
Camper Medical Report
Please complete and submit to AMSkier along with itemized bills and any primary 
insurance explanation of benefits. For assistance or help with the process contact 

AMSkier at (800) 245-2666 or via email at KarenG@amskier.com.

AT ACCIDENT SITE: WHERE, BY WHOM? 

CAMP HEALTH SERVICE: BY WHOM? 

DOCTOR'S OFFICE:

HOSPITAL:

EMERGENCY TRANSPORT? 

IF OUT OF STATE, SPECIFY STATE OF INJURY SOCIAL SECURITY # 

CAMP NAME INCIDENT DATE INCIDENT TIME REPORT DATE

NAME OF INJURED/ILL PERSON

DATE OF BIRTH 

CAMPER (US) STAFF (US)

 STAFF (INT'L)

GUEST/OTHER

(international agency, if applicable)

 PARENTS' NAME/GUARDIANS' (if minor) ADDRESS CITY STATE ZIP PHONE

NAME / ADDRESS OF WITNESS

INCIDENT LOCATION INCIDENT CAUSE

BODY PART INCIDENT TYPE

ESTIMATED 
SEVERITY VERY 

LOW
LOW MODERATE HIGH VERY 

HIGH

TYPE OF 
INCIDENT BEHAVIORALACCIDENT ILLNESS OTHER (describe)

WHERE WAS TREATMENT GIVEN?  (CHECK AND COMPLETE ALL THAT APPLY)

BY WHOM?

RELEASED TO: CAMP 
ACTIVITIES

HOME OTHERCAMP 
HEALTH 
SERVICE

NAME/ADDRESS? DATE

YES NO IF YES, HOW MANY DAYS/WHERE?

AMBULANCE HELICOPTER OTHER

WERE PARENTS NOTIFIED YES NO IF SO, PARENTS' RESPONSE PLEASED WITH HOW THE INCIDENT HANDLED

CONCERNED WITH HOW THE INCIDENT HANDLED OTHER

Does the claimant have primary insurance? YES NO

INCIDENT INFORMATION

TREATMENT INFORMATION

ADDITIONAL INFORMATION

INSURANCE INFORMATION

GENERAL INFORMATION

MALE

FEMALE CAMPER (INT'L)

DATE

DATE

DATE

ACTIVITY

MISSED TIME FROM CAMP?

Insurance Company Name and Address

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

DENTAL

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. 

AUTHORIZATION TO RELEASE INFORMATION
AFFIDAVIT: I verify that the statement on other insurance is 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 claim I will 
reimburse Administrative Concepts, Inc to the extent for which Administrative Concepts, Inc would not have been liable.

AUTHORIZATION TO RELEASE INFORMATION: I authorize any Health Care Provider, Doctor, Medical Professional, Medical Facility, Insurance Company, Person or 
Organization to release any information regarding medical, dental, mental, alcohol or drug abuse history, treatment or benefits payable, including disability or employment 
related information concerning the patient, to AMSkier and Administrative Concepts, Inc and its designees.

Policy Number ID#

Policy# 

HAVE YOU BEEN TREATED FOR THIS CONDITION WITHIN THE PAST 12 MONTHS? IF SO, PHYSICIAN NAME: 

BRIEFLY DESCRIBE THE INCIDENT 
PLEASE CONFIRM WHO SHOULD RECEIVE PAYMENT, IF BENEFITS ARE ELIGIBLE: CLAIMANT [ ]  PROVIDER [ ] CAMP [ ] 
**Payment to Camps and Claimants will exclude significant potential discounts with the provider of service
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TITLE: DATE AUTHORIZED CAMP OR ORGANIZATION SIGNATURE
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 IMPORTANT NOTICE 

 

 

It is important to note that CHUBB North American Claims and the Accident & Health Division reserves its right to make changes to this language and may 
requireadditional fraud warnings incorporated onto the claim forms in the future.  

Notice of Alabama Claimants: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents 
false information in an application for insurance is guilty of a crime and may be subject to restitution, fines, or confinement in prison, or any combination 
thereof.
Notice to Alaska Claimants: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, 
incomplete, or misleading information may be prosecuted under state law. 
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 Arkansas Claimants: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
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 information to obtain or amend insurance coverage or to make a 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 facts or 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 policyholder or claimant for the 
purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be 
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies. 
Notice to District of Columbia Claimants: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the 
insurer or any other person. Penalties include imprisonment and / or fines.  In addition, an insurer may deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 
Notice to Delaware Claimants: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any 
false, incomplete, or misleading information is guilty of a felony. 
Notice to Florida Claimants WARNING: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
Notice to Idaho Claimants: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing 
any false, incomplete, or misleading information, is guilty of a felony. The lack of such a statement shall not constitute a defense against prosecution under this 
section. 
Notice to Indiana Claimants: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or 
misleading information commits a felony. 
Notice to Kentucky Claimants: Any person who knowingly and with intent to defraud any insurance company or other person files a 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.
Notice of Louisiana Claimants: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Notice to Maine Claimants: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits. 
Notice to Maryland Claimants: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly 
or  willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Notice to Minnesota Claimants: A person who files a claim with intent to defraud or helps commits a fraud against an insurer is guilty of a crime. 
Notice to New Hampshire Claimants: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim 
containing any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. 
Notice to New Jersey Claimants: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal 
and civil penalties.
Notice to New Mexico Claimants: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS 
OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF  A CRIME AND MAY 
BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.
Notice to New York Claimants Fraud Warning: 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 shall also be subject to a civil penalty not to exceed five thousand dollars and
the stated value of the claim for each such violation.
Notice to Ohio Claimants: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or 
files a claim containing a false or deceptive statement is guilty of insurance fraud. 
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 Oregon Claimants WARNING: Any person who, knowingly, and with intent to defraud any insurance company or other persons 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, may be subject to prosecution for insurance fraud.
Notice to Pennsylvania Claimants Fraud Warning: Any person who knowingly, and with intent to defraud any insurance company or other persons files an 
application for insurance or a 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 Rhode Island Claimants WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Notice of Tennessee Claimants: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits. 
Notice to Virginia Claimants: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
Notice of Washington Claimants: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.
Notice of West Virginia Claimants: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Notice to Claimants in all other states: Any person who knowingly and with intent to defraud or deceive any insurance company files a claim containing any 
materially false, incomplete or misleading information may be subject to prosecution for insurance fraud.
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