ABCCdeerE!:dlEx ’+ H S R Policyholder

1. Please fully complete this form Health Special Risk, Inc.

2. Attach itemized bills 8400 Belleview Drive, Suite 150 Policy Number
3. Mail to: Health Special Risk, Inc. Plano, Texas 75025

) Telephone (972) 512-5600, Fax (972) 512-5820
Email: Berkley@HSRI.com Toll Free 1-866-523-3269

Insurance coverage is underwritten by Berkley Life and Health Insurance Company, (domiciled in lowa - California Certificate of
Authority #08527) or StarNet Insurance Company (domiciled in lowa - California Certificate of Authority #6978)

Health Special Risk herein after referred to as “Administrator”

TO BE COMPLETED BY INSURED

1. Insured’s Name Insurance ID Number - -

Date of Birth - - Social Security Number*

2. Mailing Address

Number Street City State Zip
3. Permanent Address
Number Street City State Zip
Best Contact Phone Number, Including Area Code ( ) Email:
Gender [ ] Male [] Female 6. Patient Status [] Single [] Married
Is this claim for a dependent? [] Yes [ No If yes, give name
Relationship Date of Birth - -

Last Five Digits of Dependent’s Social Security Number*
*Please note that the Social Security Number MUST be provided as required by the Center for Medicare Services.

(o]

. Describe the conditions that caused this claim: (Select one and attach additional pages if needed): [] llilness [] Injury [] Death

Date of Initial Treatment - -
Has the patient been treated for the above condition(s) in the last 6 months? [] Yes [] No

If yes, give condition(s) treated for and date(s) of
treatment

©

10. Is this claim the result of an accident? [] Yes [] No If yes, give date of accident - -

Where did the accident occur?

How did the accident happen?

What country did the accident occur in?

11. Is this claim the result of a work related injury? [] Yes [] No
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12. Is the patient covered for benefits (other than this policy) by any of the following?

] Yes [ No Any individual, Blanket or Short Term Medical Insurance?

] Yes [ No Group Health Benefits of any kind through an employer, spouse’s employer or parent’s employer?

] Yes [ No Coverage of medical care expenses provided through any Federal, State, Provincial, or other Government
Agency?

If any of the above apply, please complete the following:
Through whom is your coverage provided? (i.e. parent, spouse, etc.)

Name Relationship

Insurance Co. or Benefit Plan Sponsor or Employer

Insurance Co. Address Sponsor Address

Telephone ( ) Plan/Group Number Sponsor Telephone ( ) _

AUTHORIZATION TO RELEASE MEDICAL INFORMATION: | hereby authorize any licensed physician; medical practitioner; hospital; clinic or
other medical facility; insurance company; employer; Medical Information Bureau; Motor Vehicle Administration or other organization; or
persons that have any records or knowledge of me or my physical or mental health condition to give Berkley Life and Health Insurance
Company, StarNet Insurance Company (Berkley), its authorized Administrator or their legal representative, and any agent acting on their
behalf any such information. | also authorize Berkley or its authorized Administrators or their legal representatives, to release medical and
billing information to any family member or health care provider if necessary to facilitate any potential payments.

| understand that this information will be used to determine my eligibility for coverage and that | may revoke this authorization at any time by
providing written notice to Berkley or its authorized Administrator. | understand that | may revoke this authorization except to the extent that
action has already been taken based upon this authorization. The revocation may not take effect before the date received by Berkley or its
authorized Administrator.

A photocopy of this authorization shall be as valid as the original. This authorization shall be valid for 24 months from the date below (In AZ,
CA, CT, GA, HI, IL, ME, MA, MN, NV, NC, NJ, NM, OH, and VA authorization shall be valid during the duration of the claim. In WI,
authorization is valid during the duration of the claim or 24 months, whichever is longer). | acknowledge that I, or my authorized
representative, am entitled to receive a copy of this authorization upon request.

| understand that the authorized Administrator 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. | also understand, once information is disclosed pursuant to
this Authorization, the information will remain protected by the authorized Administrator in accordance with federal or state law.

