
2016 –2017 E N RO L L M E N T A P P L IC A TIO N (please print or type)

Student’s Last Name Student’s First Name Student’s Middle Initial Grade

Address City State Zip

Telephone Number Birthdate

School District Name of School

Check your selection: Plan A Plan B
24-Hour Extension Grades PreK-8  $120.00  $65.00

Grades 9-12  $150.00  $85.00
Dental  $ 15.00  $15.00

P lease make checkpayable to GerberL ife Insu rance C ompany
Total Enclosed:

Signature of Parent or Guardian Date 0040

2016 – 2017 STUDENT ACCIDENT INSURANCE COVERAGE

Dear Parent,
Your School chose to carry medical insurance for students injured in accidents on school premises. The School has also approved a medical
and dental accident insurance plan worthy of your consideration to add to coverage purchased. This coverage will extend the hours your child
is covered and also may cover your child during certain activities not covered in the school purchased plan. We urge you to consider the
benefits described in this brochure.

O P TIO N A L 24-H O UR A C C ID E N T C O V E RA GE (E X TE N S IO N )– Insurance coverage is extended to provide for covered injuries that
occur other than during the hours and days when school is in session and/or while attending or participating in school sponsored and supervised
activities on or off school premises. The Extended Accident Coverage provides coverage during the weekends and vacation periods, including
the entire summer. No coverage is provided for participation in interscholastic tackle football. No coverage is provided for participating in
Interscholastic Sports or school sponsored/supervised activities covered under the Student Accident Insurance Program purchased by the
school.

O P TIO N A L 24-H O UR D E N TA L C O V E RA GE (C an be pu rchased separatelyorwith othercoverage)–Insurance coverage is in effect 24
Hours a day. Injury must be treated within 60 days after the Accident occurs. Benefits are payable within 36 months after the date of Injury. The
maximum eligible expenses payable per covered Injury is $10,000. In addition, when the dentist certifies that treatment must be deferred until after
the Benefit Period, deferred benefits will be paid to a maximum of $2,500. The Student must be treated by a legally qualified dentist who is not a
member of the student’s Immediate Family for Injury to teeth. Coverage is limited to treatment of sound, natural teeth.

C O V E RA GE P E RIO D –Coverage under the Optional 24-Hour Accident Coverage (Extension) and the Optional 24-Hour Dental Coverage begins on the
date of premium receipt by the Plan Administrator but not before the start of the school year. Optional 24-Hour Accident Coverage (Extension) and Dental
Coverage ends when school reopens for the following school year. Coverage is available under the plan throughout the school year at the premiums quoted (no
proratapremiu ms available).

S C H E D UL E O F B E N E FITS
Coverage for Injuries due to Accident only

M aximu m B enefit: P L A N A P L A N B
24-Hour Option (Extension) $50,000 $25,000
Injuries Involving Motor Vehicles $10,000 $10,000
Death Benefit/Double Dismemberment $20,000 $20,000
Single Dismemberment $10,000 $10,000

L oss P eriod forM edicalB enefits Treatment must begin within 60 days from the date of Injury
B enefitP eriod forM edicaland A D & D /L oss ofS ightB enefits 1 Year 1 Year
E xcess C overage A pplicability $100 Primary Excess $100 Primary Excess
O therP lan Redu ction P ercentage 50% 50%

(see Excess Coverage Provision)

H ospital/FacilityS ervices -Inpatient
Hospital Room and Board (Semi-Private Room Rate) 100% RE* 100% RE*
Hospital Intensive Care 100% RE* 100% RE*
Inpatient Hospital Miscellaneous $1,200 Per Day $600 Per Day

H ospital/FacilityS ervices -O u tpatient
Outpatient Hospital Miscellaneous

(Except physician services and x-rays paid as below) 80% RE* $1,000 Maximum
Day Surgery Miscellaneous 80% RE* $1,500 Maximum
Hospital Emergency Room 80% RE* $100 Maximum
P hysician's S ervices
Surgical 80% RE* 80% RE* to $1,000 Maximum
Assistant Surgeon 25% of Surgical Benefits 25% of Surgical Benefits
Anesthesiologist 25% of Surgical Benefits 25% of Surgical Benefits
Physician's Non-surgical Treatment (Except as below) 80% RE* $30 Per Day
Physician's Outpatient Treatment in connection with

Physical Therapy and/or Spinal Manipulation 80% RE* / 10 Visits Maximum $30/Visit / $300 Maximum

