ATHLETIC ACCIDENT CLAIM FORM
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                 SECTION I (please print)

	TOUCH FOOTBALL ONTARIO

37 RITA AVENUE

NEPEAN, ON   K2G 2G5

TEL: (613) 228-3567

FAX: (613) 228-8373

www.tfont.com
laverty@travel-net.com
	Last name of claimant
	First name
	Birth date

	
	Mailing Address

	
	City
	Province
	Postal code

	
	If Minor, name of Parent

	
	Home phone
	(       )
	Work phone (other)
	(        )


SECTION II

	Date of Accident:
	
	20
	
	Time:
	
	am /  pm 

	Location of Accident: 
	

	What is the injury?
	

	Date of First Treatment:
	

	Name of Hospital taken to:
	

	Date of Admittance:
	
	20
	
	Time:
	
	am /  pm 

	Date of Discharge:
	
	Attending Physician or Dentist:
	


SECTION III: Describe fully how the accident happened

	

	

	


SECTION IV (Your sports accident policy is an excess accident benefits policy; proof of exhausting all other insurance must accompany your expenses)

	Name of Employer

	What medical coverage do you have through your/ spouse / parent employment?

	Name of the Insured Employer
	Name of Insurer

	Address of Employer
	Address of Insurer

	City
	Province
	Postal code
	Policy No.
	Certificate


SECTION V

	I hereby certify that all the information provided above is correct

	Claimant’s  / Guardian Signature
	Date


Send completed form along with any invoices for reimbursement of expenses. 

Important Notice: Submitted documents will be kept on file. Please retain a copy for your personal record, as they will not be returned.

	CERTIFICATION OF ASSOCIATION OR CLUB EXECUTIVE

Do not complete this section yourself; have your Club or League President, Coach or Manager complete this section

	Name of Team:
	League or Association

	Group Policy No.
	Type of Sport

	Was the above player a registered member at the time of injury?
	Yes / No

	Was the player injured while taking part in an authorized activity?
	Yes / No

	Name
	Position with Club

	Telephone No. (          )
	Signature


