


To any medical care provider, medical care facility, insurer, government-sponsored health plan, or employer: I authorize the release of any medical information about me to Administrative Concepts, Inc. or
theunderwriting company. This applies to all information about the diagnosis, treatment, or prognosis of any illness or injury I now have or have had in the past. The Company will use this information to
determineif my claim ia eligible. Any information obtained will not be released by the Company in connection with my claim. Acopy of this authorization shall be considered as effective and valid as the
original and shallremain in effect for one year from the date of authorization. I certify that the information given by me in support of my claim is true and correct. I understand that the intentional furnishing
of incorrectinformation via the US 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 willreimburse Administrative Concepts, Inc. to the extent for which Administrative Concepts, Inc. would not have been liable.

MAIL TO:
Administrative Concepts,Inc.

994 Old Eagle School RoadSuite1005
Wayne, PA 19087-1802
Phone:888-293-9229

www.visit-aci.com

Any person who knowingly presents a false or fraudulent claim for payment of 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.

Mo.     Day     Year

/          /

Practice           Travel               Game  

Other

1. Name of Organization (Policyholder)                                                                               2. Policy No.

3.  Address of Organization                                            (Street)                                                 (City)                                                 (State)                              (Zip)

4. Name of Injured Person (Insured)   (First)                                                 (Middle)                                               (Last)

Give the following information about the Injured Person: 

5. Date of Birth                                   6. Male                                  7. Social Security No.                                   8. Area Code/Telephone No.

9.  Address                                                           (Street)                                                         (City)                                                     (State)                              (Zip)

10. Employer            (Name)               Address:     (Street)                                                         (City)                                                     (State)                              (Zip)

Area Code / Employer Telephone No:

11. Is the Injured Person covered under any other health and/or accident insurance plans?          Yes               No                  If YES, Give the following information:

Name of other Insurance Company(s)                    Address of other Insurance Company(s)                    Policy Number(s)                    Name of Policyholder(s)

12. If the Injured Person is under 18 or otherwise dependent, give the following information:

Name of Father or Male Guardian                                                    Place of Employment                                                          Area Code/Employer Phone No. 

Name of Father or Male Guardian                                                    Place of Employment                                                          Area Code/Employer Phone No. 

13. If the Injured Person is married, give the following information:

Name of Spouse                                                                               Place of Employment                                                          Area Code/Employer Phone No.

14. Explain HOW the accident and injury occurred and describe the nature of the injury. NOTE: If your organization uses an Incident Report Form, 

attach a copy of the Report.

Mo.    Day      Year

/           /      
Female                                          /          /                                                 (               )                                  

/             / /             /

(               )     

Yes          No

PAYMENT WILL BE MADE TO THE PROVIDERS OF SERVICE (HOSPITAL, PHYSICIAN AND OTHERS), UNLESS A PAID RECEIPT

OR STATEMENT ACCOMPANIES THE BILL AT THE TIME THE CLAIM IS SUBMITTED.

Patient’s or Authorized Representative’s Signature                                                                                                                      Date 

If Authorized Representative, Relationship to Patient 

or Legal Designation 

STREET                                                                   CITY                                                                                      STATE / ZIP

ACE - 2012

1. Date of Accident/Injury       2. Injury Occurred:                                                           3. AYSO Region No.                           4. AYSO Player/Volunteer ID No. 

5. At the time of the accident, was the Injured Person involved in an activity                      6. Name of Supervisor of Activity         7. Was he/she a witness to the accident?   

under the jurisdiction of the Organization (Policyholder)?

8. Signature of Regional Commissioner              9. Date Signed                              10. Signature of Safety Director                                 11. Date Signed

PART A-This PART MUST be completed,dated and signed by the Injured Person - or if the Injured Person is under

age 18 or otherwise dependent - by his/her Parent or Guardian.

PART B - This PART MUST be completed by an AYSO Official

PRINT HERE - NAME OF PERSON COMPLETING FORM:                                                                                                                                                                                             Check one:        Injured Person        Parent         Guardian

lurban
Typewritten text
American Youth Soccer Organization (AYSO) Youth Program 

lurban
Typewritten text
PTP N04836510  

lurban
Typewritten text
AYSO ACCIDENT CLAIM FORM – YOUTH PROGRAM

lurban
Typewritten text
        19750 S Vermont Ave Ste. 200

lurban
Typewritten text
     Torrance                           CA                      90502
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