SECTION V1

EXHIBITS
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The School Board of Miami-Dade County, Florida, adheres to a policy of nondiscrimination in
employment and educational programs/activities and programs/activities receiving Federal financial
assistance from the Department of Education, and strives affirmatively to provide equal opportunity for

all as required by:

Title VI of the Civil Rights Act of 1964 - prohibits discrimination on the basis of race, color,
religion, or national origin.

Title VII of the Civil Rights Act of 1964, as amended - prohibits discrimination in employment
on the basis of race, color, religion, gender, or national origin.

Title IX of the Education Amendments of 1972 - prohibits discrimination on the basis of
gender.

Age Discrimination :in Employment Act of 1967 (ADEA), as amended - prohibits
discrimination on the basis of age with respect to individuals who are at least 40.

The Equal Pay Act of 1963, as amended - prohibits sex discrimination in payment of wages to
women and men performing substantially equal work in the same establishment. ' '

Section 504 of the Rehabilitation Act of 1973 - prohibits discrimination against the disabled.

Americans with Disabilities Act of 1990 (ADA) - prohibits discrimination against individuals
with disabilities in employment, public service, public accommodations and

telecommunications.

The Family and Medical Leave Act of 1993 (FMLA) - requires covered employers to provide
up to 12 weeks of unpaid, job-protected leave to "eligible" employees for certain family and

medical reasons.

‘The Pregnancy Discrimination Act of 1978 - prohibits discrimination in employment on the
basis of pregnancy, childbirth, or related medical conditions.

Florida Educational Equity Act (FEEA) - prohibits discrimination on the basis of race, gender,
national origin, marital status, or handicap against a student or employee.

Florida Civil Rights Act of 1992 - secures for all individuals within the state freedom from
discrimination because of race, color, religion, sex, national origin, age, handicap, or marital

status.

School Board Rules 6Gx13- 4A-1.01, 6Gx13- 4A-1.32, and 6Gx13- 5D-1.10 - prohibit
harassment and/or discrimination against a student or employee on the basis of gender, race,
color, religion, ethnic or national origin, political beliefs, marital status, age, sexual orientation,

social and family background, linguistic preference, pregnancy, or disability.

Veterans are provided re-employment rights in accordance with P.L. 93-508 (Federal Law) and Section
295.07 (Florida Statutes), which stipulate categorical preferences for employment.

Revised 5/6/03
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For_office use only:

'\ Date received:

q\ Reviewer:
‘Q&" M/WBE Code:

Miami-Dade Counly Public $chools Date Approved:
giving our students the world Vendor #:

M/WBE CERTIFICATION APPLICATION

{Please Print/Type)
Certification Category Requested: { )} African American { ) Woman
{ )} Hispanic

Business Name President's/Owner’'s Name

{ ) { }
Telephone number Fax number E-Mail Address

Business street address

Business mailing address

2. LEGAL STRUCTURE: {Check one and indicate the date the business was established)

{ ) Sole proprietor ' { ) Joint Venture
Date Date
{ ) Partnership { )} Corporation

Date - Non-profit Date

{ ) For Profit Corporation
Date

10f8 FM-33820 Rev. (05-01)



3. CERTIFICATIONS: Indicate if this business shares common officers, owners, directors or
managemeht personnel with another business that has received, been denied, or had its
certification revoked as an MBE/DBE/WBE or SBA 8(a) Certified Contractor. Indicate the name of
the certifying authority, as well as the date and type  of determination

{certification/denial/revocation).

Agency Name Determination Date

4. OWNERSHIP:

a. ldentify the proprietor, each partner, or stockholder by name, as well as his/her citizenship (c)
or {r) residency status, gender, ethnic group, and percentage of ownership.

Resident or
Qwner/ U.s. % Years
Name shareholder Citizen Gender Ethnicity Owned Owned

b. If the business is a corporation, please indicate the following:

1. The number of shares authorized:

2. The number shares issued:

Are there any stock option agreements? Yes No
If yes, please provide a copy of each agreement.

5. OPERATIONAL CONTROL: Provide the name, title, race/ethnicity, and gender of each individual
(including owners and non-owners} with the primary responsibility for the following:

Race/ethnicity/
Name_and title gender

a. Check signing
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Racefethnicity/
Name and title gender

b. Payroll signing

c. Signing, or
guaranteeing loans

d. Acquiring lines of credit

e. Acquiring surety bonding
and insurance

f. Purchasing major
equipment/services

g. Signing contracts/change
orders/payment requisitions

h. Estimating

i. Qualifying the company for
professional/trade license(s)

j. Marketing/sales

k. Hiring and firing
managerial employees

I. Hiring and firing
non-management employees

m. Supervising field/
operations

n. Supervising
office personnel

PERSONNEL: Identify the number of individuals, including owners, that are currently employed
by the business in the following areas:
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Please use the following to classify women/minority persons: AM-African American male, AF-African American female, HM-Hispanic
male, HF-Hispanic female, WM-Non Hispanic White male, WF-Non Hispanic White female.

Total Number

. Management

. Administrative/clerical

a
b
c. Professionalftechnical
d

. Craftsperson/laborers

e. Provide a copy of the business affirmative action statement, if one is available.

7. BUSINESS RELATIONSHIPS: Provide the requested information for each of the following:

a. Bonding Company:

Address: :
Agent name: Phone number: ( ) -
Single Contract Limit: Aggregate Limit:

b. Bank(s) Name(s):

Branch:

Contact person: : Phone number: ( )

Credit limit:

c. ldentify the company's/creditors including banks and the amount of money owed to:

Loan
Creditor Loan Guarantor(s) Address & telephone Amount

d. Insurance company:

Type of insurance: Insurance himits:

40f8 FM-3920 Rev. (05-01)



8.

9.

e. List the business' three largest contracts or jobs.

Contract/job type Contact perscn

Telephone Contract Bonded
number amount {Yes/No)

EQUIPMENT: Listthe type and value of major equipment that is owned (0) or leased (L) by

the business.

Equipment o/l

Value ($ amount)

MAWVBE JOINT VENTURE - Joint ventures must provide a copy of the joint venture agreement.

50of 8

FM-3920 Rev. (05-01)



M/WBE CERTIFICATION APPLICATION

AFFIDAVIT

STATE OF :

COUNTY OF ;S8

| hereby declare and affirm that | am the (Title}
(Firm}

of:

That | am duly authorized to execute the foregoing MAWBE Certification Application, and that the
contents of said documents are complete, true and correct to the best of my knowledge and belief. |
hereby certify that the documents include all material information necessary to identify the true and
lawful owners of the subject business enterprise. Further, the undersigned is notified of their
responsibility to submit an updated Minority"Woman Business Enterprise Certification Application
whenever a change occurs in ownership, management or control of the company. Any M/MWBE
applicant, certified M/WBE principal(s) and all related parties, who misrepresents the status of any
concern as an M/WRBE, or is a party to such misrepresentation to obtain business or contracts with
the School Board under the Business Development and Assistance Program, will be suspended from

doing business with the School Board for fourteen (14} months.

{Corporate Seal), if appropriate

Minority/AWoman Owner's Signature

On this day of .20 _, personally appeared before me, the

undersigned officer authorized to administer oaths:
known to be the person described in the foregoing affidavit, who acknowledged that he/she executed

the same in the capacity stated and for the purposes therein contained.

IN WITNESS WHEREOF, | have hereunto set my hand and official seal.

Notary Public

My Commission Expires:

6of8 FM-35920 Rev. (05-01)



M/WBE
Certification Check List

Please attach copies, not originals, of all applicable items. Incomplete applications cannot be
processed, and failure to submit the documents will delay or result in termination of the application

process.

Please check if documents are attached:

1. ]

10.

11.

—
N

O O040d0O0000aoaogd

M/MBE certifications from other public agencies.

M/MWBE Certification Application Affidavit (Page 6 of Application).
Miami-Dade County Public Schools Vendor Appiication.
Lease/purchase agreement for the business' facilities.
Current professional/business license(s).

Proof of citizenship or permanent resident status.
Resumes for owners and key personnel.

Lease/purchase agreemenfs for major business equipment.
Most current application for bonding, if applicable.
Management agreement(s).

Loan agreement(s) or promissory note(s).

Birth certificate, drivers license, passport or any other document which substantiates the
ethnicity/race/gender of owners, officers and directors.

*If any of the aforementioned documents are not available, please provide a written notarized
statement that information is not available.

13. Sole Proprietor - Submit all of the above items, as applicable and the following:

L]
L]

U.S. IRS 1040-C Schedule.

Fictitious name affidavit, if applicable.

70f8 FM-35820 Rev. (05-01)



14. Parinerships - Submit ail of the above items, and the following:

| Partnership agreemeni(s).
[] U.s.IRS 1065, with schedules.
|:| Profit sharing agreements.

15. Corporations - Submit all of the above items, and the following:

Articles of Incorperation, with amendments.

By-Laws, with amendments. '

The most current U.S. IRS Corporate Tax Returmn 11 20 or 1 120s, with all schedules.

All issued and canceled stock certificates (front & back).

Minutes of the first shareholders' meeting.

Minutes of the first board of directors' meeting.

Minutes of meetings at which the current board of directors and officers were elected or
appointed.

Stock transfer ledger.

Most current annual report filed with the Secretary of State.

Profit sharing agreement(s).
Agreements affecting management, control or rights of any stockholder(s).

0 o [

16. |:| Joint venture agreement{s).
17. [ Ceriificate(s) of insurance.

18. D Sub-contractual agreement(s}.

NOTE: If after filing this application, there is any significant change in the information submitted
herein, you must inform the Division of Business Development and Assistance of the change,

or the company may be denied certification.

Certified companies must inform the Division of Business Development and Assistance of any
changes in the infarmation contained herein, which formed the basis of certification. Failure to

do so may result in denial , revocation or suspension of certification.

COMPLETE APPLICATION, INCLUDING VENDOR APPLICATION AND CATEGORY OF GOODS AND SERVICES
LIST, SHOULD BE RETURNED TO: MIAMI-DADE COUNTY PUBLIC SCHOOLS
) DIVISION OF BUSINESS DEVELOPMENT AND ASSISTANCE
1450 N.E. 2ND AVENUE, ROOM 456
MIAMI, FL 33132
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STUDENT ACCIDENT

Current Plan Rates

(Pre-K. — 6) Rates
School Time Plan $14.00

School Time + Extended Dental ~ $16.00

(Grades 7—12) '
School Time Plan $15.00
School Time + Extended Dental  $17.00

(Pre K-12)

24 Hour Coverage $38.00

Extended Dental $40.00
Enrollment

School Time Plan 60,624

24 Hour Plan 6,170

Premium/Claims Data

(through 11/07) as provided by School Insurance of Florida, Inc.

2006/2007 2005/2006 2004/2005
Premium $698,984 $695,873 $440,829
Paid Claims $444.105 $456,866 $229.156
Reserve for IBNR $ 97,960 $ 64,720 $ 15,452
FOOTBALL ACCIDENT

Current Plan Rates and Enrollment

Football
Fall $147.55
Spring Practice $36.50

Premiom/Claims Data

See attached.



CATASTROPHIC ATHLETICS

Premiums

07-08 $80,809
06-07 $80,809
05-06 $64,347
04-05 $61,283
03-04 $57.814
02-03 $61,500

Premium/Claims Data

See attached.



CLAIMS REPORT AS OF 12/12/07 FLORIDA (All Plass)

PREMIUM & CLAIMS LOSS RATIO REPORT FOR THE 2004 5CHOOL YEAR

POLICY # SCHOOL SYSTEM HIGH SCHOOL FOOTBALL  TOTAL
0904020005 MIAMI DADE COUNTY SCHOOLS
PREMIUM 466,224.00
CLAIMS EXFENSE TO DATE 432,996.30
PROJECTED CLAIMS 0.00
LOSS/PREMIUM RATIO 0.929
I 'd  8l%E ON IYIONYNIS AITINDYOW Wa0G 1 8RO "6 'Nyp
7199 PAGE . 22

JAN 25 20888 14:55



CLAIMS REPORT AS OF 12/12/07 FLORIDA (All Platts)

PREMIUM & CLAIMS LOSS RATIO REFORT FOR THE 2005 SCHOOL YEAR

POLI_CY # SCHOOL SYSTEM HIGH SCHOOL FOOTEALL TOTAL
0904020005 MIAMI DADE COUNTY SCI:IOOLS
PREMIUM 645,000.71
CLAIMS EXPENSE TO DATE | 386,194,770
PROJECTED CLAIMS 837,842.08
LOSS/PREMIUM RATIO 1045
£ 8IpE O TWIONYNLS ATINDXON W01 800 7 Wyt

JAN 25 2888 14:955 7193 PAGE. 83



CLAIMS REPORT AS OF 12/12/07 FLORIDA (All Plans)

PREMIUM & CLAIMS LOSS RATIO REFORT FOR THE 2006 SCHOOL YEAR

POLICY # SCHOOL SYSTEM HIGH SCHOOLFOOTBALL ~ TCTAL
0904020005 MIAMI DADE COUNTY SCHOOLS
- PREMIUM 646,000.10
CLAIMS EXPENSE TO DATE 290,598.64
PROJECTED CLAIMS 803,018.39
LOSS/PREMIUM RATIO 0.82
v 'd BLEE ON TVIONGNTS AJWNDXON  Wd0S* 1 800 'ST wyr
7199 PRGE . B4

JAN 25 20888 14:35
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S} AlG Domestic Accldent & Health Division
A TR o Arin it eenations Compariest -~
Underwritten By: Natlonal Union Fire Insurance Com pany of Pittshurgh, PA

~ ADDENDUM

Reference No, M{L 00 Z - ;[&02 g Policy No, SQG Q7/ 0@ / q

Name of School / School District: _The School Board of Miami-Dade Comty  ~

Address: 1500 Biscayne Blvd., Suite 127 City: Miami State: Florida Zip Code:" 33 132
Estimated Total Enrolment: Grades Included: 712 /» /’

- FofJr, Highs: S‘Z # of Jr. Highs w/ Football: ¢ ¥ of Sr. Highs: 42 # of Sr. Highs w/ Football: 33
CLASSIFICATION OF ELIGIBLE PERSONS: X Including Football [ Excluding Foothali

O Classk: Al enrolled sludents of the Participating Organization,

Class Il: A} Interscholastic athletes, including Interscholastic football and cheerleaders and participants of non-
sport extracturicular activities of the Participating Organization. ¥ Junior High & Senior High

[ Class 1117 All interscholastic athletes, inchiding interscholastic football, band menbers, cheerleaders, majoreites,
participants of intramural sports, gym classes and non-sport exiracurrienlar activities of the Participating

Organization. (3 Junior High {1 Senior High

(Al three elasses inclnde Coaches, Managers and Trainers.)

