
PO Box 15369 
Springfield, MA 01115-5369 
(877) 657-5039
specialriskCS@wellfleetinsurance.com
fax: {413) 733-4612 

PLEASE FULLY COMPLETE THIS FORM 

ATTACH ITEMIZED BILLS 

MAIL ALL INFORMATION TO THE ABOVE ADDRESS 

PART I - POLICYHOLDER'S REPORT 

Participating Group Number: Policyholder Number: Policyholder Name: 

SRS10906K2 M P000081014 7 REGIONAL SCHOOL DISTRICT #13 

Claimant's Name {Injured Person) E-Mail Address Gender 

□ M □ F

Address of Injured Person and Best Contact Phone Number {Include Area Code) 
Address City 

Date and Time of Place where Accident Occurred 
Accident 

The injured person was a: 

Date of Birth 

State 

Event, Activity or Sport 

Zip Code 

D Particpant D Staff Member D Other

Indicate which Teeth were Involved Describe Condition of Injured Teeth Prior to Accident: 

Dental Claim in the Accident 

D Whole, Sound & Natural □ Filled

Type of Injury (Indicate Part of Body Injured and left or right side-e.g. broken 
arm, sprained ankle, etc.) 

Did Injury Result in Death? 

Describe How Accident Occurred -Give All Possible Details 

Did Accident Occur (Check Yes or No for Each of the Following): 

A. During a policyholder programmed, sponsored & supervised, or sanctioned activity? O
ves

B. On activity premises? O
ves

C. While traveling directly and uninterruptedly to or from the event? O
ves

D. During intercollegiate/scholastic athletic practice or competition? O
ves

D Capped D Artificial

O
ves

□No 

□ No 

□ No 

□ No 

I certify that the above information is correct to the best of my knowledge and belief, that the person named above is insured by the policy, and 
that his or her insurance was in effect on the date the accident occurred. 

Signature of Plan Sponsor Name, Title and Telephone Number of Plan Sponsor Date 






