
 Last Name:	

 School/Organization Name:	

 Phone Number:	

	












STREET					 CITY 				 STATE, ZIP

STUDENT INFORMATION

Student’s Name:	
FIRST NAME 		        MIDDLE INITIAL 		 LAST NAME

Date of Birth:	    Sex:   M    F Social Security #:	

Student’s Phone Number (or Parent’s if minor): 

Student’s EMAIL (or Parent’s if minor): 

Student’s Home Address: 	
STREET					 CITY 				 STATE, ZIP

ACCIDENT INFORMATION

Circumstance:       Game       Practice       Conditioning       Other (Please explain in Nature of Injury section.)

Type of Activity:       Club Sport       Intramural       Interscholastic       Non-Athletic

Activity/Sport (if athletic related):   Accident Date:	

Body Part Injured:	   Place of Accident:	

Nature of Injury (Details of what happened.):	

INSURANCE INFORMATION

Does the claimant have primary insurance?   Yes      No    (Attach separate documents if necessary.) 

Insurance Company Name:	

Insurance Company Address:	
STREET					 CITY 				 STATE, ZIP

Policy Number:    ID#:	

A-G SPECIALTY INSURANCE, LLC

PO Box 21013, Eagan, MN 55121

Ph: (610) 933-0800  Fx: (610) 933-4122  Email: claims@agadm.com
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K-12 STUDENT
 ACCIDENT CLAIM FORM

Please complete and submit to A-G Specialty Insurance with itemized 
medical bills AND primary insurance explanation of benefits.

Send all claim forms and documents using our 
secure upload portal: upload.agadministrators.com Alternatively, submit 

documents to claims@agadm.com.

For questions, however, please contact 
A-G Specialty Insurance: customerservice@agadm.com.

Is the student eligible for Medicaid or TriCare Benefits?  ___ YES  ___NO
If yes, please file for benefits under the Student Accident Plan before submitting expenses to Medicaid or TriCare.

A-G Specialty Insurance is the claims administrator for Guarantee Trust Life Insurance Company 



A-G SPECIALTY INSURANCE, LLC
On behalf of  GUARANTEE TRUST LIFE INSURANCE COMPANY 

P.O. Box 21013  -  Eagan, MN  55121   (610) 933-0800 
A-G Specialty Insurance is the claims administrator for Guarantee Trust Life Insurance Company 

HIPAA AUTHORIZATION 
To Permit Use and Disclosure of Health Information 

This Authorization was prepared for purposes of obtaining information to process a claim for benefits.  

Policy/Certificate # ___________________________________________________________________________ 

I, the undersigned, authorize any licensed physician, medical professional, hospital, clinic, or other medical-related facility, pharmacies, 
pharmacy benefit managers, governmental agency, insurance company, insurance support organization, consumer reporting agency, 
group policyholder, employer or benefit plan administrator to provide A-G Specialty Insurance, LLC (A-G) or an agent, attorney,  or 
independent administrator, acting on its behalf, all medical and health information concerning advice, care or treatment provided to the 
patient named below. This medical or health information includes information on the diagnosis and treatment of mental illness, alcohol, 
and drug use. This also includes information on the diagnosis, treatment, and testing results related to HIV, AIDS, and sexually transmitted 
diseases, unless otherwise restricted by state law. This authorization excludes psychotherapy notes. This Authorization also includes 
information provided to our health division for underwriting or claim servicing and information provided to any affiliated insurance company 
on previous applications. I understand that I or my authorized representative is entitled to receive a copy of the Authorization upon request. 

I understand that I have the right to revoke this Authorization, in writing, at any time by sending written notification to A-G, in care of the 
Claim Department Manager, at the above address. I understand that a revocation will not be effective to the extent A-G has relied on the 
use or disclosure of the protected health information or if my Authorization was obtained as a condition to determine my eligibility for 
benefits.  

I understand that A-G may condition payment of a claim upon my signing this Authorization if the disclosure of information is necessary to 
determine the level or validity of the claim payment. Failure to sign this Authorization, or subsequent revocation of this Authorization, may 
impair the ability of A-G  to process your application or evaluate claims, and may be a basis for denying an application or claim for benefits; 
however, your ability to receive health care services will not be changed if you do not sign this Authorization. 

