AGG 2026 Claims Guide

By Connor, Alexander and Sullivan Insurance Services




ACCIDENT CLAIM FORM
Please complete and submit to A-G Administrators with itemized
medical bills AND primary insurance explanation of benefits.

Send all claim forms and documents using our
secure upload portal: upload.agadministrators.com
Alternatively, submit documents to claims@agadm.com.

For questions, however, please contact

A-G i er

YOUR INFORMATION
First Name; Last Name:
Title, School/Organization Name:
Email Address: Phone Number:
POLICYHOLDER INFORMATION
Pelisyplgeriseioy)y meiean Gaslic Games
cehoo! Address, 8542 E ITHACA PL Unit# 200, Denver CO 80237

STREET ary STaTE. 70
PARTICIPANT INFORMATION
Participant’s Name:

FRSTNAME MIDLE NTIAL CASTNAVE
Date of Birth: Sex: OM OF Social Security #:
Participant’s Phone Number (or Parent’s if minor):
Parti ant’s EMAIL (or Parent’s if minor):
Participant’s Home Address:

STREET o STATE. 2P

ACCIDENT INFORMATION
Circumstance:  OGame  OPractice  OConditioning O Other (Please explain in Nature of Injury section.)

Activity/Sport (if athletic related): Accident Date:

Body Part Injured: Place of Accident:

Nature of Injury (Details of what happened.):

INSURANCE INFORMATION
Does the claimant have primary insurance? [ Yes [INo (Attach separate documents if necessary.)

Insurance Company Name:

Insurance Company Address:

STREET ER STATE. ZIP
Policy Number: ID#:.

Is the participant eligible for Medicaid or TriCare Benefits? [_] vEs [INO
If yes, please file for benefits under the Participant Accident Plan before subrmitting expenses to Medicaid or TriCare.

A-G ADMINISTRATORS 1ic
SPORTS INSURANCE SPECIALISTS
PO Box 21013, Eagan, MN 55121
. i: (610) 933-0800 - (610) 933-4122 Fnail: claims@agadm.com
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LIO Claim Form:
Page 1 Important Points

YOUR INFORMATION: Title could be
player, coach, referee

If no SSN, state so with an N/A

LEFT or RIGHT body part needs to
be stated, eg left ankle

DETAILS are the key, the more, the
better

Insurance Information: Cannot be left
blank. Even if the player has none.



AUTHORIZATION

AFFIDAVIT: I verify that the statement on other insurance s accurate and complete. I understand that the intentional furnishing of incorrect information via the U.S, Mail may be
fraudulent and violate federal laws as well as state laws. I agree that if it is determined at a later date that there are other insurance benefits collectible on this daim I will reimburse A-G

Administrators to the extent for which A-G Administrators would not have been lizble.

AUTHORIZATION TO RELEASE INFORMATION: I authorize any Health Care Provider, Doctor, Medical Professional, Medical Facility, Insurance Company, Person or Organization
Sy il e i, e, e, kil oty i it i e payablc

patient, to A-G

PAYMENT AUTHORIZATION: I authorize all current and future medical benefits, for services rendered and billed as a result of this claim, to be made payable to the physicians and

providers indicated on the invoices.

WARNING: New York: Any person who knowingly and with intent to defraud

or other person fles an application for insurance or statement of daim

containing any materially fase information, or conceals for the purpose of mideading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a
crime, and shall also be subect to a civil penalty not to exceed five thousand dollars and the stated value of the daim for each such violation.

PARTICIPANT SIGNATURE (Parent or guardian, if participant is a minor) DATE

ORGANIZATION/POLICYHOLDER SIGNATURE

TITLE DATE

FRAUD WARNING: Any person who, knowingly and with intent to defraud or helps commit a fraud against, anyinsurance company or other person:

(1) files an application for insurance or statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information

concerning any material fact thereto, commits or may be committing a fraudulent insurance act, which is a crime and subjects such person to criminal
penal

paymentof aloss o beneflt

Maine, Tennessee, Ircompets o mieadng

Alasks owingly and with intent to njure, defraud, or deceive an Insurance company
HL\a({amcowwnma fase, Incomplete, or iseading information may be prosecuted under sate law.