O therS ervices
Registered Nurses' Services 100% RE* 100% RE*
Prescriptions - outpatient $300 Maximum $100 Maximum
Laboratory Tests – Outpatient $500 Maximum $150 Maximum
X-rays, includes interpretation - outpatient 80% RE* $300 Maximum
DiagnosticImaging(MRI,CATScan,etc)includesinterpretation–outpatient 80%RE* $150Maximum
Ground Ambulance $1,000 Maximum $500 Maximum
Air Ambulance $1,000 Maximum $500 Maximum
Durable Medical Equipment (includes Orthopedic Braces & Appliances) $500Maximum $250Maximum
Replacement of eyeglasses, hearing aids, contact lenses,

if medical treatment is also received for the covered injury. $400 Maximum $200 Maximum
Dental Treatment to sound, natural teeth due to covered injury $1,500 Maximum $750 Maximum

*RE meansReasonable Expense GER_041424H REX T(0040)



E X C E S S C O V E RA GE P RO V IS IO N The Company will pay Reasonable Expenses that are not recoverable from any Other Plan. The Company will
determine the amount of benefits provided by Other Plans without reference to any coordination of benefits, non-duplication of benefits, or similar provisions.
The amount from Other Plans includes any amount, to which the Insured is entitled, whether or not a claim is made for the benefits. This Blanket Student
Accident Insurance is secondary to all other policies. This provision will not apply if the total Reasonable Expenses incurred for Hospital and Professional
Services Benefits are less than the amount stated in the Schedule of Benefits under Excess Coverage Applicability. Any covered Hospital and Professional
Services Benefits payable under this provision will be reduced by the Other Plan Reduction Percentage shown under Excess Coverage Provision Applicability if: 1) The
Insured has coverage under any Other Plan; 2) The Other Plan is an HMO, PPO or similar arrangement; and 3) The Insured does not use the facilities or services of the
HMO, PPO or similar arrangement. Any covered Hospital and Professional Service will not be reduced for emergency treatment within 24 hours after a covered
Accident which occurred outside the geographic service area of the HMO, PPO or similar arrangement.

D efinitions for purposes of the Accident Medical Benefits-Hospital and Professional Services Benefits provided by this Policy: H M O or Health Maintenance
Organization means any organized system of health care that provides health maintenance and treatment services for a fixed sum of money agreed and paid in advance
to the provider or service. P P O or Preferred Provider Organization means an organization offering health care services through designated health care providers who
agree to perform those services at rates lower than non-Preferred Providers.

M E D IC A L B E N E FITS When a covered Injury to a student results in 1) treatment by a legally qualified Physician or surgeon (other than a member of the
immediate family or person retained by the school) or 2) Hospital confinement, and treatment begins within 60 days from the date of Injury, the Company will
pay the benefit as shown in the Schedule of Benefits, subject to the Excess Coverage Provision above. Only eligible medical expenses incurred by the Insured
within 52 weeks from the date of the Accident are covered. Benefits for any one Accident shall not exceed in the aggregate the maximum stated in the Medical
Benefit plan purchased. Expenses incurred after one year from the date of Injury are not covered, even though the service is a continuing one, or one that is
necessarily delayed beyond one year from the date of Injury.

A C C ID E N TA L D E A TH ,D IS M E M B E RM E N T A N D L O S S O F S IGH T When a covered Injury results in any of the Losses to the Insured which are stated
in the Schedule of Benefits for Accidental Death, Dismemberment, or Loss of Sight then the Company will pay the benefit stated in the schedule for that Loss.
The Loss must be sustained within 365 days after the date of the Accident.
The maximum benefit payable under this provision is stated in the Schedule of Benefits under Maximums and Benefit Period: 1) Life 2) Both Hands or Both
Feet or Sight of Both Eyes; 3) Loss of One Hand and One Foot; 4) Loss of One Hand and Entire Sight of One Eye; 5) Loss of One Foot and Entire Sight of
One Eye; 6) Loss of One Hand or Foot; 7) Loss of Sight in One Eye; 8) Loss of Thumb and Index Finger of Same Hand. Half of the maximum benefit will be
paid for the Loss of one Hand, one Foot or the Sight of one eye. Loss of Hand or Foot means the complete Severance through or above the wrist or ankle joint.
Loss of Sight means the total, permanent Loss of Sight in One Eye. The Loss of Sight must be irrecoverable by natural, surgical or artificial means. Loss of
Thumb and Index Finger of the Same Hand means complete Severance through or above the metacarpophalangeal joints of the same hand (the joints between
the fingers and the hand). Severance means the complete separation and dismemberment of the part from the body. If the Insured suffers more than one of the
above covered losses as a result of the same Accident the total amount the Company will pay is the maximum benefit. Benefits paid under this provision will
be paid in addition to any other benefits provided by the Policy. Benefits under this provision are subject to all other provisions of the Policy, including all
Coverage and Limitations, Maximums and Exclusions.