BENEFITS:

B Aceident Medical Expense Benefli /
Maximum Benefit Amount Per Participant ............ DO s1,000000 O $2000000 7 $2,500,000 &9 5,000,000
Maximum Benefit Period - 10 Yoars /ﬁeductible $25,000. Two year deductible incurral period,

B Catastrophle Cash Benefit .....,.............. weeews WOPTIONT O OPTIONTT 13 OPTION 11
Maximum Benefit Amownt .......... . ; $500,000 $750,000 $1,000,000
Lump Sum After 6 Months .., . $100,000 £150,000 $200,000
Bertefit AMOUNE «.ooovereiseireresrernn., Wt e barseetrnneres $40,000/r $40,000/yr $40,000/r
Maximura Benefit Period ... e s penane sirnearres 10 years . 15 years 20 years
Acchlental Death and Dismemberment Benefis {Included)

Maximum Accidental Death Benefit Amount .............. . $ 10,000
Maximum Accidental Dismemberment Benefit Amount- ... $20,000

PREMIUM COMPUTATION:

Accident Medical Expenss Benefit ............ e e ———— § 49,791.00

Catastrophic Cash BENSHt wuuvvrrooresoserso, S “ - s 8 31,018.00

Totel Premivm ........... rteeen Pt sass S, $ 80,809.00

Effective Date: 8/1/07 A Termination Date: §/1/08

SPECIAL NOTES:

We hereby request from the Company, Catastrophe Accident Instrance coverage, We understand that fnsurance wil] be In force s of the effective
date Indicated above, If this Addendum {s fccepied-bmifie Company gnd the required premium ls vecelved by the Company when due.

Print Names, - /7 i

Authorized 8 7t

Title: oA /5%, /53 Date.of Request; é*{wﬁ/z

Agent Signature: 7 _ Print Name: James M, Greene

LOCAL AD@WG‘N: '

Name; Arthur J 63 dgher & Co. (Florida) THE MAKSIN GROUP

Address: 2255 Bides Road, Suite 4008 2500 McClellan Avenus, Suite 100

City: Boca Raton State: Florida Zip Code; 3343] Pennsauken, NJ 08109

Tax LD. #: §9-1743669 8.5.#; (800)375-6826 Fax: (856)858-1123
{ageacy) ‘ (Findividualy

Telephone: 551-995-5706 E-Mail: james gresne@ajg.com www.maksin.com

NC AA AC BA BS P N R_z




(

AIG Domestic Accident & Health Division

A Drasion of Amencan internationat Companies -

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.
Executive Offices; 70 Pine Street, New York, NY 10270
{212} 770-7000
{a capital stock company, herein refarred to as the Companyl
Policyholder: c/o The Bank of New York {Delaware), as Trustee
of the AIG Group Insurance Trust (Delaware}
Name of Participating Organization: The School Board of Miami-Dade County
Policy Number: SRGY9710019 :
Reference Number: AIC0015628

BLANKET ACCIDENT INSURANCE POLICY

This Policy is a legal contract between the Policyholder and the Company. The Company agrees to insure
eligible persons of the Policyholder against loss covered by this Policy subject to its provisions, limitations and
exclusions. The persons eligible to be Insureds are all persons described in the Classification of Eligible
Persons section of the Master Application. This Policy provides accident insurance to Insureds while they are

participating in Covered Activities.

This Policy is issued in consideration of the payment of the required premium when due and the statements
set forth in the signed Master Application, which is attached to and made part of this Policy.

This Policy begins on the Policy Effective Date shown in the Master Application and continues in effect until
the Policy Termination Date as long as premiums are paid when due, unless otherwise terminated as further
provided in this Policy. If this Policy is terminated, insurance ends on the date to which premiums have been
paid. After the Policy Termination Date, this Policy may be renewed for additional periods of time by mutual
written consent of the Company and the Policyholder at the premium rates set by the Company for the

renewal period.

This Policy is governed by the laws of the state in which it is delivered.

The Preside_nt and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this Policy:

President Secretary

PLEASE READ THiS POLICY CAREFULLY.

Non-Participating Policy

C11695DBG I BSR
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DEFINITIONS

Any capitalized terms in the Policy, Master Application, and any riders, amendments, or other aitached papers
are to be given the meanings as ascribed in this section or as later defined.

Benefit Schedule - means the Benefit Schedule section of the Master Application.

Covered Activity (ies} - means those activities set out in the Covered Activities section of the Master
Application, with respect to which Insureds are provided accident insurance under this Policy.

Injury - means bodily injury caused by an accident that: (1) occurs while this Policy is in force as to the
person whose injury is the basis of claim; (2) occurs while such person is participating in a Covered Activity,
and (3) results directly and independently of all other causes in a covered loss.

Insured - means a person: (1) who is a member of an eligible class of persons as described in the
Classification of Eligible Persons saction of the Master Application; (2} for whom premium has been paid; and
(3) while covered under this Policy.

Immedlate Family Member - means a person who is related to the Insured in any of the following ways:
spouse, brother-in-law, sister-in-law, son-in-law, daughter-in-law, mother-in-law, father-in-law, parent (includes
stepparent), brother or sister (includes stepbrother or stepsister), or child (includes legally adopted or
stepchild).

Physician - means a licensed practitioner of the healing arts acting within the scope of his or her license who
is not: 1) the Insured; 2) an Immediate Family Member; or 3) retained by the Policyholder.

POLICY EFFECTIVE AND TERMINATION DATES

Effective Date. This Policy begins on the Policy Effective Date shown in the Master Appl:catlon at 12:01 AM
Standard Time at the address of the Policyholder where this Policy is delivered.

Termination Date. This Policy may, at any time, be terminated by mutual written consent of the Company
and the Policyholder. This Policy terminates automatically on the earfier of: (1) the Policy Termination Date
shown in the Master Application; or (2) the premium due date if premiums are not paid when due. Termination
takes effect at 12:01 AM Standard Time at the Palicyholder's address on the date of termination.

INSURED'S EFFECTIVE AND TERMINATION DATES

Effective Date. An Insured's coverage under this Policy begins on the latest of. (1) the Policy Effective Date;
(2) the date for which the first premium for the Insured'’s coverage is paid; or (3) the date the person becomes
a member of an eligible class of persons as described in the Classification of Eligible Persons section of the

Master Application.

A change in an Insured's coverage under this Policy due to a change in his or her eligible class or Covered
Activity becomes effective on the later of: (1) when the change in his or her eligible class or Covered Activity
oceurs; or (2) if the change requires a change in premium, the date the first changed premium is paid.
However, a change in coverage applies only with respect to accidents that occur once the change becomes

effective.

Termination Date. An Insured’s coverage under this Policy ends on the earliest of: (1) the date this Policy is
terminated; (2) the end of the period for which premiums have been paid; or (3) the date the Insured ceases to
be a member of any eligible class(es) of persons as described in the Classification of Eligible Persons section

of the Master Application.
C11695DBG 3 - : BSR




(
Termination of coverage will not affect a claim for a covered loss that occurred while the Insured's coverage
was in force under this Policy.

¢

PREMIUNM

Premiums. Premiums are payable to the Company at the rates and in the manner described in the Premiums
section of the Master Application. The Company may change the required premiums due on any Policy
anniversary date, as measured annually from the Policy Effective Date. The Company may change the
required premiums as a condition of any renewal of this Policy. The Company may also change the required
premiums at any time when any change affecting rates is made in this Policy.{ Any such change in this Policy
will not take effect until any required additional premium is received by the Company, except as otherwise
agreed to in writing by the Company and the Policyholder.)

BENEFITS

Maximum Amount. As applicable to each Benefit provided by this Policy for each Insured, Maximum Amount
means the amount shown as the maximum amount for that Benefit for the Insured's eligible class in the

Benefit Schedule.

Accidental Death Benefit. If Injury to the Insured results in death within 365 days of the date of the accident
that caused the Injury, the Company will pay 100% of the Maximum Amount.

Accidental Dismemberment Benefit. if Injury to the Insured results within 365 days of the date of the
accident that caused the Injury, in any one of the Losses specified below, the Company will pay the

percentage af the Maximum Amount shown below for that Loss:

For Loss of Percentage of Maximum Amount
Both Hands or Both Feet........ciieince e e 100%
Sight of Both Eyes.....cccocoiiiiiciiine i, 100%
One Hand and One FOot. ... rereceere e sissnimes s 100%
One Hand and the Sight of ONG Eye.....cocoviiicim e, 100%
One Foot and the Sight of ONe@ EYe ........cccinieviiinniinincccieen, 100%
Speech and Hearing in Both Ears ..o, 100%
One Hand or One FOot........covieeieces e e s sser s sanes 50%
The Sight of ONe EYe ..., 50%
Speech or Hearing in Both Ears ..o 50%
Hearing iN ONE Ear ... it 25%
Thumb and Index Finger of Same Hand ........cccooveeevieiciccineve s 25%

“Loss” of a hand or foot means complete severance through or above the wrist or ankie joint. “Loss” of sight
of an eye means total and irrecoverable loss of the entire sight in that eye. “Loss” of hearing in an ear means
total and irrecoverable loss of the entire ability to hear in that ear. *“Loss® of speech means total and
irrecoverable loss of the entire ability to speak. “Loss” of thumb and index finger means complete severance

through or above the metacarpophalangeal joint of both digits.

If more than one Loss is sustained by an Insured as a result of the same accident, only one amount, the
largest, will be paid. :

Exposure and Disappearance. If by reason of an accident occurring while an Insured's coverage is in force
under this Policy, the Insured is unavoidably exposed to the elements and as a result of such exposure suffers

C11695DBG ’ 4 BSR




¢
a loss for which a benefit is otherwise payable under this Policy, the loss v.ul be covered under the terms of
this Policy.

if the body of an Insured has not been found within one year of the disappearance, forced landing, stranding,
sinking or wrecking cof a conveyance in which the person was an occupant while covered under this Policy,
then it will be deemed, subject to all other terms and provisions of this Policy, that the Insured has suffered

accidental death within the meaning of this Policy.

LIMITATIONS

Limitation on Multiple Benefits. If an Insured suffers one or more losses from the same accident for which
amounts are payable under more than one of the following Benefits provided by this Policy, the maximum
amount payable under all of the Benefits combined will not exceed the amount payable for one of those
losses, the largest: Accidental Death Benefit, Accidental Dismemberment Benefit.

Limitation on Multiple Covered Activities. If an Insured Person's Injury is caused by an accident that
occurs while the Insured is participating in more than one Covered Activity applicable to that Insured, and if the
same Benefit applies to that Insured with respect to more than one such Covered Activity, then for Policy
purposes the Maximum Amount for that Benefit for that Insured for that accident will be determined as though
the accident occurred while the Insured was participating in only one such Covered Activity, the one with the
fargest Maximum Amount for that Benefit for that person.

EXCLUSIONS

This Policy does not cover any loss caused in whole or in part by, or resulting in whole or in part from, the
following:

1. suicide or any attempt at suicide or intentionally self-inflicted injury or any attempt at intentionally
self-inflicted injury.

2. sickness, disease or infections of any kind; except bacterial infections due to an accidental cut or
wound, botulism or ptomaine poisoning.

3. the Insured's commission of or attempt to commit a felony.

4. declared or undeciared war, or any act of declared or undeclared war.

5. participation in any team sport or any other athlstic activity, except participation in a Covered Activity.

6. full-time active duty in the armed forces, National Guard or organized reserve corps of any country or

international authority. (Unearned premium for any period for which the Insured is hot covered due to
his or her active duty status will be refunded.} (Loss caused while on shori-term Nattona! Guard or
reserve duty for regularly scheduled training purposes is not excluded.) :

7. travel or flight in or on (including gelting in or out of, or on or off of) any vehicle used for aerial
navigation, if the Insured is:

a. riding as a passenger in any aircraft not licensed for the transportation of passengers for hire.

b. performing, learning to perform or instructing others to perform as a pilot or crew member of
any aircraft.
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8. any condition for which the Insured is entitied to benefits under any Workers’ Compensation Act or
similar law,

9. the Insured being under the influence of drugs or intoxicants, unless taken under the advice of a
Physician.