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
aloss is subject to criminal and civil penalties

fraudulent daim for payment

information the purpose of defrauding the company. Penalties may In
mrisonment,finesor a denial o isurance benefis

Maryland i false or fraudulent caim for payment of  loss or
benefiter i [ nsurance s gullty of a
crirme and rhay be subjectto ines and confinementin prison.

Minnesota: A person who fles 2 claim with ntent to defraud cr help
guilty of a crime,

it a fraud against aninsurer fs

. o infure, defraud or w flas s
Statement of ca concaning any false, iomplete or il s Information s ubject o prosscation and
purishment for insurance fraud, a provided i RSA 628.20.

ofaloss or benellt s subject to criminal and il penal

5 astatement of calm containing any false or misleading
fomnation s subjec t rrinal and vl penalies,

application for insuranca isgulty of a crime andm b o e o
e R e Mecs ANY PERSON AHO KNOWINGLY PREGENTS A FASE O ERAUDULENT CLAMFOR PAYMENT OF A
insurance compary for thepurposeof efrauding or attemping todefraud the company. Peitesay T e
Inlude mprisonment,fnes,dera ofnsurance snd i dmages. Ay nsrance company o agentaf an
Incemplezz S i
policyhalderor laimant for the purpose of defraudng or attempting to defraud ety e ol e e e e e i e
Gamns Wit Tegart o setemercor aword poyelefor Inurare oeeds el b reporte ot

Glorado Do e ancs i s Depee mentof Regltoy A

I AR R
: plete

1 Injure, defraud or deceive any Insurer, flesa
sgullty of 3 felny.

Disrct of Columbia WARNING: 53 rme o prois falsor miseadng nformaten o s for

‘Oklahoma: WARNING: Any pesson, who knowingly and with intent to njure, defraud or decsive any Insurer,
akes any claim for the proceads of an insurance policy containing any false, incomplete or risleading
nformation i gulty of a felony.

defraud

spptatonor st e ol coradio e mnmr» for the

iheputpese o defadng hererc any othar person Penales il Impsenment anor s BypRectmideede
o o0 e e et 1 o adon ettty Taated o i wes
rovidd by he st .

rrance oo
Forda: , defoud, o flesa fo e prposec mdes e
Sawmento . ncompiece o o o o the Tnsurnc act Whch s a e and i sucnperson 1 rminal and il pena .
trddegee

o pron oo nduis i of s rsents el
. s o o s, s, auses g esntaton o fascent i o tha peymental a
company, e stement of i concinng any e, incompets,o isleadig fora il Lesa;;;;;;"”'”*‘"“(“"‘"‘”' e sl f""‘"‘“,];;ij}z;jj
Kdahe s ullyof nd fr e crmits oy ok ; oo iy
with intent to defrau; files a statement of a llrs o o feedtem of mprsopment for e 3y, or both Rttt 0%gvzvarr‘gw¢-nsla~rnsav9
incomplete, o S g information {for daho fs guflty i o) oo ek present, the penalty: five {5) years; If extenuatig.
dmmrarvcvs—)we-peye"u[muyberedu(c;wamm'mmo'rwa(l)veevs
Kentucy:Anyperson who or ot person
» aaim S e o o oo e a fser tepaymentotalssisguly ofa
o ool i s whichis aime i

sotme,
I i Ay s LA m—
oralon plcation for rancs

bt e o Lt ks i

A-G ADMINISTRATORS Li.c

SPORTS INSURANCE SPECIALISTS
P.O. Box 21013, Eagan, MN 55121
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LIO Claim Form
Page 2 Important Points

Player must sign and date
Organization Signature: A coach, referee, or any AGG
official, and must include the title of the Org signature