D E FIN ITIO N S Inju rymeans bodily injury caused by an Accident. The Injury must occur while the Policy is in force and while the Insured is covered under
the Policy. The Injury must be sustained as stated on the face page of the Policy, except where specifically stated otherwise in the Policy. A ccidentmeans a
sudden, unexpected and unforeseen, identifiable event producing at the time objective symptoms of an Injury. The Accident must occur while the Insured is
covered under the Policy. Reasonable E x pense means the average amount charged by most providers for treatment, service or supplies in the geographic area
where the treatment, service or supply is provided. Such services and supplies must be recommended and approved by a Physician.

E X C L US IO N S No Benefits are payable for Hospital and Professional Services for the following: 1) Injuries which are not caused by an Accident; 2)
Treatment for hernia, regardless of cause, Osgood Schlatter’s disease, or osteochondritis; 3) Injury sustained as a result of operating, riding in or upon, or
alighting from a two-, three-, or four-wheeled recreational motor vehicle or snowmobile; 4) Aggravation, during a Regularly Scheduled Activity, of an Injury
the Insured suffered before participating in that Regularly Scheduled Activity, unless the Company receives a written medical release from the Insured’s
Physician; 5) Injury sustained as a result of practice or play in interscholastic tackle football and/or sports, unless the premium required under the Football
and/or Sports Coverage provision has been paid; 6) Any expense for which benefits are payable under a Catastrophic Accident Insurance Program of the State
Interscholastic Activities Association; 7) Treatment performed by a member of the Insured’s Immediate Family or by a person retained by the School; 8)
Injury caused by war or acts of war; suicide or intentionally self-inflicted Injury, while sane or insane (in Missouri while sane); violating or attempting to
violate the law; the taking part in any illegal occupation; fighting or brawling except in self defense; being legally intoxicated or under the influence of alcohol
as defined by the laws of the state in which the Injury occurs; or being under the influence of any drugs or narcotic unless administered by or on the advice of a
Physician; 9) Medical expenses for which the Insured is entitled to benefits under any (a) Workers’ Compensation act; or (b) mandatory no-fault automobile
insurance contract; or similar legislation; 10) Expense incurred for treatment of temporomandibular joint dysfunction and associated myofacial pain; and 11)
Expenses incurred for experimental or investigational treatment or procedures.

RE TA IN TH IS D E S C RIP TIO N FO R Y O UR RE C O RD S
This is not a Policy, rather a brief description of the benefits provided under the master policy issued to the school. Please refer to the master policy for
further details. IM P O RTA N T N O TIC E – TH IS P O L IC Y D O E S N O T P RO V ID E C O V E RA GE FO R S IC KN E S S .This brochu re has been
designed to illu strate the highlights of this insu rance. A llinformation in this brochu re is su bjectto the provisions of P olicy Form C O L -11,
u nderwritten byGerberL ife Insu rance C ompany(the C ompany).If there is anyconflictbetween this brochu re and the P olicy,the P olicywill
prevail.P lease see the M asterP olicyforindividu alstate details.

H O W TO FIL E A C L A IM
Written notice of claim must be given to the Company within 90 days after the occurrence or commencement of any loss covered by this policy, or as
soon thereafter as is reasonably possible. Notice given by or on behalf of the Named Insured to the Company, with information sufficient to identify
the Named Insured shall be deemed notice to the Company. Written proof of loss must be furnished to the Company at its said office within 90 days
after the date of such loss.

In the event of an Accident, students should: 1) Secure treatment at the nearest medical facility of their choice; 2) If you have other insurance, submit
your claim to your other insurer. When you receive the explanation of benefits notice from your primary carrier, sent it to us; 3) Obtain a receipt (if
payment of any bills were made) and itemized copy of charges from the provider of medical services and send copies of their itemized bills and the
fully completed and signed accident claim form to the claims office – mail all correspondence to WEB-TPA, P.O. Box 2415, Grapevine, TX
76099-2415; and 3) Call 1-866-975-9468 with any Claims questions.

UN D E RW RITTE N B Y : M A RKE TIN G A GE N T:
GerberL ife Insu rance C ompany Zevitz S tu dentA ccidentInsu rance S ervices,Inc.
W hite P lains,N Y 10605 333N .M ichigan A venu e,S u ite 7 14

C hicago,IL 60601
(312)346-7 460 /S u bu rbs C all(8 47 )37 4-08 8 8

To apply for coverage, please enroll on-line with a credit card at www.k12specialmarkets.com or cut along the dotted line, complete the form and
mail it, along with your check or money order, to the Please Return To: address shown below.

P lease Retu rn To: Zevitz S tu dentA ccidentInsu rance S ervices,Inc.
c/o K12S pecialM arkets P lan A dministrators
1265M ain S treet,S u ite 202
S tevens P oint,W I 5448 1

http://www.k12specialmarkets.com/