CLAIMS PROVISIONS

Notice of Claim. Wiritten notice of claim must be given to the Company within 30 days after an Insured’s loss,
or as soon thereafter as reasonably possible. Notice given by or on behalf of the claimant to the Company at
Maksin Management Corp., CN98000, Pennsauken, NJ 08110, with information sufficient to identify the
Insured, is desmed notice to the Company.

Claim Forms. The Company will send claim forms to the claimant upon receipt of a written notice of claim. If
such forms are not sent within 15 days after the giving of notice, the claimant will be deemed to have met the
proof of loss requirements upon submitting, within the time fixed in this Policy for filing proofs of loss, written
proof covering the occurrence, the character and the extent of the loss for which claim is made. The notice
should include the Insured's name, the Policyholder's name and the Policy number,

Proof of Loss. Written proof of loss must be furnished to the Company within 90 days after the date of the
loss. If the loss is one for which this Policy requires continuing eligibility for pericdic benefit payments,
subsequent written proofs of eligibility must be furnished at such intervals as the Company may reasonably
require. Failure to furnish proof within the time required neither invalidates nor reduces any claim if it was not
reasonably possible to give proof within such time, provided such proof is furnished as soon as reasonably
possible and in no event, except in the absence of legal capacity of the claimant, later than one year from the

time proof is otherwise required.

Payment of Claims. Upon receipt of due written proof of death, payment for loss of life of an Insured will be
made, in equal shares, to the survivors in the first surviving class of those that follow: the Insured's (1)
spouse; (2) children; (3) parents; or (4) brothers and sisters. If no class has a survivor, the beneficiary is the

Insured’s estate. :

Upon receipt of due written proof of loss, payments for all losses, except loss of life, will be made to (or on
behalf of, if applicable} the Insured suffering the loss. [f an Insured dies before all payments due have been
made, the amount still payable will be paid, in equal shares, to the survivors in the first surviving class of those
that follow: the Insured’s (1) spouse; (2) children; (3) parents; or (4) brothers and sisters. If no class has a
survivor, the beneficiary is the insured’s estate.

If any payee is a minor or is not competent to give a valid release for the payment, the payment will be made
to the legal guardian of the payee’s property. If the payee has no legal guardian for his or her property, a
payment not exceeding $1,000 may be made, at the Company’s option, to any relative by blood or connection
by marriage of the payee, who, in the Company’s opinion, has assumed the custody and support of the minor
or responsibility for the incompetent person’s affairs.

Any payment the Company makes in good faith fully discharges the Company's liability to the extent of the
payment made.

Time of Payment of Claims. Benefits payable under this Policy for any loss other than loss for which this
Policy provides any periodic payment will be paid immediately upon the Company’s receipt of due written proof
of the Joss. Subject to the Company’s receipt of due written proof of loss, all accrued benefits for loss for
which this Policy provides periodic payment will be paid at the expiration of each month during the continuance
of the period for which the Company is liable and any balance remaining unpaid upon termination of liability
will be paid immediately upon receipt of such proof.
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GENERAL PROVISIONS

Entire Contract; Changes. This Policy, the Master Application, and any attached papers make up the entire
contract betwaen the Policyholder and the Company. [n the absence of fraud, all statements made by the
Policyholder or any Insured will be considered representations and not warranties. No written statement made
by an Insured will be used in any contest unless a copy cf the statement is furnished to the Insured or his or.

her beneficiary or personal reprasentative.

No change in this Policy will be valid until approved by an officer of the Company. The approval must be
noted on or attached to this Policy. No agent may change this Policy or waive any of its provisions.

Incontestability. The validity of this Policy will not be contested after it has been in force for two year(s) from
the Policy Effective Date, except as to nonpayment of premiums.

Physical Examination and Autopsy. The Company at its own expense has the right and opportunity to
examine the person of any individual whose loss is the basis of claim under this Policy when and as often as it
may reasonably require during the pendency of the claim and to make an autopsy in case of death where it is

not forbidden by law.

Legal Actions. No action at law or in equity may be brought to recover on this Policy prior to the expiration of
60 days after written proof of loss has been furnished in accordance with the requirements of this Policy. No
such action may be brought after the expiration of 3 years after the time written proof of loss is required to be

furnished.

Noncompliance with Policy Requirements. Any express waiver by the Company of any requirements of
this Policy will not constitute a continuing waiver of such requirements. Any failure by the Company to insist
upon compliance with any Policy provision will not operate as a waiver or amendment of that provision.

Conformity With State Statutes. Any provision of this Policy which, on its effective date, is in conflict with the
statutes of the state in which this Policy is delivered is hereby amended to conform to the minimum

requirements of those statutes..

Workers' Compensation. This Policy is not in lieu of and does not affect any requirements for coverage by
any Workers' Compensation Act or similar law.

Clerical Error. Clerical error, whether by the Policyholder or the Company, will not void the insurance of any
tnsured if that insurance would otherwise have been in effect nor extend the insurance of any Insured if that
insuranhce would otherwise have ended or been reduced as provided in this Policy.

Records. The Company has the right to inspect at any reasonable time, any records of the Policyholder that
may have a bearing on this insurance.

Asslgnment. This Policy is non-assignable. An Insured may not assign any of his or her rights, privileges or
benefits under this Policy.

New Entrants. This Policy will allow from time to time, that new eligible Insureds of the Policyholder be added
to the class(es) of Insureds originally insured under this Policy.

Misstatement of Age. If premiums for the Insured are based on age and the Insured has misstated his or her
age, there will be a fair adjustment of premiums based on his or her true age. If the benefits for which the
Insured is insured are based on age and the Insured has misstated his or her age, there will be an adjustment
of said benefit based on his or her true age. The Company may require satisfactory proof of age before

-

paying any claim. P
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AlG Domestic Accident & Health Division

A Divdsion of Amencan Internationat Compames -

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Strest, New York, NY 10270
(212) 770-7000
(a capital stock company, herein referred to as the Company}

PARTICIPATING ORGANIZATION APPLICATION FOR
BLANKET ACCIDENT INSURANCE POLICY

Application is hereby made for a plan of accident insurance based on the foliowing "statements and
representations: -

1.

Identification of Policyholder: - .
Name of Policyholder: c/o The Bank of New York (Delaware), as Trustee
of the AlIG Group Insurance Trust {Delaware) ‘
Address of Policyhoider: -~ 100 White Clay Center, Route 273
P.O. Box 6995, Newark, DE 19711
Attn: Corporate Trust Administration

Policy Number: SRG9710019

Reference Number: AIC0015628

Identification of Participating Organization:

Name of Participating Organization: The School Board of Miami-Dade County
Address of Participating Organization: See Addendum

Classification of Eligible Persons:

Class ' Description of Class + Number of Eligible Persons

See Addendum See Addendum See Addendum

Participating Organization Coverage:
The plan per Covered Activity applicabie to this Participating Organization is as selected on the

Addendum.
A, Covared Activities:

i) Sports: While participating during the official season of the sport as a member of an
interscholastic athletic team, including interscholastic football, cheerleaders, coaches,
managers, trainers and non-sport extracurricular activities of the Participating
Organization. Participation must be in a regularly scheduled and approved practice
session or game of the Participating Organization and under the supervision of proper
adult authority of the Participating Organization. This includes coverage for travel
directly and uninterruptedly to or from the above with other members of the team in a
vehicle designated by the Participating Organization and under the direct supervision of
the proper adult authority of the Participating Organization.

3.  Benefit Schedule: .~

r‘l';\ufb
" cLass i
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Accidental Death benefit

Maximum Amount $10,000
' Loss Period 385 Days
Accidental Dismemberment Benefit |
Maximum Amount $20,000
Loss Period . 365 Days
Accident Medical Expense Benefit
Maximum Amount $5,000,000
Benefit Period 520 Wesks
Deductible Per Accident $25,000
Incurral Period 104 Weeks
Catastrophe Cash Benefit
Option I Maximum Amount $500,000
Initial Lump Sum $100,000
Monthly Maximum Amount $3,333.33
Maximum Number of Months 120 Months
C. Participating Organization Riders and/or Endorsements:

The following Riders and/or Endorsements are attached to and made part of the Participating
Organization’s coverage under the Policy as of the Participating Organization Effective Date.
Each Rider and/or Endorsement is subject to all provisions, limitations and exclusions of the
Policy that are not specifically modified by the Rider and/or Endorsement,

FORMNO. DESCRIPTION
C11700DBG . Catastrophe Cash Benefit Rider
C11704DBG , Excess Benefits with integrated Deductible Rider
C11710DBG - Participating Organization Endorsement
$30432DBG 7 / Brain Death Catastrophe Cash Benefit Rider
530443DBG — Penalty for Non-Compliance Amendatory Endorsement
S30549DBG [ Accident Medical Expense Benefit Rider
830558DBG 1y Heart and/or Circulatory Benefit Rider-
$30567DBG 7 Payment of Claims Amendatory Endorsement

5. Premiums: See Addendum

6. Participating Organization Effective Date: See Addendum

7. Participating Organization Termination Date:  See Addendum

See Addendum

Signed for the Policyholder

Title

Date
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See Addendum

Signed by Licensed Resident Agent
: (Where Required by Law)
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AlG Domestic Accident & Health Division

A Diaston of Amencan Internaironal Companies -

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Street, New York, NY 10270
{212) 770-7000
{a capital stock company, herein refsrred to as the Company)

MASTER APPLICATION FOR
. BLANKET ACCIDENT INSURANCE POLICY

Application is hereby made for a plan of accident insurance based on the following statements and
representations:

1. Identification of Policyholder:
Name of Policyholder: ¢/o The Bank of New York (Delaware), as Trustee
of the AlG Group Insurance Trust (Delaware)
Address of Policyholder: 4100 White Clay Center, Route 273
P.O. Box 6995, Newark, DE 19711
Attn: Corporate Trust Administration
Name of Participating Organization: The School Board of Miami-Dade County

Policy Number: SRG9710019
Reference Number: AIC0015628
2. Policy Coverage:

A, Benefit Schedule:

ead
r,C "~ CLAsSII
Accidental Death Benefit
Maximum Amount $10,000 -
Loss Period 365 Days
Accidental Dismemberment Benefit }
Maximum Amount $20,000 e
Loss Period 365 Days
Accident Medical Expense Benefit
Maximum Amount " $5,000,000
Benefit Period 520 Wesks
Deductible Per Accident $25,000
Incurrat Period 104 Weeks
Catastrophe Cash Benefit : 4
Option i Maximum Amount $500,000
Initial Lump Sum $100,000
Monthly Maximum Amount $3,333.33
Maximum Number of Months 120 Months
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. .
B. Policy Riders and/or Endorsements:
‘ The following Riders and/or Endorsements are attached to and made part of the Policyholder's
coverage under the Policy as of the Policy Effective Date. Each Rider and/or Endorsement is

subject to all provisions, limitations and exclusions of the Policy that are not specifically
modified by the Rider andfor Endorsement.

FORM NO. DESCRIPTION
C11700DBG * Catastrophe Cash Benefit Rider
C11704DBGe Excess Benefits with Integrated Deductible Rider
CH11710DBG ¢ Participating Organization Endorsement
S30432DBG » Brain Death Catastrophe Cash Benefit Rider
S30443DBG » Penailty for Non-Compliance Amendatory Endorsement
S3054908G , Accident Medical Expense Benefit Rider
S30559DBG Heart and/or Circulatory Benefit Rider
S30567DBG 7 Payment of Claims Amendatory Endorsement
3. Premiums: See Addendum
4. Policy Effective Date: See Addendum
5, Policy Termination Date: See Addendum
See Addendum
Signed for the Policyholder
Title
Date
See Addendum

Signed by Licensed Resident Agent
{Where Required by Law)
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AlG Domestic Accident & Health Division

A Dndsion of American Internabonal Compaiies -

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Strest, New Yorl, NY 10270
{212) 770-7000
{a capital stock company, herein referred to as the Company)

Policyhoider: c/o The Bank of New York {Delaware)}, as Trustee
of the AlG Group Insurance Trust (Delaware)
Policy Number: SRG9710019

CATASTROPHE CASH BENEFIT RIDER

This Rider is attached to and made part of the Policy as of the Policy Effective Date shown in the Policy’s
Master Application. It applies only with respect to accidents that occur on or after that date. H is subject to all
of the provisions, limitations and exclusions of the F_’olicy except as they are specifically modified by this Rider.

/
Catastrophe Cash Benefit. [f Injury to the Insured results, within 180 days of the date of the accident that
caused the Injury, in Paralysis or Coma, the Company will pay a benefit under the conditions described in this
Rider. In order for a benefit to be payable under this Rider, the Paralysis or Coma must continue for a Waiting
Period of 8 consecutive months, must be determined by a Physician to be permanent and irreversible at the
end of that Waiting Period and must result in Disability. The benefit payable is based on the percentage of the
Initial Lump Sum and Monthly Maximum Amount(s) shown below for the causes of Disability shown below,

Cause of Disability Percentage of Initial Lump Sum and Monthly Maximum Amount(s)

070111 7= VSO ORI ORORU RN 100%
Paralysis of Two or More Lsmbs {(Upper and/or LOWET) ....oooocrievimrie e 100%

Paralysis of One Limb (Upper or LOWET).....ccccivi i ccreve e seie s es e sies 50%

Paralysis of One or Mare Other Parts of the Body ..oocovvvveeeivrene e See NOTE below.