HOT LINK if you are TECH SAVVY

AGG Claims link;
https://agadmin.retool.com/embedded/public/9d2fa4a2-a8f8-4318-ab1c-7e068947

e0d5

Use this if you ok with utilizing a portal to upload documents and the like.


https://agadmin.retool.com/embedded/public/9d2fa4a2-a8f8-4318-ab1c-7e068947e0d5
https://agadmin.retool.com/embedded/public/9d2fa4a2-a8f8-4318-ab1c-7e068947e0d5

USGAA Incident Report Form

(PLEASE PRINT)

INJURED PERSON INFORMATION:

Last Narne First Namsa: M
Employar Spouse's Nama

(¥ Minar) Fathar's Nama: Mother's Name

Addrass S Email

City State Zp _ Phone{ )
Sockl Securky Number Date of Birth Current Age Male Female

Are you @ (choose ane): ATHLETE COACH OFFICIAL OTHER

TIME, PLACE AND DETAILS OF INCIDENT:
Data of Incident Time of Incident AN PM

Body Part Injured; ___

Typs of injury (choosa one): Laceration SprainiStrain Fracture Contusion Concussion Other

Severty (chooss one): Repart anly hinor Serious Criticsl Fatalky
D you receive ansite care? Y N Were you taken by amdulance 1o a hospdal? Y N
Vihat event were you participating in at the time of the incident? _

Wias thare & cartifiad Coach at this eveet? ¥ N i 50 include name

Wihat was the lecation of the event?

Describe what happensd.

Wi there & witness Yo the incident? Y N

WITNESSES
(I there wass & wilness please complete this secion)
Witness name: Address:
Phone i
Witness name: Addmss____ ==
Phore

FAMILY HEALTH INSURANCE:

(Meaith Insurance MUST be filed price 1o this pelicy)

Wsrcs Company

Palicy hokder's name:
Paiicy Numbear:

USGAA Incident Report:
Page 1 Important Points

LEFT or RIGHT body part needs to be
stated, eg left ankle

Witness’s section needs to be filled out by
coach, board member, etc



Group Number;

| WAIVE ANY PROVISION OF LAW TO THE CONTRARY AND HERESY AUTHORIZE AIG, GLOBAL SPORTS SERVICES,
OR THEIR REPRESENTATIVES TO FURNISH TO ANY HOSPITAL, PHYSICIAN OR OTHER PERSON WHO HAS
ATTENDED ME, AND MY INSURANCE CARRIER, ANY AND ALL INFORMATION WITH RESPECT TO THE ACCIDENTAL
INJURY FOR WHICH | AM CLAIMING INSURANCE BENEFITS

T WAIVE ANY PROVISION OF LAW TO THE CONTRARY AND HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN OR
OTHER PERSON WHO HAS ATTENDED ME, AND MY INSURANCE CARRIER OR EMPLOYER, TO FURNISH AIG,
GLOBAL SPORTS SERVICES, OR THEIR REPRESENTATIVES ANY AND ALL INFORMATION WITH RESPECT TO ANY
SICKNESS OR INJURY, MEDICAL HISTORY, CONSULTATION, PRESCRIPTIONS, OR TREATMENT, AND COPIES OF ALL
HOSPITAL, MEDICAL, OR INSURANCE RECORDS INCLUDING, BUT NOT LIMITED TO. INFORMATION REGARDING
QOTHER INSURANCE COVERAGES. | AGREE THAT A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE CONSIDERED
AS EFFECTIVE AS THE CRIGINAL

| UNDERSTAND THIS AUTHORIZATION 15 NECESSARY TO FACILITATE THE CB8TAINING AND PROVIDING OF
INFORMATION NEEDED TO QUICKLY PROCESS MY CLAIM, BY MY SIGNATURE BELOW | CERTIFY THAT | HAVE
LISTED ANY EXISTING HEALTH INSURANCE COVERAGE ABOVE AND UNDERSTAND THAT OMISSION OF
REQUESTED INFORMATION OR FRAUDULENT STATEMENTS CAN 8E A CRIME