Once information is disclosed to A-G pursuant to this Authorization, the information will remain protected by A-G  in accordance with federal 
or state privacy laws. However, I further understand that if a person or entity who receives this information is not covered by federal privacy 
regulations, the information may be re-disclosed by such person or entity and will likely no longer be protected by the federal privacy 
regulation. 

This authorization shall remain in force and in effect until two (2) years from the date this authorization is signed at which time this 
authorization will expire. 

I f this Authorization is signed by my authorized representative, that individual’s authority to act on my behalf is described below. 

(Print Please) Name of Patient Date of Birth 

Signature of Patient Date 

(Please Print) Name of Authorized Representative, or Next of Kin 

Relationship of Authorized Representative or Next of Kin to Patient 

Signature of Authorized Representative or Next of Kin Date 

AUTH21-01 CLAIM SR (A) A-G (6/2024)  



AUTHORIZATION

AFFIDAVIT: I verify that the statement on other insurance is accurate and complete. I understand that the intentional furnishing of  incorrect information via the 
U.S. Mail may be fraudulent and violate federal laws as well as state laws. I agree that if it is determined at a later date that there are other insurance benefits 
collectible on this claim I will reimburse A-G Specialty Insurance to the extent for which A-G Specialty Insurance would not have been liable.

PAYMENT AUTHORIZATION: I authorize all current and future medical benefits, for services rendered and billed as a result of this claim, to be made payable 
to the physicians and providers indicated on the invoices.

WARNING:  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 material thereto, 
commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the 
claim for each such violation. 

SCHOOL OFFICIAL SIGNATURE DATE 

PARENT / GUARDIAN SIGNATURE DATE 

A-G SPECIALTY INSURANCE, LLC

P.O. Box 21013, Eagan, MN  55121
Ph: (610) 933-0800  Email:  claims@agadm.com 
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FRAUD WARNING: Any person who, knowingly and with intent to defraud, or helps commit a fraud against, any insurance company or other person: 
(1) files an application for insurance or statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information 
concerning any material fact thereto, commits or may be committing a fraudulent insurance act, which is a crime and subjects such person to criminal 
and/or civil penalties. 

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or who knowingly presents false information in an application for insurance is guilty of a crime and may be 
subject to restitution fines or confinement in prison, or any combination thereof. 

Alaska: Any person who knowingly and with intent to injure, defraud, or deceive an insurance company 
files a claim containing false, incomplete, or misleading information may be prosecuted under state law. 

Arizona:  For your protection Arizona law requires the 
following statement to appear on this form.  Any person who 
knowingly presents a false or fraudulent claim for payment of 
a loss is subject to criminal and civil penalties

Arkansas and Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment 
of a loss or benefit is subject to criminal and civil penalties, or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 

California – For your protection California law requires the following to appear on this form: Any person 
who knowingly presents false or fraudulent claim for the 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. Any insurance company or 
agent of an insurance company who knowingly provides false, incomplete, or misleading facts or 
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the 
policyholder or claimant with regard to a settlement or award payable for insurance proceeds shall be 
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies. 

Delaware:  Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a 
statement of claim containing any false, incomplete or misleading information is guilty of a felony. 

District of Columbia: 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. 

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a 
statement of claim containing any false, incomplete, or misleading information is guilty of a felony of the 
third degree. 

Idaho and Indiana: Any person who knowingly and with intent to defraud or deceive any insurance 
company, files a statement of claim containing any false, incomplete, or misleading information (for 
Idaho) is guilty of and (for Indiana) commits a felony. Idaho and Indiana: Any person who knowingly and 
with intent to defraud or deceive any insurance company, files a statement of claim containing any false, 
incomplete, or misleading information (for Idaho) is guilty of and (for Indiana) commits a felony. 

Kentucky: 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 a fraudulent insurance act, which 
is a crime.  

Maine, Tennessee, Virginia and Washington: It is a crime to knowingly provide false, incomplete or misleading 
information to an insurance company for the purpose of defrauding the company. Penalties may include 
imprisonment, fines or a denial of insurance benefits. 

Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a 
crime and may be subject to fines and confinement in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is 
guilty of a crime. 

New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a 
statement of claim containing any false, incomplete or misleading information is subject to prosecution and 
punishment for insurance fraud, as provided in RSA 638.20. 

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading 
information is subject to criminal and civil penalties. 

