
                                                  

                                                   Complete the following claim form        

PREFIX                   TY                 PL                   OP 
 

 
CLAIM NO 

 
 

DIAGNOSTIC CODE         BODY CODE             PAY CODE 
 
 

 
POLICY NO. 

                and return to:          
                                                  Heritage Insurance Managers 

          P.O. Box 659570 
          San Antonio, TX 78265-9570 

 
NAME OF 
SCHOOL: ____________________________________________________________________   

POLICY NUMBER: _____________________  HEALTH CENTER REFERRAL: No        Yes 
 
IF YES, REFERRAL MUST BE ATTACHED     REFERRAL GIVEN BY: ________________________________________    DATE:_________________  

 

Name of Student ___________________________________________________________________________________________________________                 

Student ID Number __________________________     S.S. Number __________________________      Date of Birth __________________________ 

Current Home Address ______________________________________________________________________________________________________ 
                                                               Number and Street                                         City                                                        State                     Zip Code                       Phone Number 

Name of Dependent ___________________________________________  S.S. No. _______________________   Date of Birth___________________ 

Current Home Address ______________________________________________________________________________________________________ 
                                                          Number and Street                                                           City                                                                 State                                    Zip Code 

 
1. Date of injury or beginning of sickness ___________________________________ When was physician first consulted?_____________________ 

2. Nature of injury or sickness _______________________________________________________________________________________________ 

3. If injury, describe how and where accident occurred  ___________________________________________________________________________ 

    _____________________________________________________________________________________________________________________ 

4. Did injury occur during practice or play of sports?     No         Yes  

     If yes, please check one of the following:     Intramural/Club       Name of Sport _____________________________________________________ 

     Intercollegiate         Signature of Athletic Trainer __________________________________________ 

     Other ___________________________________________________________________________ 

5. Have you suffered same or similar condition before?  No       Yes       If yes, and you were previously treated, dates treated: __________________ 

   _____________________________________________________________________________________________________________________                  

    Name and address of physician(s) who treated you: ___________________________________________________________________________ 

    _____________________________________________________________________________________________________________________ 

6. If hospitalized at that time, date(s) confined to hospital: _________________________________________________________________________ 

    Name and address of hospital: ____________________________________________________________________________________________ 

 

    Do you have other insurance that covers your condition (group, individual, automobile, medical or liability)?     No         Yes 

    If yes, who is the Holder of Policy     Self        Parent       Spouse         If yes, please provide the following: 

    Name of Policyholder__________________________________________  Insurance Company___________________________________________ 

    Policy No._____________________________ I.D. No. __________________________ Phone No. of Insurance Co. _________________________  
  

PAYMENT WILL BE MADE TO THE PROVIDER OF SERVICE (HOSPITAL, PHYSICIANS AND OTHERS), UNLESS A PAID RECEIPT OR 
STATEMENT ACCOMPANIES THE BILL AT THE TIME THE CLAIM IS SUBMITTED.    

AUTHORIZATION: I hereby authorize TIG Premier Insurance Company, or its representative, to inspect or secure copies of case history 
records, laboratory reports, diagnosis, prognosis, x-rays, and any other data covering this and /or previous confinements and/or disabilities. 
A photostatic copy of this authorization shall be deemed as effective and valid as the original. 
 
SIGNATURE OF PARENT (OR CLAIMANT, IF ADULT)____________________________________________________ DATE __________________ 

              
FSG-A&S / 5-04 

 
 



 
 

 
 

IMPORTANT NOTICE 
 

Fraud Warning: Any person who, with the intent to defraud or knowingly facilitates a fraud against an 
insurer, submits an application of files a claim containing a false or deceptive statement, or conceals 
information for the purpose of misleading may be guilty of insurance fraud and subject to criminal 
and/or civil penalties. 
 
 
Notice to Arizona Claimants:  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.   
 
 
Notice to California Claimants:  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.        
 
 
Notice to Colorado Claimants:  It is unlawful to knowingly provide false, incomplete, or misleading 
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 policy holder of claimant for the purpose of defrauding or 
attempting to defraud the policy holder or claimant with regard to a settlement or aware payable from 
insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of 
Regulatory Agencies. 
 
 
Notice to Hawaii Claimants:  For your protection, Hawaii law requires you to be informed that 
presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or 
imprisonment or both. 
 
 
Notice to Idaho Claimants:  Any person who knowingly and with intent to defraud or deceive any 
insurance company, files a statement or claim containing a false, incomplete, or misleading 
information is guilty of a felony. 
 
 
Notice to Kentucky Claimants:  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.  
 
 
Notice to Oklahoma Claimants:  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.  
 
 
Notice to Pennsylvania Claimants:  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.   
 
 
Notice to Texas Claimants:  Any person who knowingly presents a false or fraudulent claim for 
payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
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