NOTE: if the Insured’s Paralysis is a part of the body other than a Limb, the percentage of the
Maximum Amount used to determine the benefit payable will be adjusted in proportion to the
comparable extent of Paralysis of the listed parts of the body. The final determination of
comparable extent will be made through the use of the most current edition of the “Guides to
the Evaluation of Permanent Impairment” published by the American Medical Association. (In
the event the referenced guide ceases to be published, the Company will select another
appropriate measurement of impairment values.)

If the Insured suffers more than one cause of Disability as a result of the same accident, only one Percentage
of the Maximum Amount, the largest for any one cause of Disability suffered by the Insured, will be used to

determine the benefit payable.
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The benefit payable is the percentage of the Initial Lump Sum Maximum Amount shown above, payable at the
end of the Waiting Period; followed by a monthly benefit equal to the percentage of the Monthly Maximum
Amount shown above, starting one month after the end of the Waiting Period. The monthly benefit is payable
monthly as long as the Insured remains continuously Disabled due to the Paralysis or Coma, but ceases on
the earliest of: (1) the date the Insured dies; or (2) the date the Insured is no longer Disabled due to the
Paralysis or Coma; or {3) the date monthly Catastrophe Cash benefits have been paid for the Maximum
Number of Months shown for the Catastrophe Cash Benefit in the Benefit Schedule for all Disabilities caused

by the same accident.

Periods of Disability separated by less than 30 consecutive days will be considered one period of disability
unless due to separate and unrelated causes.

The Company reserves the right, at the end of the Waiting Period (and as often as it may reasonably require
thereafter) to determine, on the basis of all the facts and circumstances, that the Insured is Disabled due to
the Paralysis or Coma, including, but not limited to, requiring an independent medical examination at the

expense of the Company.

Coma - as used in this Rider, means a profound state of unconsciousness from which the insured cannot be
arcused to consciousness, even by powerful stimulation, as determined by a Physician.

Disabled/Disability - as used in this Rider, means that the Insured is unable while under the reqular care of a
Physician, to engage in any of the usual activities of a person of like age and sex whose health is comparable
to that of the Insured immediately prior to the accident. ‘

Limb - as used in this Rider, means entire arm or entire leg.

Paralysis - as used in this Rider, means the complete loss of function in a part of the body as a result of
neurological damage, as determined by a Physician.

The President and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this Rider:

President Secrefary

——
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AIG Domestic Accident & Health Division

A Drasion of Amencan International Companies -

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Exacutive Offices: 70 Pine Street, New York, NY 10270
{212) 770-7000
{a capital stock company, herein referred to as the Company)

Policyholder: c/o The Bank of New York {(Delaware), as Trustee
of the AIG Group Insurance Trust (Delaware)
Policy Number: SRGY9710019

EXCESS BENEFITS WITH INTEGRATED DEDUCTIBLE RIDER / g

This Rider is attached to and made part of the Policy as of the Policy Effective Date shown in the Policy’s
Master Application. It applies only with respect to accidents that occur on or after that date. Itis subject to all
of the provisions, limitations and exclusions of the Policy except as they are specifically modified by this Rider.

Excess Benefits with Integrated Deductible. This Rider applies when an Insured has Accident Medical
Expense coverage (herein called This Plan) under the Policy and health care coverage undser one or more
other Plans. When there is a basis for a claim under This Plan and another Plan, This Plan is an excess plan
which has its benefits determined in excess of the benefits of the other Plan as described below, unless both:
(1) the other Plan has coordination or excess benefits rules that require its benefits to be determined in excess
of the benefits of This Plan; and (2) This Plan has covered the Insured longer than the other Plan has. When
This Plan is an excess pian, the benefits of This Plan for any Allowable Expenses will be reduced when the

sum of:

1. the benefits that would be payable for those Allowable Expenses under This Plan in the absence of this
Rider; and '

2. the benefits that would be payable for those Allowable Expenses under the other Plans in the absence
of provisions with & purpose like that of a coordination or excess benefits provision, whether or not
claim is made;

exceads the amount of those Aliowable Expenses. In that case, This Plan’s benefits will be reduced so that
they and the other Plans’ be_neﬁts do not total more than the amount of those Allowable Expenses.

Right to Receive and Release Needed Information. The Company has the right to decide which facts it
needs to administer this Rider. It may get needed facts from or give them to any other organization or parson.
The Company need not tell, or get the consent of, any person to do this. Each person claiming benefits under
This Plan must give the Company any facts it needs to pay the claim.

Facility of Payment and Right of Recovery. lf a payment made under another Plan includes an amount that
should have been paid under This Plan, the Company may pay that amount to the organization making that
payment. That amount will then be treated as though it were a benefit paid under This Plan. The Company
will not have to pay that amount again. The term “payment made” includes providing benefits in the form of
services, in which case “payment made” means reasonable cash value of the benefits provided in the form of
services. If the amount of the payments made by the Company is more than it should have paid under this
Rider, it may recover the excess from the persons it has paid or for whom it has paid, insurance companies or

other organizations.

Plan - as used in this Rider, means any of the following group, group-type (such as, put not limited to,
franchise or blanket), family or individual coverages which provide benefits or services for, or because of,
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health care: (1) insurance policies; (2) subscriber contracts; (3) uninsured arrangements; (4} coverage through
health maintenance organizations and other prepayment, group practice and Iindividual practice plans; (5)
medical benefits coverage in automobile “no-fault” and traditional automobile “fault” type contracts; and (6}
coverage under a governmental plan or coverage required or provided by law; but not including: (a) a state
plan under Medicaid (Title XIX, Grants to States for Medical Assistance Programs, of the United States Social
Security Act, as amended from time to time); or (b} a plan or law when, by law, its benefits are in excess of
those of any private insurance plan or other non-governmental plan.

Allowable Expense - as used in this Rider, means a necessary, reasonable and customary item of expense
for health care when the item of expense is covered at least in part by the Policy and is covered at least in part
by ohe or more other Plans covering the Insured. When a Plan provides benefits in the form of services, the
reasonable cash value of each service rendered is both an Allowable Expense and a benefit paid, if the
reasonable cash value had been charged as the cost for the service and such expense would have been

covered at least in part by the Policy.

The President and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this Rider:

- garw W ek

President Secretary
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AlG Domestic Accident & Health Division

A Division of Amencan internatonal Compantes

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pinse Street, New York, NY 10270
{212) 770-7000
{a capital stock company, herein referred to as the Company)

Policyholder: c/o The Bank of New York {Delaware}, as Trustee
of the AlG Group Insurance Trust {Delaware)
Policy Number: SRGY710019

PARTICIPATING ORGANIZATION ENDORSEMENT

This Endorsement is attached to and made part of the Policy as of the Policy Effective Date shown in the
Policy's Master Application. it applies only with respect to accidents that occur on or after that date. It is
subject to all of the provisions, limitations and exclusions of the Policy except as they are specifically modified

by this Endorsement.

The following definition is added o the Definitions section of the Policy:

Participating Organization - means an organization: 1) which elects to offer coverage under the Policy by
completing a Participation Organization Application that has been accepted by the Gompany; 2) which
completes a participation agreement with the Policyholder; 3) which remits the required premium when due; if
applicable, and 4) while coverage through the Participating Organization is available under the Policy.

The following section is added to the Policy:

PARTICIPATING ORGANIZATION EFFECTIVE AND TERMINATION DATES

" Effective Date. A Participating Organization's coverage under the Policy begins on the later of: 1)

Participating Organization Effective Date shown in the Participating Organization Application at 12:01 AM
Standard Time at the address of the Participating Organization shown in the Participating Organization
Application; or 2) the Policy Effective Date shown in the Master Application.

Termination Date. Either the Company or the Participating Organization may terminale the Participating
Organization’s coverage under the Policy on any premium due date by giving 30 days advance written
notice to the other party. The Participating Organization’s coverage under the Policy may also, at any time,
be terminated by the mutual written consent of the Company and the Participating Organization. A
Participating Organization's coverage terminates automatically on the earliest of: 1) the Parlicipating
Organization Termination Date shown on the Participating Organization Application; 2) the premium due
date if premiums are not paid when due; if applicable, or 3) the date the Policy terminates. Termination of
the Participating Organization's coverage takes effect at 12:01 AM Standard Time at the Participating
Organization's address on the date of termination.

The references in the Policy to “this Policy/coverage under this Policy” and “Policyholder” may also, where
applicable, mean “a Participating Organization’s coverage under this Policy” and “Participating Organization”,

respectively.

The following language applies to each Rider attached to the Policy:
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Any Riders attached to the Policy apply only with respect to accidents that occur on or after the later of: 1)
the effective date of each Rider; or 2) the effective date of the Parlicipating Organization’s coverage under
each Rider. Each Rider applies with respect to a Participating Organization’s coverage under the Policy
only if the Participating Organization has elected the coverage described in each Rider as indicated in the
Participating Organization Application.

The President and Secretary of National Union Fire [nsurance Company of Pittsburgh, Pa. withess this
Endorsement:

- zsz M. Trak_

President Secretary
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AlIG Domestic Accident & Health Division

A Drasion of American international Companies-.

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Exscutiva Offices: 70 Pine Street, New York, NY 10270
{212) 770-7000
(a capital stock company, herein referred to as the Company)

Policyholder: cl/o The Bank of New York (Delaware), as Trustee
of the AIG Group Insurance Trust (Delaware)
Policy Number: SRG9710019

BRAIN DEATH CATASTROPHE CASH BENEFIT RIDER

This Rider is attached to and made part of the Policy as of the Policy Effective Date shown in the Policy’s
Master Application. It applies only with respect to accidents that occur on or after that date. It is subject to all
of the provisions, limitations and exclusions of the Policy except as they are specifically modified by this Rider.

Brain Deafh Catastrophe Cash Benefit. If an Insured suffers an Injury that results in Brain Death within 365
days of the date of the accident that caused the Injury, the Company will pay 100% of the Lump Sum Benefit
shown in the Master Application. In order for a benefit to be payable under this Rider, Brain Death must be

determined and certified by a Physician.

Brain Death, as used in this Rider, means irreversible unconsciousness with total loss of brain function and
complete absence of electrical activity of the brain even though the heart is still beating.

The President and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this Rider:

President Secretary
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AlG Domestic Accident & Health Division

A Brasion of Amencan Inlernational Companies:.

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Exscutive Offices: 70 Pine Street, New York, NY 10270
{212) 770-7000
{a capital stock company, herein referred to as the Company)

Policyholder: c/o The Bank of New York (Delaware), as Trustee
of the AlG Group Insurance Trust (Delaware)
Policy Number: SRG9710019

PENALTY FOR NON-COMPLIANCE AMENDATORY ENDORSEMENT

This Rider is attached to and made part of the Policy as of the Policy Effective Date shown in the Palicy's
Master Application. It applies only with respect to accidents hat occur on or after that date. 1t is subject to all
of the provisions, limitations and exclusions of the Palicy except as they are specifically modified by this Rider.

in the event that an Insured is eligible under this Policy for benefits in excess of other coverage and the
insured has other coverage that is primary under a health maintenance organization, preferred provider
organization or similar health service program, a penalty will apply if he or she does not use the facilities or
services of the health maintenance organization, preferred provider organization or similar heaith service
program. In such case, the benefits otherwise payable under the Excess provision in this Policy will be
reduced by 50%. This reduction shall not apply to emergency treatment required within 24 hours of an
accident when the accident occurs outside the geographic area served by a health maintenance organization,

preferred provider organization or similar healtg service program.

The President and Secretary of National Unior|Fire Insurance Company of Pittsburgh, Pa. witness this

President Secretary

530443DBG 2( BSR




AIG Domestic Accident & Health Division

A Drasion of Amencan Internaticnal Companies®

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Street, New York, NY 10270
{212) 770-7000
(a capital steck company, herein referred to as the Company)

Policyholder: c/o The Bank of New York (Pelaware), as Trustee
of the AIG Group Insurance Trust {(Delawars)
Policy Number: SRG9710019

ACCIDENT MEDICAL EXPENSE BENEFIT RIDER

This Rider is attached to and made part of the Policy as of the Policy Effective Date shown in the Policy's

Master Application. It applies only with respect to accidents that occur on of after that date. 1t is subject to alt
of the provisions, limitations and exclusions of the Policy except as they are specifically modified by this Rider.

Accident Medical Expense Benefit. If an Insured suffers an Injury that, within 90 days of the date of the
accident that caused the Injury, requires him or her to be treated by a Physician, the Company will pay the
Usual and Customary Charges incurred for Medically Necessary Covered Accident Medical Services received
due to that Injury, up to the Maximum Amount per insured for all Injuries caused by the same accident. The
benefit is payable only for such charges incurred after the Deductible has been met. Benefits are then
payable for charges incurred within (See Addendum) weeks after the date of the accident causing the Injury.

No expenses paid under this Benefit will be payable under any other Rider in the Policy.
Covered Accident Medical Service(s) - as used in this Rider, means any of the following services:

services of a Physician;

private duty nursing by a registered nurse (R.N.);

laboratory tests;

radiological procedures;

anesthetics and the administration of anesthetics;

biood, biood products and artificial blood products, and the transfusion thereof; ‘
physical therapy ; ,
occupational therapy,

rental of Durable Medical Equipment;

artificial limbs, artificial eyes or other prosthetic appliances;

medicines or drugs administered by a Physician or that can be obtained only with a Physidian's written
prescription;

use of an Ambulatory Medical Center;

Hospital's most commeon charge for semi-private room and board (or room and board in an intensive
care unit); Hospital ancillary services (including, but not limited to, use of the operating room of
emergency room) :

i4.  ambulance service to or from a Hospital.