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A 
LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS 
GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES. 

Ohio: 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 is guilty of insurance fraud. 

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

Oregon: Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance or a statement of claim containing any materially false information or conceals for the 
purpose of misleading, information concerning any fact material hereto, may be subject to prosecution for 
insurance fraud. 

Pennsylvania: 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 material thereto commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an 
insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a 
loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, 
upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand 
(5,000) dollars and not more than ten thousand (5,000) dollars and not more than ten thousand (10,000) 
dollars, or a fixed term of imprisonment for three (3) years, or both penalties. If aggravating circumstances are 
present, the penalty thus established may be increased to a maximum of five (5) years; if extenuating 
circumstances are present, it may be reduced to a minimum of two (2) years. 

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a 
crime and may be subject to fines and confinement in state prison 

Louisiana and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of 
a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime 
and may be subject to fines and confinement in prison. 



 
Dear Parent:  

Our school district provides accident coverage for all students. Outlined below is important information regarding 

this coverage. It is intended as a brief description for reference only, and is not the policy.  

Only ACCIDENTS that occur in school‐sponsored and supervised activities INCLUDING participants in interscholastic 

sports are covered.  

DEFINITION OF ACCIDENT:  

An unexpected, sudden and definable event which is the direct cause of a bodily injury, independent of any illness, 

prior injury or congenital predisposition.  

Conditions that result from participating in an activity do not necessarily constitute accidents. For example, illnesses, 

diseases, degeneration, conditions caused by continued stress to a particular area of the body, and existing 

conditions aggravated by an accident are not covered.  

A. This plan of insurance is EXCESS ONLY: It will not duplicate benefits paid or payable by any other insurance or plan 

including HMO's or PPO's.  

B. The policy will not cover expenses payable under the insured's HMO (Health Maintenance Organization), or PPO 

(Preferred Provider Organization). If the insured chooses not to use an authorized medical vendor (under HMO or 

PPO), the policy will only cover expenses incurred that it would have honored had the insured used the proper 

medical vendor.  

C. Medical treatment for a covered accident must begin within 60 days of that accident. Only expenses incurred 

within 104 weeks are considered. Benefits are determined on the basis of REASONABLE AND CUSTOMARY for the 

geographic location where services are performed.  

D. Specific exclusions of the policy include, but are not limited to, sickness, disease, in any form; non‐prescription 

drugs; fighting; and orthotics not prescribed exclusively for rehabilitation (e.g., playing brace, mouth guard).  

E. Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim 

containing any false, incomplete, or misleading information may be guilty of insurance fraud and subject to criminal 

and civil penalties.  

Accidents must be reported to the school within 20 days.  

HOW TO FILE YOUR ACCIDENT CLAIM FORM:  

1. Complete ALL blanks. If information is not applicable, indicate the reason it is not (e.g., deceased, unknown).  

2. Attach all ITEMIZED bills to date (not balance due statements) for MEDICAL EXPENSES ONLY. Subsequent medical 

bills can be submitted within 90 days after date of treatment.  

3. Include all worksheets, denials, and/or statements of benefits from your primary insurer. (Each charge must be 

processed by all other insurances/plans before they can be processed by First Agency.)  

4. If you are employed and no coverage is provided by your employer, A LETTER OF VERIFICATION FROM YOUR 

EMPLOYER STATING THAT NO COVERAGE IS PROVIDED MUST BE SUBMITTED.  

5. Submit claim form within 90 days of the accident by:  

Uploading all claim forms and documents using the secure upload portal:  upload.agadministrators.com  

Alternatively, submit documents to email: claims@agadm.com  

Prairie State Insurance Cooperative / IL 



 

GA-19-KV  IL 

GUARANTEE TRUST LIFE INSURANCE COMPANY 
Glenview, Illinois 

Application For Student Accident Insurance 

Name of 
Policyholder:  

Address:           
 Street City State Zip County 

Junior/Middle High Schools consist of grades ___________  Senior High Schools consist of grades _____________ 
 
Total District enrollment                                                           Please attach a list of all schools in the District. 
 
Policy Number:  

 
 STUDENT ACCIDENT COVERAGE 

Coverage shall become effective on the date that premium is received by the Company or its representative, but in no 
event prior to the first day of school, which is__________________. The termination date shall be __________________, 
which is the opening day of the following fall term of the Policyholder. Termination of each individual's insurance will be as 
outlined in the Master Policy.  
 
