H S R Health Special R.isk,. Inc.

Healls Special Rish, nc. Student Insurance - District Form

Insurance Underwritten by Mutual of Omaha Insurance Company; 3300 Mutual of Omaha Plaza; Omaha, Nebraska 68175

Section 1 - District Information

T —— SR O0D 15D
SR2014TX-P-100405 ‘School Year: | 2017-2018
JAY JAMESON Titler _ATHLETIC DIRECTOR
| POBOXS _ Clty ; EDGEWOQOD
| T [zip: ] 75117 ‘Phone: | (903) 896-2235 ext
JAMESOMI@EDGEWOOD-ISD.NET (Policy & Invoice will be sent to this email address)

Section 2 — Program Specific
f;VoEuntary Enrollment Oﬁered‘7

-Estimated # Siudeni S. Enfolied 1n Schoo]lDlstrtct | 77,
"LastClass Day: - G A S~ pupeyg

Note: Arhler.'c covarage begms August 1t es.vgned appltcanon is recelved pr.'ort 'he first ath.’enc stan‘ dare Excepnon Dates setby state governmg
‘oiganization: wh:chareprfortoAugust P R e L S TR RS :

ngh School Football information: (Compfete rfapplfcabfe)
g/(es []1No “Athletic Effecilve Dates: | From: Y—/ﬂ] To 7,3{ /g/

s Contact Practlce Permitted? - Wfes []1No |"Who pays Football’ Premtum’? {1School P Parents
Section 3 Mandatory Plans - Coverage Selected by School/D:stnct
._: Optlon _ DNtSlon .Grgdes__ lnsure d B.ate_. ___P_r_em__lp_r_n_.____-

So th"Athleai'cs/Abtwmes
o thhout Athietlcs/Actmtles S :".-_:j
Athletlcs & Actl\ntles Oniy BRI

Benefit changes from last year? [] Yes [u/ﬁo {If Yes, explain):

Section 4 Catastroph:c Plans

-Plan; HH/CC Benefit:: FBl Cove’réd “Grade | gof oo B_a_te-F:’-:Q'_r_ o Total
|'Type | “Max {“Period | "' ‘Class | Level Students “Athletes” | "Person Prem!um
Y/N

Maxmum

Section 5 — Supplies - Ao _ _
| Supplies To (physical address): . | . TAmeso~ = E -1/ L. HOOYF |+ of Oniine Fiyers . | |
Section 6 - Comments

i |

Acceptance: The benefits, conditions and premium for this coverage are as outlined within the coverage materiais and this form. if
acceptable, in AL, IN, KS, LA, ME, NE, OH, VA & WV, please sign the Participant Accident Insurance Application (Form SR2014 APP) and
return with this signed form and the premium fo the address below.

Section 7 - Coverage Authorization

We hereby enroll with Mutual of Omaha Insurance Company for the coverage indicated ahove. We understand that insurance will be in force as of the requested
effective date indicated, if.alkinformation is accurate and the reguired premium is yeceived by Mutual of Omaha.

oo~

Sig natﬁre of Abthqyi’zed Official

JAY JAMESON .
Name of Authorized Official =

Mouail Completed Enrollment form to:
4100 Medical Parkway -HSR Plaza I -Carrollton, TX 75007 - (866) 345-2680 - Fax (972) 512-5819
KiZinsurance @hsri.com

M27852_12i6



