any other insurance companies under which claimant is insured:

Name of claimant’s guardian:

Relationship to claimant: Guardian's SSN:

Address (Guardian’s address if claimant is a minor):

Address of employer (Guardian’s employer if claimant is a minor)::

Employer’s daytime phone #:

By signing the below | hereby certify that the above information is true and correct to the best of my knowledge and belief.

I, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy,
Insurance support organization, governmental agency, group policyholder, Insurance company, asseciation, employer or benefit plan
administrator to furnish to the Insurance Company named above or its representatives, any and all information with respect to any
injury or sickness suffered by, the medical history of, or any consultation, prescription or treatment provided to, the person whose
death, injury, sickness or loss is the basis of claim and copies of all of that person’s hospital or medical records, including information
relating to mental iliness and use of drugs and alcohol, to determine eligibility for benefit payments under the Policy Number
identified above. | authorize the policyholder, employer or benefit plan administrator to provide the Insurance Company named
above with financial and employment-related information. | understand that this authorization is valid for the term of coverage of
the Policy identified above and that a copy of this authorization shall be considered as valid as the original.

| agree that a photographic copy of this Authorization shall be as valid as the original.
lunderstand that | or my authorized representative may request a copy of this authorization.
lunderstand that | or my authorized representative may revoke this authorization at any time by providing the insurance company

with written notification as to my intent to revoke.

Signature of Insured or Authorized Representative:
Dated:

Address:
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CHUBB GROUP
U.S. PRIVACY NOTICE

WHAT DOES THE CHUBB GROUP DO WITH YOUR
PERSONAL INFORMATION?

understand what we do.

Insurance companies choose how they share your personal information. Federal and state law gives
 Why? consumers the right to limit some but not all sharing. Federal and state law also requires us to tell you
S, i ek how we collect, share, and protect your personal information. Please read this notice carefully to

notice.

R STRAL R LA = Social Security number and payment history
© °  What? * insurance claim history and medical information
= account transactions and credit scores

The types of personal information we collect and share depend on the product or service you have with
us. This information can include:

When you are no longer our customer, we continue to share information about you as described in this

All insurance companies need to share customers’ personal information to run their everyday
business. In the section below, we list the reasons insurance companies can share their customers’

e HDW? personal information; the reasons the Chubb Group chooses to share; and whether you can limit this
o . . |sharing. -

‘Reasons we can share yourpersonal | = © “og oo o o TN e o s
C0 ¢ information . | DoesChubbshargr’’ | - Can'youlimit this sharing?

NI

For our everyday business purposes —

such as to process your transactions, maintain Yes No

your account(s), respond to court orders and

legal investigations, or report to credit bureaus

For our marketing purposes — to offer our Yes No

products and services to you

For joint marketing with other financial Yes No

companies

For our affiliates’ everyday business Yes No

purposes — information about your

transactions and experiences ,

For our affiliates’ everyday business No We don’t share

purposes — information about your

creditworthiness

For our affiliates to market to you No We don’t share
No We don’t share

nonaffiliates to market to you
| Questi

*| Call 1-800-258-2930 or goto h

s://www2.Chubb.com/us-en/privacy.aspx
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Who is prov1d1ng
this notlce"

‘How does Chubb

op tect your personal information from unauthorized access and use, we use security

Group protect my measures that comply with federal law. These measures include computer safeguards and

personal secured files and buildings.

. . 9

information? We restrict access to personal information to our employees, affiliates’ employees, or others
who need to know that information to service the account or to conduct our normal business
operations.

How does Chubb ) )

Group collect my We collect your personal information, for example, when you

personal = applysferinsurance or pay insurance premiums

. ° ) (e b e

information? » file an insurance claim or provide account information
»  give us your contact information
We also collect your personal information from others, such as credit bureaus, affiliates, or
other companies.

Why can’t I limit all | Federal law gives you the right to limit only

sharing? ) . . .

8 = sharing for affiliates’ everyday business purposes — information about your
creditworthiness

w affiliates from using your information to market to you
s sharing for nonaffiliates to market to you
State laws and individual companies may give you additional rights to limit sharing. See
below for more on your ri ights under state 1aw

TN o e R T Py 7 PR T |

Demon s ST

Affiliates . ) .
Companies related by common ownership or control. They can be financial and
nonfinancial companies.
= Qur affiliates include those with a Chubb name and financial companies, such as

Westchester Fire Insurance Company and Great Northern Insurance Company.

Nonaffiliates ) . )
Companies not related by common ownership or control. They can be financial and
nonfinancial companies.
= Chubb does not share with nonaffiliates so they can market to you.

Joint Marketing

A formal agreement between nonaffiliated financial companies that together market
financial products or services to you.

= Qur joint marketing partners include categories of companies such as banks.
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Fraud Warning:
Certain states require specific state mandated fraud language to be included on all claims forms while other states use a generalized

fraud stated. We have adopted the fraud warning language prescribed by the District of Columbia as its standard fraud statement.
Unless otherwise noted below this statement shall be included on all claims forms, applications and enrollment forms.

District of Columbia Generic Warning:

It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person.
Penalties include imprisonment and / or fines. In addition, an insurer may deny insurance benefits if false information materially
related to a claim was provided by the applicant.

The following states have required us to use state specific language as follows:

California

For your protection California law requires the following to appear on this form:

Any person who knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim
for payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Colorado
It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages.

Florida
Any person who knowingly and with intent in injure, defraud, or deceive any insurer files a statement of claim or an application

containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

New York

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning
any fact thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to exceed $5,000
and the stated value of the claim for each such violation.

Oklahoma
WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds
of any insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Pennsylvania:

Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing
any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits
afraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Maryland/Oregon

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

Virginia

Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer submits an application or
files a claim containing a false or deceptive statement may have violated state law.

Chubb. Insured.’