For interscholastic sports which begin prior to the first day of school, coverage begins on the first day of the earliest 
practice, which is                          . Coverage for each individual sport terminates at the end of its season, as determined 
by the State High School Athletic Association. 
 

 FOOTBALL ONLY ACCIDENT COVERAGE                  IN EFFECT                             NOT IN EFFECT 
Interscholastic Football Only Accident Coverage becomes effective on                      and terminates at the end of its 
season, as determined by the State High School Athletic Association. Spring Practice begins on                 .  Each 
individual's football coverage shall become effective on the date the premium is paid, provided the Company receives the 
name and premium in an envelope postmarked not later than three days after coverage is to be effective. In the event that 
the name and premium are received at a later date, coverage shall be effective on the day after the date of postmark. 
 
It is understood and agreed that Interscholastic Football Only Accident Coverage will be null and void unless Student 
Accident Coverage is offered by the school authorities to all students in all schools of the Policyholder. 
 

The Student Accident Insurance Policy will cover those studentswho pay the required premium as shown below: 

COVERAGE GRADES PREMIUMS COVERAGE GRADES PREMIUMS 
24-Hour  PK-12 $125.00/$275.00 Football 9-12 $162.00/$369.00 
School-Tim PK-8 $23.00/$52.00    
School-Time 9-12 $46.00/$105.00    

 
It is agreed that any claim form presented by the Policyholder will certify that the claimant was actually injured while 
attending, playing, or practicing, or attending school as a student of the Policyholder. 
 
The following notices are applicable where stated: 
ALL OTHER STATES, except NEW HAMPSHIRE: Any person who knowingly and with intent to injure, defraud or deceive any 
insurer files a statement of claim containing any false, incomplete, or misleading information may be guilty of insurance fraud 
and subject to criminal and civil penalties. 

All documents that form our insurance relationship will be provided to you in electronic format, unless otherwise 
requested. 
 

Authorized Signature:   Date:   
 

Agent Signature:   Date:   

Please provide an email address to receive supplies electronically:_____________________________________ 

 



ACCIDENT INSURANCE PROTECTION HELPING PROVIDE: 
For the Student ‐ Sound coverage with a selection of plan options
For the Parent ‐ Additional financial security to help in times of increasing medical costs
For You ‐ The fulfillment of an administrative service and responsibility

Underwritten by:

Guarantee Trust Life Insurance Company (GTL)
1275 Milwaukee Ave., Glenview, IL 60025

www.gtlic.com

2024‐25   ILLINOIS
STUDENT ACCIDENT 
INSURANCE PROGRAM
Multi‐Benefit Protection

GB-K12-IL-24-25

5071 West H Avenue
Kalamazoo, MI 49009‐8501

Phone: (269) 381‐6630
Fax: (269) 492‐0084

www.1stAgency.com

Administered by:



ACCIDENT 
INSURANCE PLANS

for all students and athletes

SCHOOL-TIME STUDENT ACCIDENT COVERAGE: Helps protect your students the entire school year, during regular school 
sessions, as well as when participating in other school-sponsored activities requiring the attendance of the student. Also 
provides protection for your students while traveling in a Designated Vehicle directly to or from the student’s Residence and 
school to attend or participate in school activities. The expiration date of coverage shall be the close of the regular nine-
month school term, except while the Insured is attending academic classroom sessions exclusively sponsored and solely 
supervised by the school during the summer. 

24-HOUR-A-DAY ACCIDENT COVERAGE:  Provides protection for your students 24-hours-a-day, year-round and continues 
until the end of the Policy Year. The student is protected AT HOME, AT SCHOOL, AT CAMP, ON VACATION. . . ANYWHERE 
ACCIDENTS CAN HAPPEN.

SPORTS ACCIDENT COVERAGE: Interscholastic sports (including practice) are covered by the School-Time and 24-Hour-A-Day 
Accident Coverage.  Travel is also covered when going directly and uninterruptedly to and from practice or competition when 
traveling as a group in a Designated Vehicle.  High school tackle football for grades 9 through 12 is only covered by the 
optional Football Only Accident Coverage, which requires an additional premium.

