Oregon High School Equestrian Teams, Inc.
In Case of Accident or Injury

Please fill out the attached form immediately.

When form is complete, mail to:
= OHSET, c/o Jan Harer, 37285 SW Nature Dr., Cornelius, OR 97113

Supplemental Medical Insurance Coverage through American Income Life

This is a very small insurance policy. It is not intended to be your only means of medical insurance. It has
been purchased to help “fill in the gaps,” cover deductibles, and help out with minor accidents.

In order to file an insurance claim:

The patient must be a REGISTERED athlete, coach, advisor or board member

They must file the claim form with the appropriate District Chair within 15 days of injury. (OHSET
must file the claim within 20 days of the injury — So the district chair must forward immediately!)
The injury must have happened during or on the way to or from, a REGULARLY SCHEDULED
practice, meet, or other team or High School Equestrian function.

A claim form must be completely and accurately filled out and signed AND the REGISTERED
Supervising (21 or older) Coach or Advisor who was present should sign.

Form must also be signed by the District Chair, who will forward the information on to Jan who will
sign and process the claim.

All receipts must be submitted if payment is expected.

All payments are made to the medical provider unless noted on the form. If reimbursement is to
go to someone other than the provider, proof of payment must be included with receipts.

Any questions should be directed to your coach, advisor, and/or District Chair.

All Information should be mailed to: OHSET, c/o 37285 SW Nature Dr., Cornelius, OR 97113 or
information can be scanned and Emailed to: JHarer@OHSET.com



Oregon High School Equestrian Teams, Inc.
Accident & Injury Report AND A.l.L. Supplemental Health Insurance Claim Form
Entire form must be completed for Insurance Claim. For accidents or injuries not resulting in a claim only

the* NeHn ghl i ghted” portions must be filled out
Name of Patient D.O.B. Age
OHSET Role: Athlete Coach Advisory Other Gender: M F

Home Address of Patient

Mailing Address if Different

Email Phone

Date of Injury: Time

Did You Seek Medical Treatment? YES NO When? Immediately or

What Activity?

Describe Injury:

Describe How and Where Injury Occurred (explain fully-use the back of this form if necessary):

VERIFICATION. All Signatures below MUST be unrelated to the patient.

If Available,
1. Witness:
Printed Name Signature
Coach/Advisor Present Title
Phone
Coach Signature
WHO GETS THE MONEY? Pay the Medical Provider? YES NO Pay Someone Else? YES NO
Payee Name is to be reimbursed. Receipts MUST be enclosed!
Print Clearly
Payee Address
Print Clearly
Who is completing this form? Signed
District Chair Signed Date

District Team Date