DECLARATION: These statements are true and complete to the best of my knowledge.

Warning: 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. FOR RESIDENTS OF 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. (Fraud language varies by state. Please see below.)

Printed Name of Claimant or Authorized Representative Relationship

Signature of Claimant or Authorized Person Date

*Attention California Residents - please refer to following link for an important notice regarding the collection of Personal Information.
https://www.berkley.com/privacy#californiaCollectionAtNotice

FRAUD WARNING

For residents of Alaska: A 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.

For residents of 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.
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For residents of 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 the payment of a loss is guilty of a
crime and may be subject to fines and confinement in state prison.

For residents of 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 from insurance proceeds shall be reported to the Colorado division of insurance within the department of
regulatory agencies.

For residents of Delaware and Idaho: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a
claim containing false, incomplete, or misleading information is guilty of a felony.

For residents of Florida: Any person who knowingly and with intent to 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.

For residents of Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false,
incomplete, or misleading information commits a felony.

For residents of Kansas: 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 may be guilty of insurance fraud as determined by a court of law and may be
subject to fines and confinement in prison.

For residents of 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.

For residents of 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.

For residents of 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.

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

For residents of 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.

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

For residents of 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.

For residents of Ohio and Oklahoma: 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.

For residents of Oregon: 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 may be guilty of a crime and may be subject to fines and confinement in prison.

For residents of 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.

For residents of Vermont: Any person who knowingly presents a false statement in a claim for proceeds of an insurance policy may be guilty
of a criminal offense and subject to penalties under state law.
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HOW TO FILE A CLAIM

Listed below are important instructions and comments about filing a claim.

YOUR CLAIM FORM

1. This claim form should be fully completed and submitted within 90 days from the date of injury.
Be sure to answer and complete the section regarding “OTHER INSURANCE STATEMENT”,
marking either yes or no, and signing the line for authorization, so that HSR and the
doctors/hospital may communicate concerning your claim.

Incomplete claim forms are one of the most frequent reasons why claim payments are
delayed.

The claim form must be signed by a policyholder representative.

Only one claim form for each accident needs to be submitted.
Once completed, make a photocopy for your records, and mail to the address shown below.
DO NOT assume that anyone else will mail this claim form to HSR for you.

akrwDd

YOUR BILLS

1. Please advise all doctors/hospitals regarding this coverage so they may forward us their
itemized bills.

2. If you have already been to the doctor/hospital and did not know about this coverage, then
please send all the itemized bills to HSR at the address shown below.

3. The bills should include the name of the doctor/hospital, their complete mailing address,
telephone number, the date you were seen by the doctor/hospital, what the doctor saw you
for (diagnosis) and the specific itemized charges (description of treatment including the
CPT/procedure code). Contact your medical provider for a UB04 or HCFA 1500 billing form.

4. Due to HIPAA Privacy laws HSR is unable to request this information from your medical provider.
Ultimately, it is your responsibility to provide the proper documentation. “Balance Due” or
“Balance Forward” statements do not contain sufficient information to complete your claim. HSR
cannot pay your bills using only the Primary Insurance Carrier’s EOB.

EXCESS INSURANCE

1. If this policy provides coverage on a secondary/excess basis and you have any other primary
insurance coverage you need to send the bills to your primary insurance first.

2. HSR will consider benefits after your primary insurance has processed the claim.

3. We will require a copy of your primary insurance Explanation of Benefits (EOB) which you
should receive from your primary insurance letting you know what was paid or denied, and the
reason(s) why. HSR will not be able to consider your claim without this information

If you have any questions, please contact Customer Service at (866) 523-3183. They are available from
8:00 a.m. to 5:00 p.m. Central time, Monday - Friday. You may also forward any documents by fax to
(972) 512-5820 or email to Berkley@hsri.com.

Health Special Risk, Inc.
8400 Belleview Drive, Suite 150
Plano, Texas 75024
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