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CAMPER ACCIDENT MEDICAL INSURANCE
1.
Camp Name:




Telephone No:





Camp Address: ____________________City:_____________ State:  _____ Zip Code:​​​​​​____

2.  Contact Name:



 Telephone No:




     Year-Round Address:



 State: ____ Zip Code: _____
3.
TYPE OF CAMP



 


 FORMCHECKBOX 
 Organizational
 FORMCHECKBOX 
 Church
  FORMCHECKBOX 
 Private    


 FORMCHECKBOX 
 Resident Camp
 FORMCHECKBOX 
 Day         

4.
SELECT COVERAGE PLAN
Rates shown below are for first-time Policyholders, with no prior losses. Rates are subject to company approval, after a review of loss information. Alternate plan designs may be available upon request.

SCOPE OF COVERAGE



PRIMARY


EXCESS
Resident Camps



                    FORMCHECKBOX 
  



      FORMCHECKBOX 

Accident & Sickness Coverage
Day Camps



                   FORMCHECKBOX 




      FORMCHECKBOX 
  
Accident Coverage Only; No Sickness
LIMITS*



















Increased Limit Option

Policy Aggregate





$250,000

 ______________

Accidental Death & Dismemberment Benefit 


$7,500

 ______________

Accident Medical Expense Benefit



$3,500

 ______________

Dental Expense





$3,500

 ______________

Sickness Expense (resident camp only)


$1,000

 ______________
*Increased limits may be available.  If you wish to secure increased limits, please note limit above. 

DEDUCTIBLE OPTIONS:
· $0

 FORMCHECKBOX 





· $25

 FORMCHECKBOX 

· $100

 FORMCHECKBOX 

CAMPER DAY CALCUATION:
Number of Camper Per Day 
___  x # Days @ Camp ____ = Total Camper Days: _______
5.
Is coverage for Staff or Volunteers desired?     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  
       (If yes, complete Staff information in Question 6)
6.
Staff Day Calculation:


Number of Staff Per Day    
_    x Number Days @ Camp 
 = Total Staff Days_____


Number of Volunteers Per Day    
_    x Number Days @ Camp 
 = Total Volunteers Days

TOTAL EXPOSURE DAY CALCULATION:    Camper Days + Staff/Volunteer Days_______

7.
Prior Insurance Company Name: 









Loss Information from previous carrier is required for the last 5 years
X








X




Insured's Signature





Date
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