FOOTBALL ONLY ACCIDENT COVERAGE:  Players in Grades 9 through 12 are covered for accidents occurring while 
participating in high school interscholastic tackle football practice or competition. Travel is also covered when going directly 
and uninterruptedly to and from such practice or competition when traveling as a group in a Designated Vehicle. 

EFFECTIVE COVERAGE DATES:  Coverage will be effective on the date of premium receipt by GTL, its representatives or 
school officials, or the official first day of school, whichever is later. 

For interscholastic sports, coverage can pre-date the official first day of school for students who are participating in pre-
school practice sessions, competition or covered travel.  In such cases coverage will be effective as of the date of premium 
receipt but only while participating in actual practice sessions, competitions or covered travel. Other aspects of coverage will 
not commence until the official first day of school.

Football Only Accident Coverage begins on the date of premium receipt by GTL, its representatives or school officials, but not 
prior to the first official date of practice sanctioned by the State High School Association and continues through the date of 
the last official game of the 2024 season, including playoffs. Other aspects of coverage will not commence until the official 
first day of school.

TERMINATION OF POLICY/CERTIFICATE OF COVERAGE: Policyholder: The Policy is issued for the agreed upon term of 
coverage and is non-renewable. Certificateholder: Coverage will terminate at the earlier of: (1) the date the Policy 
terminates; or (2) the date the Insured ceases to be a member of the Policyholder’s sports teams; or (3) the last day of 
regularly scheduled sports activity; or (4) the date the Insured ceases to be an Eligible Person; or (5) the end of the period for 
which any applicable premium has been paid. We have the right to terminate the coverage of any Insured who submits a 
fraudulent claim under the Policy.

EXCESS PROVISION:  All Covered Charges over $100 will be considered for payment on an Excess basis if any Other Valid and 
Collectible Insurance or Plan covers the Insured person. GTL will pay the first $100 in Covered Charges regardless of other 
insurance.



ILLINOIS 2024-2025
Benefits and Premiums

All Maximum amounts are per Injury except as specifically stated.

Injury means bodily injury, independent of disease or bodily infirmity, which directly results in loss covered by the Policy. 
The Injury must occur and the loss must begin while the coverage for the Insured is in force under the Policy.

COVERAGE AND BENEFITS STANDARD PLAN DELUXE PLAN

$25,000.00 $25,000.00

Deductible $0.00 $0.00

Hospital Room and Board and general nursing care, limited to a maximum of $200.00/day $600.00/day

$1,500.00 $3,000.00

Hospital Emergency Care, excluding professional charges,
 limited to a maximum of $200.00 $400.00

Durable Medical Equipment including orthopedic appliances,
 limited to a maximum of

Doctor's Charges for Surgery, limited to a maximum of $2,000.00 $4,000.00 

Assistant Surgeon Charge

100% of 
Reasonable & 

Customary

Administration of Anesthesia

Non-Surgical Doctors' Visits, including Physical Therapy: 1st Visit up to $25.00
$15.00

$60.00
$50.00

Dental Treatment, per tooth (for Injury to Sound, Natural Teeth), limited to

$200.00 $500.00Outpatient X-ray Services, limited to a maximum of

Outpatient Imaging Procedures and Interpretation for MRI/CAT Scan, 
  up to a maximum benefit of

$100.00 $200.00

Ambulance Charges, limited to a maximum of $100.00 $400.00

Motor Vehicle Accident injuries, limited to $5,000.00 $5,000.00

Loss of Life $5,000.00 $5,000.00

Eye or Hearing One Ear)
$1,000.00 $1,000.00

Eyes, Hearing both Ears or Loss of Speech)
$10,000.00 $10,000.00

PREMIUMS (ONE-TIME ANNUAL PAYMENT) STANDARD PLAN DELUXE PLAN

SCHOOL-TIME STUDENT ACCIDENT COVERAGE 
Students — Grades Pre-K - 8

Grades 9 - 12
$23.00
$46.00

$52.00
$105.00

24-HOUR-A-DAY ACCIDENT COVERAGE
Students — Grades Pre-K - 12 $125.00 $275.00

OPTIONAL FOOTBALL ONLY ACCIDENT COVERAGE
Per Player — Grades 9 - 12 $162.00 $369.00

Miscellaneous Hospital Charges, limited to a maximum of

Intensive Care, limited to a maximum of $200.00/day $600.00/day

$200.00 $500.00

$200.00 $600.00

Thereafter up to
Physical Therapy is limited to a maximum benefit of 5 visits. 