SROENOOABN S
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Ambulatory Medical Center - as used in this Rider, means a licensed faclity providing ambulatory surgical or
medical treatment, other than a Hospital, clinic or Physician's office.
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Deductible - as used in this Rider, means the amount of Usual and Customary Charges for Medically
Necessary Covered Accident Medical Services, otherwise payable under this program, that must be incurred
by the Insured before Accident Medical Expense benefits become payable. The amount of the Deductible is
the Deductible Amount shown in the Benefit Schedule on the Master Application. Accident Medicat Expense
penefits are not payable for charges applied to the Deductible.

Durable Medical Equipment - as used in this Rider, refers to equipment of a type that is designed primarity
for use, and used primarily, by people who are injured (for example, a wheelchair or a hospital bed). !t does
not include items commonty used by people who are not injured, even if the items can be used in the
treatment of injury or can be used for rehabilitation or improvement of health {for example, a stationary hicycle

or a spay).

Hospital - as used in this Rider, means a facility that: (1) is operated according to law for the care and
treatment of injured and sick people; (2) has organized facilities for diagnosis and surgery on its premises or in
facilities availabie toiton a prearranged basis; (3) has 24 hour nursing service by registered nurses (R.N.'s);
and {4} is supervised by one or more Physicians. A Hospital does not include: (1) a nursing, convalescent or
geriatric unit of a hospital when a patient is confined mainly to receive nursing care; (2) a facility that is, other
than incidentally, a rest home, nursing hotne, convaiescent home or home for the aged; nor does it include
any ward, room, wing, or other section of the hospital that is used for such purposes; or (3) any military or
veterans hospital or soldiers home or any hospital contracted for or operated by any national government of
government agency for the treatment of members or ex-members of the armed forces, except if thereis a

legal obligation to pay.

Medically Necessary - as used in this Rider, means a Covered Accident Medical Service that: (1) is essential
for diagnosis, treatment or care of the Injury for which it is prescribed or performed; (2) meets generally
accepted standards of medical practice; and (3) is ordered by a Physician and performed under his or her

care, supervision or order.

Usua! and Customary Charge(s) - as used in this Rider, means a charge that: (1) is made for a Covered
Accident Medical Service; (2) does not exceed the usual level of charges for similar treatment, services or
supplies in the locality where the expense is incurred: or (3) is a negotiated fee; and (4) does not include

charges that wouid not have been made if no insurance existed.

Exclusions. In addition to the Exclusions in the Exclusions section of the Poficy and any amendment thereto,
Accident Medical Expense benefits are not payable for, and Usual and Customary Charges for Covered
Accident Medical Services do not include, any expense for or resulting from any of the following:

1. répair or replacement of existing artificial fimbs, artificial eyes or other prosthetic appliances or rental of
existing Durable Medical Equipment unless due to a covered Injury;

2. new, or repair or replacement of, dentures, bridges, dental implants, dental bands or braces or other
dental appliances, crowns, caps, inlays or onlays, fillings or any other treatment of the teeth or gums,
except for repair or replacement as a result of Injury up to the Dental Maximum shown in the Benefit

Schedule

3. new eye glasses or contact lenses or eye examinations related to the correction of vision or related to
the fitting of glasses or contact lenses, uniess Injury has caused impairment of sight; or repair or
replacement of existing eyeglasses or contact lenses unless due to a covered Injury;

4. new hearing aids or hearing examinations uniess injury has caused impairment of hearing; or repair or
replacement of existing hearing aids unless duetoa covered injury;
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fental of Durable Medical Equipment where the total rental expense excaeds the usual purchase
expense for similar equipment in the locality where the expense is incurred (but if, in the Company’s
sole judgment, Accident Medical Expense benefits for rental of Durable Medical Equipment are
expected to exceed the usual purchase expense for similar equipment in the locality where the
expense is incurred, the Company may, but Is not required to, choose to consider such purchase
expense as a Usual and Customary Covered Accident Medical Expense in lieu of such rental

expense);

any charge for medical care for which the Insured is not legally obligated tb pay;

care, tréatment or services provided by an Insured or by an Immediate Family Member;
routine physical exam and related medical services;

personal comfort or convenience items, such as but not limited to, Hospital telephone charges,
television rental, or guest meals while confined in a Hospital;

plastic or cosmetic surgery, except for reconstructive surgery on an injured part of the body;

The President and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this Rider:

S30545DBG
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AlG Domestic Accident & Health Division

A Dmsion of Amencan Internalional Companies:

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Strest, New York, NY 10270
{212) 770-7000
{z capital stock company, herein referred to as the Companyl

Policyholder: c/o The Bank of New York (Delaware), as Trustee
of the AlIG Group Insurance Trust (Delaware)
Policy Number: SRG9710019

HEART AND/OR CIRCULATORY BENEFIT RIDER

This Rider is attached to and made part of this Policy as of the Policy Effective Date shown in the Policy's
Master Application. It applies only with respect to heart and/or circulatory malfunctions that occur on or after
that date. Itis subject to all of the provisions, limitations and exclusions of this Policy except as they are

specifically modified by this Endorsement.

Heart and/or Circulatory Benefit. If an Insured suffers a heart and/or circulatory malfunction that results in
death as a direct result of participating in a Covered Activity, the Company will pay an Accidental Death
Benefit of $10,000 provided that: (1) the symptom(s) of such malfunction(s) is (are) first medically treated
while the Policy is in force with respect to such Insured and within 48 hours after such participation, and (2)
such Insured has not, prior lo the date of such participation in the Covered Activity, been diagnosed with, or
received any medication for any myocardial infarction, angina pectoris, coronary thrombosis or a cerebral

vascular incident.

The President and Secretary of National Union Fire insurance Company of Pittsburgh, Pa. witness this Rider:

% D iy Rk

President Secretary
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AIG Domestic Accident & Health Division

A Draston of Amencan International Companies -

NAT!ONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA.

Executive Offices: 70 Pine Street, New York, NY 10270
{212 770-7000

{a capital stock company, herein referred to as the Company)

Policyholder: c/o The Bank of New York {Delaware), as Trustee
of the AIG Group Insurance Trust (Delaware)
Policy Number: - SRGS710019
IJCN) PAYMENT OF CLAIMS AMENDATORY ENDORSEMENT

This Endorsement is attached to and made part of the Policy as of the Policy Effective Date shown in the
Policy’s Master Application. It applies only with respect to accidents that occur on or after that date. It is
subject to all of the provisions, limitations and exclusions of the Policy except as they are specifically modified
by this Endorsement.

The Payment of Claims provision applicable to the Policy is amended to include the following:

Payment of Claims. Upon receipt of due written proof of loss, benefit payments for charges
incurred by the insured for covered medical services may be made to the provider at the
Company's option. If any such charges have been paid by the Insured, the benefit payment for
those charges will be made to the Insured.

In the event the charges have been paid by the Policyholder, the Company, at its option, may
pay the benefits to the Policyholder upon receipt of documentation that the charges were paid

by the Poficyholder.

The President and Secretary of National Union Fire Insurance Company of Pitisburgh, Pa. witness this

% Q / ZAZAM)L’?T«UL

President Secretary
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AIG AlG Domestic Accident & Health Division

Privacy Notice

Administratlve OHices
600 King Street, Witmington, DE 13801

Our Customers' Privacy s Imporantto Us

We are commilted lo providing individuals coveled by our accident and health insurance policies (our Cusiomers™) with fop-
noleh producis backed by lop-guality customet service, While informalier is tundamentat lo our abilily 10 do this, we 1ecognize
the grzat importance of keeping our Cuslomers’ non-public personal information secure. Accordingly, we, the Dome siic
Accident & Health Division of the AIG Companies‘w lisled below, have eslablished practices and procedu res with respect g
the colleclion and sharing of our cumenl and former Cusiomers’ non-public personal financial and healih information
{"Cuslomei tnformalion™).

Informalion Collection

We may coltec inlormation about our Gustorners from enzoliment lonms, applications, kansaclions, and oth e interactions with
us or our affiiates, as well as hom credil reporting agencies and olher thind panies. We will collecl and disclose this
infermation orly in accordance with applicable laws o 1equtations ot in respanse to our Cuslomer’s requezst lor a product o

service o vs. The informalion we gather helps us idemlity who our Cusiomers ate, manage our 1elafions hip with them, and
develop producis and services thal meet theli needs:

Iniormation Sharing

We may share Cusiomer Information with third paries under the Tollowing circumsiances:
. Affitiales: We may shaie Customer Information with our affiliales. These atfliates may include providers of bnancial
serviters such as olher insurance companies, banks, securiltes broker-dealers, and insutance agents and agencies

They may slso include affilisted non-financial enlifies such as markeling companies, e-commerce service providers,
and companies providing administeative services.

We will nol share our Cusiomer’s non-public persanal financial inloomation wilh owr affilisles, olhver than lransaclion
of expeience-relaled information, withoul fist providing our Customer an oppartunily lo dirert thal such informslion

nol be shated, Furnhermore, we will not shate our Cusiomer's non-public personal health inform ation with affliates
excepl as directed or autharized by our Cusiomer,

Hon-Atffiliates: We may aiso share Cuslomer Information with non-alfilizled companies fo adminisirative purposes.

the purposes of risk managemeni, underwriiing, 1o detec! and prevem lrayd, as ditecled or aulhorized by ouwr
Cuslomner, o as otherwise permified or requited by law,

From time lo tirme, we may also enler injo joinl markeling andlot service agreements to shaie C usiomet non- public
personat financial information with non-atfilialed 1hid paries as permitted by law. These Ihird ‘panies may include
providers of financial producls or services such as insurance companies, financial insfilulions, and serurifies firms.

The types of informaiion we may share in these circumslances include identitying information (e.g., name ot address),
appiicatiort information [e.g., income or 2sseis), ransactional infermation (e.g.. premivm history), andlor information 1eceived

rom a consumet reporing agency {e.g., credi hislory). Because we do nol share Cusiomer information in any other way
there is no need lor an opl-oul process in out privacy procedures,

Information Proteclion

We maintain physical, elecitonic, and procedural saleguards designed Yo piotec! Cuslomer Information and permil orly

aulhorized insutance agents, adminislialors, and employees who are hiained in the proper handling of Cuslomer injormation,
1o have access lo that information,

We expect any non—afﬁliaied. third party thal serves our Cuslomers an out behall 1o adhere o our privacy policy. Those third

parlies are legely bound o use owr Cuslomers' tnformation only for the purposes for which it was provided, and to nol
disclose it of use il In any way, These third pariies are also subjec! 1o and governed by teder
regulations; and we are nol responsible for theit misuse of information.

al and slate prvacy laws and

To help prevent unwananied disclosure of your non-public personal informalion and secure i from thefl, we uiilize secure
compuier networks and resinc! access to non-public personal inlormation about you 1o thase employees who need o know
that information lo provide products ar services 1o you,

Maintaining Accurate information

We also mainlain procedures 1o €nsure Yhal the information we collect is accurate, up-to-dale, and as complete as possible. i
you believe the information we havé aboul you in our records or fites is incomplete or inaccurate, you may request thal we

make additions or corrections, or # 1t Is fessible, that we deletg this information trom our fles. You may make 1his request in
wriiting io (include your name, sddress and policy number):




Chiel Privacy QOHicer
AlG - Domesiic Brokerage Gioup
173 Waler Sreet, 3rd Floor
New York, NY 10038
E-Mail: DBG.Privacy@AIG.com

Special nolice lor policyholders who ieside in any of the Iollawing stafes: Arizona, Calitamia, Conneclicul, Geoigia, llinoig
Kansas, Maine, Massachusetls, Minnesola, Montana, Nevada, New Jeisey. Nonh Carolina, Ohig, Ore gon, Vit ginia D]'
Wisconsin: Yoy can obtain access o any nen-public personal information we have aboul you it YOu pioperky idenlity yoursel
and submil a witien request lo us al \he addiess above desciibing the information you want 1o review fincl

! - ’ ude you! name.
address and policy numbet),. Onge we have teceived youl 1equesl, and il the information is Teasonalaly locaiable and
reftievable, we will, within 30 business days, lake the following aclions:

informyou of the natute and subsiance of the recorded inlormation:
Allow you'to see and copy. in person, such recorded personal information; or

Sendyoua copy of the recorded persanal information by mail {we may charge you a redsonable fee 1o cover ne cosi
of his senice). '

We will also tell you al this fime lhe identily, i recorded, of persons lo whom we have disclosed the no Nn-public personat
inlormation wilhiny Ihe preceding two years,

Il you ask us tocerect, amend or delete any information aboul you, we will, within 30 business days, either cormect, amend o
deiete the non-public personal information in dispuie ot natify you of ow retusal 1o 1ake such aclion along with the reasons for

our decision. il we make the corection, amendment o deletion you've requesled, we will also notify you along with any
peison you designale who has jeceived the information abowut you within ihe preceding two

years, together with any insutance
suppor organizatien{s) which provided us with the dispited information, :

if we sefuse o meake the requested Gorrection, amendment or deletion,

] you are pernmilled lo file 2 concise slalement sefling
larth whal you think is the correct, iclevant or fair informaltion along wilh a slatement of the reasons why you disagiee with our

tetusal 1o correct, amend or delete the iniormation subject to dispute. We will file your slatement wilh the dispuied peisonal
information and make any person who 1eviews your file aware of yow statement. We will also furnish your stalermenl ta any

person who has received personal information from us within the two preceding years and any insurance suppon organization
whose primary source of peisonal inlormation iy an insurer,

Important Inlormalion Concerning the Applicability and Fulure Changes lo thiz Privacy Policy

This privacy policy applies, with respecl 10 non-public personat financial information, o products or services provided primanly
for personal, lamily, of housebold. purposes in the United Siates by the AIG Companies listed below, and it apphes 1o al non-
public personal health information these Companies may have. Although we may change ihis policy ot ary Yime, please 1e31
assured 1ha! you will be notified of any changes as requited by law,

Our Cusiemers Can Depend on Us

We ate commitled to maintaining our lrusted retalionship with our Cuslomers, Wa consider 1 oul privilege ‘o serve ows
Customers’ insurance and financial needs and we value the lrust they have placed in us. Our Customers’ privacy is a lop

priorily wilh us and thus we will confinue 1o monilot out psivecy practices jn order to profect and respect 1hal privacy and will
comgly with slate privacy laws that requite more resirictive praciices than those sel out in this nolice.