Claimant Signature Date

This sechon 10 be completed and signed by NAB GAA Certited Coach or Official;
Club Name of injured.
County where Inddent ocourmed; —
| ASSERT THAT TO THE BEST OF MY KNOWLEDGE THE ABOVE INCIDENT OCCURRED ON THIS DATE

WHILE (athiete, coach or Offical name) WAS PARTICIPATING IN A
SANCTIONED NAB GAA EVENT.
COACH or OFFICIAL NAME (peirt) Tile _

COACH or OFFICIAL SIGNATURE Date

USGAA Incident Report:
Page 1 Important Points
e Claimant signature required

e Signature required by
coach/manager



FAQ: “What if my doctor doesn’t accept this insurance?”

In San Francisco, the following doctor accept USGAA insurance

Dr. Jon Dickinson

Address: 3838 California St # 715, San Francisco, CA 94118
Products and Services: places.singleplatform.com

Phone: (415) 668-8010


https://www.google.com/search?q=jon+dickinson+address&stick=H4sIAAAAAAAAAOPgE-LWT9c3LEk3TkoyTdOSzU620s_JT04syczPgzOsElNSilKLixeximbl5ymkZCZnZ-YVA1lQcQBzOQDDRgAAAA&ludocid=8776160811209602595&sa=X&ved=2ahUKEwi15Pi0g-_jAhWKrFQKHV0CBTcQ6BMwEHoECBAQAw
http://places.singleplatform.com/dr-jon-dickinson-0/menu?ref=google
https://www.google.com/search?q=jon+dickinson+phone&ludocid=8776160811209602595&sa=X&ved=2ahUKEwi15Pi0g-_jAhWKrFQKHV0CBTcQ6BMwE3oECBMQAg
https://www.google.com/search?q=dr+dickinson+san+francisco&oq=dickonson+md+san+f&aqs=chrome.1.69i57j0.8468j0j7&sourceid=chrome&ie=UTF-8#

Receipts...receipts...receipts

e Keep ALL receipts. The more paperwork a claimant has to support his/her
claim the better.
e AG Admin will correspond with you for proof of payment.



Deductible

There is a $500 deductible that the player will have to pay out of their own pocket
towards a claim.

What's a deductible?

A deductible is the amount of money that the insured must pay before an
insurance company will pay a claim



Accident Coverage: The Aggregate Maximum is the most we will pay,

regardless of number of insureds, for any one

Accidental Medical & Dental Expense Limit: $ 50,000. :
accident.

Maximum

Deductible is flat deductible (corridor), regardless

Accidental Death & Dismemberment Limit: $ 5,000. .
of any other insurance.

Principal Sum

The accident policy contains the following

Aggregate Limit per Accident: $1,000,000. sub-limits:

Deductible per Youth Participant: $ 500. Per Injury + $2,000 Benefit for Chiropractic/Physical

Deductible per Adult Participant: $ 500. Therapy subject to a $50 per visit limit

Per Injury Benefit Period: 52 Weeks from date of Injury * $1,000 Benefit for Durable Medical Equipment

Claims Basis: Full Excess « $1,000 Benefit for Prescription Drugs
Coinsurance clause: NONE

Cat Cash Benefit for Catastrophic Injuries: $10,000



Accident Coverage Ctd:

The Aggregate Maximum is the most we will pay, regardless of number of insureds, for any one accident. Deductible is flat deductible
(corridor), regardless of any other insurance. The accident policy contains the following sub-limits: « $2,000 Benefit for

Chiropractic/Physical Therapy subject to a $50 per visit limit « $1,000 Benefit for Durable Medical Equipment « $1,000 Benefit for
Prescription Drugs



Questions?

For questions regarding claims, forms, etc, feel free to reach out to:
Kevin Sullivan- CEO Founder, Connor, Alexander and Sullivan Insurance Services

Email: kevin@consulinsurance.com

Phone: 415-841-3038

And/or to:

Kristen Siano - Office #10, kristen@consulinsurance.com 415-320-1392


mailto:kevin@consulinsurance.com