Maximum Benefit Amount Per Injury

Single Dismemberment  – (Loss of One Hand, One Foot, Entire Sight of One 

Double Dismemberment  – (Loss of both Hands, Both Feet, Entire Sight of Both 

100% of 
Reasonable & 

Customary



EXCLUSIONS:
THE POLICY DOES NOT PROVIDE BENEFITS FOR: (1) Treatment, services or supplies which are not Medically Necessary; 
are not prescribed by a Doctor as necessary to treat an Injury; are Experimental/Investigational in nature; are received 
without charge or legal obligation to pay; are received from persons employed or retained by the Policyholder or any 
Family Member, unless otherwise specified; or are not specifically listed as Covered Charges in the Policy; (2) 
Intentionally self-inflicted Injury; (3) Injury by acts of war, whether declared or not; (4) Injury received while traveling or 
flying by air, except as a fare paying passenger on a regularly scheduled commercial airline; (5) Injury covered by 
Worker’s Compensation or the Occupational Disease Law or mandatory no-fault automobile insurance; (6) Suicide or 
attempted suicide; (7) Off-Season Physical Conditioning for interscholastic sports. The “official season” for each specific 
covered sport is the period within the dates determined by the appropriate athletic/activities association for the practice 
and play of that sport; (8) Any penalty imposed by Other Valid and Collectible Insurance or Plan for failure to follow plan 
procedures; (9) Re-injury or complications of an Injury which occurred prior to the Policy’s Effective Date; (10) Hernia, 
any type, except if directly resulting from accidental Injury while covered under the Policy; (11) Injury sustained fighting 
or brawling, except as an innocent victim; (12) Injury sustained while committing or attempting to commit a felony, or 
while being engaged in an illegal occupation; (13) Injury sustained while voluntarily participating in a riot or civil 
commotion or insurrection or disturbance of any kind; (14) Treatment of sickness or disease in any form; (15) Treatment 
of temporomandibular joint dysfunction and associated myofascial pain; (16) Loss resulting from being legally intoxicated 
or under the influence of alcohol as defined by the laws of the state in which the Injury occurs; (17) Loss resulting from 
the use of any drug or agent classified as a narcotic, psycholytic, psychedelic, hallucinogenic, or having a similar 
classification or effect, unless prescribed by a Doctor; (18) Injury sustained while operating, riding in or upon, mounting 
or alighting from, any two, three or four-wheeled recreational motor/engine driven vehicle, snowmobile or all terrain 
vehicle (ATV); (19) Injury sustained participating in a rodeo; (20) Injury sustained while participating in or practicing for 
tackle football in grades 9 through 12, including travel, unless optional coverage has been purchased; (21) Treatment in 
any Veteran’s Administration or federal Hospital, except if there is a legal obligation to pay; (22) Cosmetic or plastic 
surgery, except for reconstructive surgery on an injured part of the body; (23) Treatment of illness, disease or infections, 
except infections which result from an accidental Injury or infections which result from accidental, involuntary or 
unintentional ingestion of a contaminated substance; (24) Charges for treatments, services or supplies which exceed 
reasonable and customary charges;  (25) Losses directly or indirectly arising out of any chemical or biological release and/
or contamination which results from Terrorist Activity; (26) Any loss as the result of Terrorist Activity and/or non-
detonating weapons of mass destruction; (27) Any loss directly or indirectly arising out of any nuclear explosion, 
detonation, release and/or contamination whether in time of peace or war, and regardless of any other causes or events 
contributing concurrently or in any other sequence thereto.

IMPORTANT INFORMATION
1. Treatment must begin within thirty (30) days of Accident.
2. Charges must be incurred within fifty-two (52) weeks of Accident.
3. Written proof of loss must be furnished within ninety (90) days of Accident.
4. No premium refunds are available.

Blanket Accident insurance is issued under Policy Form Series GP-2030, GP-2020 or GP-1200 by Guarantee Trust Life 
Insurance Company, Glenview, IL. The policy has exclusions, limitations, reductions of benefits, and conditions of eligibility 
and termination. Subject to state availability and variability. The Policy shall control in the event of any conflict between 
the Policy and this brochure. For complete details of coverage, please contact the agent administering the program.
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