FX{9 AlG Domestic Accident & Health Division
* Nalienal Unian ¥ ire Insurance Company of Pitisbuigh, Pa. » The insurance Company of the Sisle ol Pennsylvaniz
« American Inlernstional Soulh tnsutance Company » American Home Assutance Company » Winois National Insut ance Company

¢+ AlG Life Insutance Company - Arneritan Infernalional Lile Assutance Company ol New York
Members of American Iniernalional Gioup, inc.
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AlG Domeslic Accideni & Healv Division

HIPAA Privacy Notice

Administrative Cifices

508 King Sireet, Wiimingion, DE 19801

THIS NOTICE DESCRIBES HOW MEDIGAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATIO N,

PLEASE REVIEW IT CAREFULLY.

Our Puties

By law, the Domeslic Accident 8 Health Division ol the American Inlenaticnal Gompanies” listed below is required 1o maintain ihe privacy
of protected healih information and ‘o provide you with nofice of cur legal duties and privacy praclices with respecy to profecled health

intormation. “Prolecled heaith information” includes any identifiable information thal we oblain f1om you o1 olhers 1hat relates to your
physical o1 mental heallh, Ihe heaith care you have received, of payment for yout health care.

We are required o sbide by Ihe lerms of this nolice cunrenily in effect. We reserve the right 1o change the lerms of this notice and to make

you wiih a revised notice by mail.

the new notice provisions eHective far all pretected health information thatl we maintain. In the event we revise the notice, we will provide

Yout Individual Righis

With respec! fo prolected hesllh information, you have the 1olibwing tights:

IR

The right lo jequest resiriclions on cedain uses and disclosures of prolacied health inlormation including the uses and
disclosures lisled in this nofice and permitied disclosures. However, we are not required to agree 1o & reque sted restriction:

The righ! lo ressonably reques! to receive confidential communicalions of prolected health inlormation by aHernative means or a1
aliernalive locations:

The 1ighi lo inspect and copy yeur protected health inlormation in our records, except for:

+  psychoihelapy noles;

+ information compiled in reasonabie anlicipation of, or tor use in, a civil, criiminal, or administialive aclion or proceeding:
ptotected health infoimelion thal is subject 1o a law prohibiting access o Ihat informalion; or

v the protecied heallh inlormation was obtained from someone olher than us under a promise of confidentialily and 1he
access requesled would be reasonably likely 10 1eveal ihe source ol the information,

We may also deny your request lo inspec! and copy your protecied healh information if;

& licensed healh caie professional has delermined thal the access requesied is reasonably likely to endangei your life or
physical salely or the lite or physical safety of another person;

the piotecied heallh information makes reference to another person and a health care prolessional ha s delermined thal the
access requested is reasonably likely 10 cause substantial harm lo such oihet person; o

2 licansed health cate prolessionsl has delemmined thal the access requested by your personat representalive is reasonably
fikely lo cause subslantial harm 1o you or another person,

It we deny access on one of the above three grounds, you have the right 1o have the denial reviewed in accordznce with
applicable law,
The tight lo emend your prolecled health information contained in cur records. However, il the information was not created by us,

is not pan of your medical ar billing records, is not available for inspeclion, ot the information is accurale 2nd complele, we are
not required fo amend the information:

BALE] M6 Domestic Accident & Health Diviston

Nalional Union Fire insurance Company of Fillsburgh, Pa.  The Insurance Company of 1he Stale ot Pennsylvania
American Infernalional South Insurance Company  American Home Assurance Company  Ilfinpis Mafional Insurance Campany
AlG Life Insurance Company  Ameritan Inlernational Life Assurance Company of New Yaork
Members of American Internatisnal Groop, \ng,
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The right lo receive an accorniing of disclosutes ol prolecled healih information, = ~de by us in Ihe six Years prior to the dale on
which the accounling is 1equ’ d, except for disclosures: {

lo carry out payment and health care operalions as provided below;
for nolification puiposes, as piovided by law;

-

for natioﬁal securily o1 intelligence purposes, as provided by law,

fo coneciional institulions of law enforcement olficials, as provided by law, or
» lhat occuned priot 1o Aprit 14, 2003 and

6. The right 1o oblain 3 paper copy of This notice upen tequest if you aie viewing lhis nolice elecira niczlly

Uses and Disclosures of Profected Heaith Information

Under Federal law, we are permilled 1o use and disclose prolecled health information 1ot the purpeses of treaiment, payment, and heaith
care aperalions.

+  Treaiment. We do not provide treaiment, _
+  Paymest Paymenl relers o aclivifies involving coltection of premium and payment of claims.,
disclesures under This seciion include (1) sharing piotecied heallh information with othet insurers to

of benefis, the adminisiration al claims, delermining coverage, and providing benefits; ang {(2) s
information with thig party adminisirators far the processing ol claims.

Operalions. Operalions relers 1o the business lunctions necessary for us 10 opeiale, such as

audils, and complaini responses, Examples of uses and disclosures under this section include (1} using pioleded heakih
information o 1o the purpose of underwiiling and calculating premium rates, {2) using protecled healy informalion 1o

perom legal, aclvarial, and auditing services, {3) disclosing prolected healih information when I£5ponding 1o compiaints,
and {4} use of prolecled health informalion for general dala analysis and long term management ang Planning.

for olher purposes permitied or réquired by law, including the talowing:

Examples of uses ang
determine coordinaiion
haring protecied heatih

quality assurance aclivities,

We may also use ol disclose your prolected heallh information

+ 1o you, as the covered individual:

to a peisonal Tepresenialive desi
designated by law such as the pa
esiale ol a deceased individual;

gnailed by you o receive prolected health inl

ormatian or 8 persanal tepiesentative
renl or legal guardian of child, or the surviving

amily members or representative ol the

to the Secretary of Health and Human Services, or any employee thereol, ag pan of en investigaticn 1o determine our
compliance with the HIPAA Privacy Rules;

to a business associsle as par of 5 contracied agreement to perlorm services for the group heslth plan:

to a heallh ovessight agency. such as the Insurance Commissioners Office, to respond 1o inquittes or investigations of 1he
plan, 1equests 1o audif the plan, or 1o oblain necessary licenges;

in response lo a courl order, subpoena, disc.overy reque st or other lawdul judicial ot adminisiiaiive proceeding;
* as requited ol law enlorcement puUIposes; : -

+ 85 required lo comply with Warkers' Cornpensation ar other similar programs esiablished by law,
The examples of permitled uses and disciosures I

sled above are nol provided as an sl inciusiv
information may be used. They ara provided 1o de

scribe in geneal the types of uses and disclosures Ihat may be made.
Other uses and disclosures of your prolected health inisimasion may be made only with your writlen
permitied or requited by law You may revoke such auihorization al any time by providing writlen notice §
auvthorization. We will honor 3 request 1o revoke as of the day

e list of the ways in which prolecied heahh

authorization unless otherwise
il

0 us that you wish I revoke an
is received and (o the exlent ihat we have nol already uvsed o1 disclosed
yout protected health information in good laith wilh the authorization. '

Compiaints Regarding Your Privacy Rights-

Il you believe your privacy rights have been vielaled, you may complain o the Secrelar

complaint with us. Address yout complaint to HIPAA Privacy Officer, 500 King Sireet,
retaliated against by us for fiting & complaint. )

ContactiUs

y of Heallh and Human Services or you may file a

8" Floor, Wilminglon, DE 19801, You will not be

For furiher information regarding any malier covered by this nolice, contac! HIPAA Privacy Officer, Administrative Othces, 500 King Shieel,
8" Floor, Wilmingion, DE 13801 or at 1-866-244-4786,

Effecllve Date

This nofice becomes eHeclive on Aorit 14, 2003.

TGN Domestic Accldent & Health Division
National Union Fire Insurance Company of Pittsburgh, Pa.  The Insirance Company of the Slate of Pennsylvania
Ammetican Inlernalional South Insurance Company American Home Asswance Company Mlingis Nationa! Insurance Company

AlG Lile Insurance Company  American intecnal

ianal Lile Assurance Company ol New York
Members of American Imemational Group, tnt.

D30F.0EE {203)




EXHIBIT E



Reliance Standard Life Insurance Company

( herein called "The Company”, "we", "us", or "our™)
Home Office: Chicago, Hlinois » Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

POLICYHOLDER: MIAMI-DADE COUNTY SCHOOL BOARD
ADDRESS: . 1500 Biséayne Blvd. #1278
Miami, FL 33132
POLICY NUMBER: 09-0101-2008
POLICY EFFECTIVE DATE:  August 6, 2007, 12:00 A.M. (EST)

POLICY TERMINATION DATE:  August 6, 2008, 12:00 A.M. (EST)

JURISDICTION: State of Florida

The Company agrees to pay, subject to all provisions, conditions, exclusions and limitations of this Policy, the
benefits provided for loss resulting from a cause covered by this Policy.

The Policy is issued in consideration of the statements and agreements contained in the Policyholder’s application
attached to this Policy and payment of the required premium when due. Coverage under this Policy with respect to
Insureds will be effective in consideration of statements made in the individual applications or enrollment forms, if

any, of such Insureds and the payment of premiums as required.
The provisions on the following pages are a part of this Policy as fully as if appearing over the signatures.below. :

This Policy is subject to the laws of the j urisdiction noted above. Coverage issued under this Policy may be subject
to further requirements of the jurisdiction in which 2 Member is located. If any requirements of the jurisdiction in
which this Policy is issued conflict with the requirements of the jurisdiction in which a Member is located, the

requirements of the Member’s jurisdiction will prevail.

This Policy takes effect and expires at 12:00 AM., Eastern Time at the address of the Policyholder. All periods of
insurance under this Policy take effect and expire at 12:00 AM,, Eastern Time at each Member’s respective

addresses.
Signed for the Company, o
Secretary President

Blanket Policy Providing
Non-Renewable Accident Only

Excess Insurance Coverage

LRS-8985-0100-FL
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SCHEDULE OF RATES

Pre-K-6" Grade Students and ‘Before and After School Care’ Participants:

School Time Plan $12.00 Extended Dental Option $2.00
24 Hour Plan $38.00 Optional Hospital Confinement
Sickness Plan $40.00
Full Time Students Grades 7-12; Vo-Tech Students:
-School Time Plan $15.00 Extended Dental Option $2.00
24 Hour Plan $38.00 Optional Hospital Confinement $40.00
Sickness Plan
SCHEDULE OF BENEFITS
MAXIMUM MEDICAL BENEFITS MAXIMUM DENTAL BENEFITS
School Time Basic Accident Plan § 25,000.00 Basic Plan $100.00/tooth; $500 aggregate
. " maximum per accident
24 Hour Basic AccidentPlan  §25,000.00 Optional Extended Plan  $500.00/tooth; $1,000

aggregate maximum per accident

Interscholastic Sports Accident  $ 25,000.00
(Except Senior High School Tackle Football FHSAA sanctioned practices and competition excluded)

Motor Vehicle Accidents $ 2,000.00
(Other than 2 or 3 wheeled)

OPTIONAL HOSPITAL CONFINEMENT SICKNESS BENEFIT:
$5,000.00 aggregate maximum @ $500.00 per day of hospital confinement

MAXIMUM DISMEMBERMENT BENEFIT: $7,500.00

ACCIDENTAL DEATH BENEFIT: $1,500.00

DEDUCTIBLE AMOUNT: ' ‘None

POLICY ENDORSEMENTS: LRS-9010-0100 (EFF. OF COV.)

: LRS-9013-0100 (EXT. DENTAL)

LRS-9014-0100 (24 HOUR)
LRS-9020-0100 (MED. EXP.)
LRS-9179-0504 (INHOSP.)
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PART I - ELIGIBILITY AND TERMINATION PROVISIONS

ELIGIBILITY: To be eligible for coverage under this Policy the Insured must be:
1. astudent who is enrolled in grades kindergarten through 12 or early education classes; or
2. afulltime school employee such as a secretary, administrator, teacher, janitor, principal or superintendent;
- in a Memiber school. C

We have the right to check the records of the Member school to verify that the Iﬁsured is eligible. If and when we
discover that an Insured is not eligible for coverage, we only have to refund the premium which has been paid. We
reserve the right to require evidence of insurability.

EFFECTIVE DATE: Coverage under the Policy is effective on the later of the following dates:
1. On the Member’s Effective Date of coverage under this Policy; or
2. At 11:59 P.M. (EST) on the date premium is received by us.

From time to time additional persons may be added to the group originally insured. This may be done by payment
of the premium for such persons in full. Coverage will begin on the date the premium is paid to the Member and the
person is properly recorded on the list of Tnsureds. Such prémiums received by the Member must be sent to us
together with the list of new Insureds within 30 days after the Member receives the premium.

TERMINATION DATE: Coverage under this Policy will continue to the end of the regular nine (9) month Member
school term unless the Insured's coverage ends on the earliest of the following dates:

1. The date the Insured ceases to be eligible;

2. The last day of the period through which the premium is paid;

3. The date the Member fails to pay the required premium; or

4. The date the Policy terminates.

Coverage will continue while the Insured is attending a Member sponsored and Member supervised academic
summer class provided that paid Member employees supervise such activity. ~

TRANSFER STUDENTS: Coverage will continue if the Tnsured transfers to other public or parochial day schools
" until the Member’s expiration date. Coverage will not continue if the Insured transfers to a boarding school.

NON-INTERRUPTION OF COVERAGE: If a covered Insured would be eligible for a new term of insurance at the
commencement of the next Member school term, the insured will be protected by the new Policy without

interruption of coverage to the earlier of!
1. At 12:00 AM. (EST) on the first day of the third week of the 2007-2008 official school term, or;

2. At 11:59 P.M. (EST) on the day that premium for the new term of insurance under the Policy is paid.

If premium for the new term of. insurance is not paid within the time period, as outlined in number 1, coverage will
terminate on the date the Member’s coverage under this Policy terminates.

LRS-8985-003-0100-FL 4



PART II - DEFINITIONS
1. "Beneficiary” means the person named to receive the proceeds in the event of the Insured's death.

9 "Covered Accident” means bodily injury of the Insured which results directly and independently of all other
causes from an accident. Self-inflicted injuries caused by prolonged over-exertion, stress or strain, or disease
process or aggravation of an existing condition is expressly excluded from coverage under this Policy.

3, "Covered Charges" means reasonable charges which are:
a. Notin excess of usual and customary charges;
b. Not in excess of the maxjmum benefit amount payable per service as specified in Part VII, "Medical .
Expense", : . '
¢. Made for services and supplies not excluded from coverage;
d.  Made for services and supplies which are a medical necessity;
e. Inexcess of the amount stated as a deductible, if any.

Covered medical expenses will be deemed "incurred” only:
a. When the covered services are given; and
b. When a charge is made to the Insured for such services.

A4 "Deductible” means the amount to be subtracted from the amount or amounts otherwise payable as Covered
Medical Expenses before payment of any benefit is made. This can be satisfied by the amounts payable by any

other coverage.

S.  "Dental Accident” means an injury to the Insured's tooth or teeth caused by a physical trauma which is not the
result of the normal function of the tooth or teeth.

6. "Each Accident" means one (1} or more terms of impairment due to the same or related cause. Each term will
end only when there is complete recovery from the impairment. The Insured's Physician will decide when there

is complete recovery.

7. "Elective Surgery and Elective Treatment” includes, but is not limited to, surgery and/or treatment for acne;
acupuncture; allergy, including allergy testing; biofeedback-type services; birth control; breast implants; breast
reduction; circumcision; corns, calluses and bunions; cosmetic procedures, except cosmetic surgery required to
correct an injury for which benefits are otherwise payable under this Policy; deviated nasal septum, including
submucous resection and/or other surgical correction thereof; family planning; fertility tests; impotence,
organic or otherwise; infertility (male or female), including any services or supplies rendered for the purpose or
with the intent of inducing conception; leaming disabilities; nonmalignant wart, moles and lesions; obesity and
any condition resulting therefrom; hernia of any kind; premarital examinations; preventative medicine or
vaccines or diet supplements; sexual reassignment surgery; skeletal irregularities of one (1) or both jaws,
including orthognathia and mandibular retrognathia; sleep disorders, ‘including testing thereof;
temporomandibular joint dysfunction; tubal ligation; vasectomy; and weight reduction. Elective Surgery and
Elective Treatment includes a service, treatment or supply that: (1) we deem to be research or experimental; or
(2) are not recognized and generally accepted medical practices in the United States.

8. "Emergency Room" means any emergency facility ina Hospital.

LRS-8985-004-0100-FL 5



10.

11.

12.

13.

14.

15.

16.

"Hospital” means a licensed or properly accredited general hospital which:
a. Isopenat all times;
b. Is operated primarily and continuously for the treatment of and surgery for sick and injured persons as
. inpatients;
Is under the supervision of a staff of one (1) or more legally qualified physicians available at all times;
Continuously gives 24-hour nursing service by Registered Nurses on duty or call;
Has organized facilities for diagnosis and surgery on the premises; and
Is not primarily a clinic, nursing, rest or convalescent home, or an institution specializing in or primarily
treating mental and nervous disorders, alcoholics or drug addicts. '

™o e

With respect to outpatient surgery or diagnostic testing, an ambulatory surgical center or a clinic will be
considered as a hospital. Such facility must be properly accredited and where required by law, hold a license

allowing the facility to operate as such.

If services specifically for the treatment of a physical disability are provided in a licensed Hospital which is
accredited by the Joint Commission on the Accreditation of Health Care Organizations, the American
Osteopathic Association, or the Commission on the Accreditation of Rehabilitative Facilities, payment for
these services will not be denied solely because such Hospital lacks major surgical facilities and is primarily of
a rehabilitative nature. Recognition of these facilities does not expand the scope this Policy. It only expands
the setting where covered benefits may be performed. '

"Hospital Confined/Hospital Confinement” means confined in a Hospital for at least eighteen (18) hours by
reason of a Covered Accident for which services are payable. ‘

"Medical Necessity" means those services or supplies given or prescribed by a hospital or physician which are:
Essential for the symptoms and diagnosis or treatment of the Injury;

Given for the diagnosis, or the direct care and treatment of the Injury;

Tn accordance with the standards of good medical practice; ‘

Not primarily for the convenience of the Insured, or the Insured's Physician; and,

The most approptiate supply or level of service which can safely be given to the Insured.

W

The Medical Necessity of being hospital confined means that:
a. The Insured requires acute care as a bed patient; and
b. The Insured cannot receive safe and adequate care as an outpatient.

“Member” means an educational institution (school) that has agreed to participate under this Policy for the
benefit of its students.

"Member of the immediate family” means any person related to an Insured within the third degree by the laws
of consanguinity or affinity.

"Miscellaneous Supplies” includes but is not limited to ace bandages, sutures and suturing supplies,
bandaids, injections, medications, oxygen, blood and blood plasma.

"Other Valid and Collectible Insurance” means:
a. Any group plan, program or insurance policy;
b. Any other group hospital, surgical or medical benefit plan;

c. Union welfare plans; or
d.  Group employer or employee benefit programs, HMO, PPO or similar pre-paid service programs.

“Physician" means either:

LRS-8985-004-0100-FL 6



17.

18.

19.

20,

21

22,

23.

A Doctor of Medicine (M.D.); or

a.
b. A Doctor of Osteopathy (D.0.); or

¢. - A Doctor of Dentistry (D.M.D. or D.D.S.}; or
d. A Doctor of Chiropractic (D.C.); or

e. A Doctor of Optometry (O.D.); or

f. A Doctor of Podiatry (D.P.M.)

licensed to practice as such by the governmental authority having jurisdiction over licensing of such
classification of doctor in the state where the service is rendered;

g. Any duly licensed practitioner of the healing arts who we are required by law to recognize as a
"Physician." ;

The term "Physician” does not mean an Audiologist; Speech Language Pathologist or Therapist; Social
Worker; Sociologist; or any person who is a member of the Insured's immediate family.

"Physiotherapy” means any form of the following: physical, electrical, water, cold, heat, fusion or mechanical
therapy; diathermy; ultra-sonic therapy; heat treatment in any form; manipulation, adjustment or massage in
any form; acupressure, acupuncture, strength measurement, exercise, testing or instructions.

"Pre-existing Condition": , ‘

a. An injury that occurs before the date that the Insured is covered under this Policy;

b. Any physical condition for which the existence of symptoms would cause a normally prudent person to
seek medical care or advice. Physical condition includes any complication or residual of & prior condition.

"Prescription Drugs" means: S
a, Prescription legend drugs in tablet, capsule, injectable, elixir or any other form;
b. Compound medications of which at least one (1) ingredient is a prescription legend drug; and

c. Any other drugs which under the applicable state or federal laws may be dispensed only upon written

prescription of a physician.

"Registered Nurse" means a licensed professional nurse (R.N.) who is not a member of the Insured's immediate
family.

"Residence” means home residence building and its grounds.

"Such injury" means bodily injury caused directly by accident, independent of all other causes, sustained while
coverage under the Policy is in force. . ‘

"Usual and Customary Charges" means a reasonable charge which is:

a. Usual and customary when compared with the charges made for similar services and supplies; and
b. Made to persons having similar medical conditions in the locality of the Member school. No payment will
be made under this Policy for any expenses incurred which in our judgment are in excess of usual and

customary charges.

LRS-8985-004-0100-FL 7



PART III - CLAIMS PROVISIONS

' NOTICE OF CLAIM: The Tnsured must give written notice of claim to us or our authorized agent. This must be
done within twenty (20) days after the claim begins or as soon as possible. Notice given by or on the Insured's
behalf with enough information to identify the Insured is notice to us.

If notice is not given to us within 20 days after a claim begins, we will not reduce or deny a claim if it can be shown
that notice was given as soon as it was reasonably possible.

CLAIM FORMS: When we receive a notice of claim, we will furnish claim forms. If we do not do this within
fifteen (15) days after we get written notice, the Insured can send us written proof of loss telling us of the
occurrence, the character and extent of the loss for which claim is made.

PROOF OF LOSS: Proof of loss must describe the incident, extent and type of loss. For death claims, proof of loss
means certified copies of the death certificate, autopsy (if performed), Coroner, Medical Examiner or Justice of the
Peace reports. Police Motor Vehicle Accident Report or Police Incident Report, if applicable, are also proof of loss

documents.

If the claim is for a continuing loss for which we make periodic payﬂlcnts, the Insured must give us written proof of
loss within ninety (90) days after the end of each period that benefits are payable, or as soon as reasonably possible.

For any other loss, the Insured must give us or our authoﬁzed agent written proof of loss within ninety (90) days
after the date of loss. If proof of loss cannot be given in that time, such proof of loss must be given as soon as
reasonably possible. Proof of loss must be given within one (1) year of the date of the accident, except in the

absence of legal capacity.
TIME OF P4 YMENT OF CLAIM: We willr pay all benefits due when we receive proof of loss.

PAYMENT OF CLAIMS: Benefits for loss of life will be paid to the beneficiary. If no beneficiary is named,
benefits will be paid to the Insured's estate. Any other accrued benefits unpaid at the Insured's death may, at our
option, be paid either to the beneficiary or to the Insured's estate. All other benefits will be paid to the Insured. If
the Insured is a minor, benefits may be payable to his parent, guardian or other person actually supporting him. We
may pay medical benefits (if any) directly to the provider of medical services. Any such payment by usin good faith
will end our liability to the extent of such payment.

BENEFICIARY: Accidental death benefits, if any, will be paid to the beneficiary or beneficiaries as designated in
writing and on file with the Plan Administrator. If no beneficiary has been named, benefits will be payable in the
following order of preference: '

1. To the Insured's spouse, if living; otherwise

2. Equally to the Insured's lawful children, if living; otherwise

3. Equally to the Insured's mother and father, if living; otherwise

4. To the Insured's estate.

BENEFICIARY DESIGNATION AND CHANGE: The Insured may choose one (1) or more beneficiaries. We will
give forms for this use. Such forms must be filed with the Plan Administrator. The beneficiary may be changed at
any time. The beneficiary's consent is not required unless an itrevocable beneficiary has been named. The change
will be effective only upon receipt by the Plan Administrator. The change will take effect on the date it is signed.
Any payment we make in good faith before we receive any beneficiary change will end our liability to the extent of

such payment.

LRS-8985-005-0100-FL 8



PHYSICAL EXAMINATION AND AUTOPSY: As a part of Proof of Loss, we, at our own expense, have the right:
1. To examine the Insured when and as ofien as we may reasonably require while a claim is pending; and
2. To have an autopsy made in case of death where it is not forbidden by law.

With regard to Medical Expense benefits, we have the right to get a physician's opinion about treatment or
hospitalization. If the Insured does not show up for an exam when we request it, we may: :

1. Withhold payment of Covered Medical Expenses until the exam is done and the physician's report is
received; and )

2 Deduct from benefits the amount we had to pay the physician who was to make the exam. The deductible
will have the same effect as the deductible in the Schedule of Benefits.

LEGAL ACTIONS: No legal action can be brought to recover on the Policy prior to the end of sixty (60) days after
written proofs of loss have been given. No such action can be brought after the period of time considered the

applicable statute of limitations. -

RIGHT OF RECOVERY: We can recover payments we make which are more than the Covered Medical Expenses
(after allowance for deductible and coinsurance clauses, if any) payable under the Policy. We can recover these
from or among any persons, firms, or corporations to or for whom such payments were made or from any insurance

organizations.

LRS-8985-005-0100-FL. 9



PART IV - COVERED ACCIDENTS

The benefits provided in Part V, "dccidental Death Benefit"; Part VI, "Dismemberment and Loss of Sight Benefit",
and Part VIL, "Medical Expense," are payable only in the event the Covered Accident causing "such injury” occurs

while the Insured is:

L.

While enroute directly and uniﬁterruptédly between the Insured’s home premises and school in which Insured
is enrotled. : :

While within the school building or on the school grounds or premises during regular school hours including
scheduled lunch break.

While enroute directty and uninterruptedly between the school in which Insured is enrolled and Insured’s home
premises.

Injurics sustained under Paragraphs 1, 2, 3, are covered only if they occur on a regular school day when school
s in session between the time limits of one hour before the opening of school on the day the injury is sustained
and one hour after the covered person is dismissed from school on the day the injury is sustained and provided
further, that coverage during the hour before opening and one hour after dismissal from school is limited solely
to injuries sustained as a direct result of and while actually engaged in traveling directly to and from school. In
the event that such travel to and from school requires more than one hour due to the distance of the home
premises from the school, coverage is hereby extended for such additional required and necessary travel time.

While riding, as 2 member of or with a group of Member school pupils, in a regular school bus, or a chartered
bus operating under the supervision of duly delegated school authorities. :

While riding, as a member of or with a group of Member school pupils, in the charge of duly delegated school
authorities, as a fare paying passenger in a public passenger conveyance or chartered conveyance going directly

" to or from a Member school sponsored activity.

While, as a member of or with a group of Member school pupils, taking an approved field trip or engaging in
any other activity that is directly comected with regular and usual school activities which is sponsored and
supervised by duly delegated school authorities, including travel in a private passenger automobile operated by
a teacher or parent authorized by such authorities. :

While engaged in practicing for or participation in Member school interscholastic athletic contests, (excluding

senior high school tackle football practice sessions and competition), provided such covered interscholastic

-~ athletic practice or participation is under the direct supervision and direction of duly delegated Member school

9.
are

authorities.

While participating in off-season, non-contact conditioning, cardiovascular or resistance training prografns that
exclusively sponsored and funded by the Member school and directly supervised by a Member school designated

employee.

10.

11.

While participating as a member of a covered Member school debating team, glee club, band, or similar school
organization while under the direct supervision of duly delegated Member school authorities.

While attending a Member school sponsored activity as a member of or with a group of Member school pupils
while in the charge and presence of duly delegated Member school authorities.

With respect to any covered person participating in a before/after care school program operated by the Policyholder,
a before/after care school program shall be deemed to be a Member school and the regular hours of operation of the
before/after care school program shall be deemed to be regular school. ‘

LRS-8985-007-0100-FL 10



PART V - ACCIDENTAL DEATH BENEFIT

In the event "such injury” due to a Covered Accident results in the Insured's death within one hundred cighty (180)
days from the date of said accident, we, on receipt of due proof, will pay an amount equal to the Accidental Death
Benefit shown in the Schedule of Benefits. Benefits will be payable under this Part and under Part VII, if

applicable.

LRS-8985-007-0100-FL 11



PART VI — DISMEMBERMENT AND LOSS OF SIGHT BENEFIT

In the event "such injury” due to a Covered Accident results, within one hundred eighty (180) days from the date of
the said accident in a loss shown below, we, on receipt of due proof will pay. the benefit stated in this Part. Only one
(1) benefit (the greatest) specified in this Part will be paid as the result of any one (1) Covered Accident. If, as the
result of any one (1) Covered Accident, benefits would be payable under this Part and Part VII, we will pay only

under that one (1) Part which pays the larger benefit.

For loss of both hands or both feet $ 7,500.00
For loss of both eyes $ 7,500.00
For loss of one hand and one foot $ 7.500.00
For loss of onie hand and one eye $ 7,500.00
For loss of one foot and one eye $ 7.500.00
For loss of one hand or one foot $ 1,000.00
For loss of one arm or one leg. $ 1,000.00
For loss of one eye $ 1,000.00

With regard to hands and feet, loss shall mean actual severance through or above the wrist or ankle joints. Loss with
regard to eyes means the entire and irrecoverable loss of sight.

12
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_ PART VII - MEDICAL EXPENSE
Section (a): On receipt of due proof we will pay the amount of the "Covered Charges” described below which
exceed the deductible amount shown on the Schedule of Benefits. The total amount payable as a result of any one
(1) Covered Accident will not exceed the Maximum Medical Benefit shown in the Schedule of Benefits for each

Covered Accident.

" Section (b): The Insured must receive treatment within sixty (60) days of the date of the Covered Accident and such
treatment must be rendered within the United States. The Medical Expense charged as a result of any one (1)
Covered Accident may not exceed the usual and customary charge normally made for such services and treatment in
the area i which the Member school is located. Medical Expense consists of the necessary expenses actually
incurred by "such injury” for the following services and treatments rendered or firnished within two (2) years of the
date of the Covered Accident, to the extent prescribed by the attending physician:

1. Medical and surgical treatment performed within the scope of their license by a physician for the necessary
treatment of "such injury” performed within one hundred four (104) weeks following the date of the Covered
Accident. The accident benefit for non-surgical treatment, consultations and interpretations will not exceed a
total limit of $45.00 for the first day of treatment in office and $40.00 for each subsequent day of non-surgical
treatment, consultations or interpretation expense in office. The accident benefit for non-surgical treatment,
consultations and interpretations will not exceed a total limit of $45.00 for the first day of emergency room or
in-hospital treatment and $40.00 for each subsequent day of non-surgical in-hospital treatment, consultations or
interpretation expense. For reduction of fractures or dislocations and for surgical procedures, the accident
benefit shall not exceed fees as set forth in the 2001 Florida Workers’ Compensation Fee Schedule, Part A.
The total aggregate policy benefit for surgeon’s fees and anesthetist's fees shall be limited for any one (1)
Covered Accident to the fee schedule as set forth in the 2001 Florida Workers’ Compensation Fee Schedule,

Part A.

2. Diathermy, mechanical fusion in any form, heat treatment in any form, strength measurement or testing in any
form, massage, physiotherapy, acupuncture, manipulation or adjustment in any form, and/or office visit
conmected therewith. No more than $30.00 for the initial treatment and $30.00 for each follow-up visit, with a
total maximum of $300.00 as a result of any one (1} Covered Accident.

3. Repair and/or replacemeht of damaged teeth, that were whole, sound and natural teeth prior to the Covered
Accident, by a legally qualified and licensed dentist. Dental benefits will not exceed $100.00 per injured tooth
as a result of any one (1) Covered Accident, with a total maximum of $500.00. .

4, Outpatient x-ray, MRL, CAT, EEG, EKG benefits; refer to attached Endorsement LRS-9020-0100.

5 Care and treatment furnished by a hospital in semi-private or ward accommodations plus all necessary
miscellaneous hospital extras including, but not limited to, nursing services, operating room, Tecovery room,
radiology, MRI, CAT Scan, physical therapy, lab, supplies, orthopedic equipment, and drugs, provided such
care and treatment is furnished during a period of hospital confinement which commenced within three hundred
sixty-five (365) days of the date of the Covered Accident. The in-hospital confinement benefit for a covered
accident will not exceed $1,000.00 total per day of hospital confinement as an overnight bed patient. For Same
Day Surgical procedures not requiring an overnight hospital stay for reduction of fractures or dislocations, or
cutting operations, the maximum benefit for all hospital charges shall not exceed 2 total maximum benefit of
the necessary, reasonable expense incurred in a licensed hospital as a result of any (1) one covered accident.

6. Care and treatment furnished by a hospital when hospital confinement is not required, except for same day
~ major surgery procedures, benefits shall not exceed the necessary, reasonable and customary charges for the
use of the facility, miscellaneous supplies and administered medications for any one (1) Covered Accident.

13
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10.

11.

Benefits payable for x-rays and physician's first day treatment, if any, shall be payable and subject to
paragraphs (1) and (4) above. [Refer to Endorsement LRS-9020-0100] :

Transportation by professional licensed ground or air ambulance service to and from the hospital. No more
than $250.00 will be payable as a result of any one (1) Covered Accident.

Replacement of broken frames, or broken lenses resulting from a Covered Accident payable only . in
conjunction with an injury requiring medical or surgical treatment other than routine refractions or routine eye

examination. Benefit will not exceed N/A.

Crutches not to exceed N/A for any one (1) covered Accident when prescribed by a physician. Braces or
orthopedic appliances not to exceed N/A: for any one (1) Covered Accident when prescribed by a Physician. A
written prescription must accompany the claim when submitted. Replacement braces and appliances are not
covered. Braces and appliances include durable, medical equipment which is equipment that: () is primarily
and customarily used to serve a medical, rehabilitative purpose; (b) can withstand repeated use; and (c)
generally is not useful to a person in the absence of injury. No benefits will be paid for rental charges in excess
of purchase price or for braces or appliances used as protective devices during participation in sports or to

continue participation in sports.

If the physician has ordered medically necessary private duty nursing care by a registered nurse while the
Insured is hospital confined, benefits will not exceed the usuzl and customary charge for private duty nursing
care, with a total maximum of N/A. General nursing care given by the hospital is not covered under this

benefit.

Prescription drugs not to exceed N/A for any one (1) Covered Accident.

Section (c): The Insured shall have free choice of a physician or hospital for treatment. If, however, an Insured has
other valid coverage through another insurance plan and does not choose a physician or hospital through the other
plen; we will pay benefits as if the other plan's guidelines had been followed. This Policy only pays for scrvices,
procedures and supplies which in our judgement are a Medical Necessity. No benefits will be paid for cxpenses
which are not a Medical Necessity, including any or all days of Hospital Confinement.

14
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PART VIII - EXCLUSIONS

No benefits will be paid under the Policy to cover any expense or loss not caused exclusively by "such injury” or
any expense or any loss resulting from, or for: :

1.

10.

11.

12.

3.

Member school or any FSHAA sanctioned Senior High School tackle football practice sessions or
competition including travel to or from such practice or competition;

Contact lenses or hearing aids;

Damage to other than whole, sound, vital and natural teeth or to existing dental bridges, crowns, restorations
or braces; orthodontic procedures and services. Treatment for injury or function of tooth caused either by
decay, infection or the breakdown of a dental restoration.

Boils, athlete's foot, impetigo or similar skin infection, rashes, poisonous vegetation reactions, War’ts, blisters,

- calluses, cramps, muscle spasms, allergies or allergic reactions, ingrown nails, appendicitis, hernia of any

kind, however caused; infections occurring other than as a result of such injury; detached retina; “or
psychiatric care. : '

Any form of illness, sickness or disease including but not limited to the following: Perthes' Discase, .
Osgood-Schlatter's Disease, Osteomyelitis, Osteochondritis, Osteogenesis Imperfecta, Slipped Capital
Femoral Epiphysis, Pathological or Stress Fractures, Thrombophlebitis, Fainting, Hysterical Reactions, or

‘similar conditions.

Any form of fighting or brawling or criminal or felonious assault, unless the insured is a victim of an
unprovoked, random attack; or the Insured being engaged in an illegal occupation.

Services or treatment rendered as a part of the Member school service by a hospital, physician, or person
employed or retained by the Member, or by a person related to the Insured by blood or marriage.

Riding in or on, being struck by, being towed by, boarding or alighting from, or operating any motorized or
engine driven vehicle designed principally for travel on public roads and licensed for use on public roads;
however, eligible medical expenses due to motor vehicle accidents not collectible from other valid coverage
will be payable up to $2,000.00 in the aggregate, excess of all other valid insurance.

Intentionally self-inflicted injury.

War or any act of war; (raids by air, land or sea shall be deemed an act of war), civil disobedience, riots or
insurrection.

Injuries sustained by the Insured for which benefits are paid or received under any Workmen's Compensation
or Employer Liability Laws.

Aviation in any form except while the Insured is riding as a passenger in a licensed airplane provided by an
incorporated passenger carrier on a regularly scheduled passenger flight and route. :

Riding in or on, being struck by, being towed by, boarding or alighting from, or operating any snowmobile,
all terrain vehicle or two (2) or three (3) wheeled motor vehicle.

15
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14.

15.

16.

17.

18.

19.

20.

The use of or while under the influence of drugs or alcohol unless administered as prescribed by a physician.

The existence or aggravation of physical or mental infirmity, condition or disease, whether infectious,
congenital, secondary or acquired in origin. Conditions or the aggravation of conditions that originated prior
to the Insured's Effective Date are not covered. '

Expense resulting from participating in activities for which benefits would be payable, in the absence of this
insurance, under any high school or association sponsored sports accident policy, catastrophic accident
policy or trust fund is expressly excluded from coverage. '

Snow skiing, snow boarding, water skiing, wakeboarding, surfboarding, hydro sliding, jet skiing or use of

 any personal watercraft as defined in Chapter 327 of the Florida Statutes.

Prescription drugs, injections, miscellaneous supplies and medications, except those administered while .
hospital confined or when treated in the emergency room. :

Participatioﬁ in any organized sports leagﬁes,- sports camps, boxing, any type of martial arts classes or
competitions that are not exclusively sponsored, funded and directly supervised by the Member school.

Any expense for which a benefit is not listed.

16
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PART IX - GENERAL PROVISIONS

ENTIRE CONTRACT, CHANGES: This Policy, including any attached endorsements and the application of the
Policyholder make up the entire contract between the parties. All statements made by the Member or by the persons
insured are deemed representations and not warranties. No agent has authority to change this Policy or to waive any
of its provisions. No change in this Policy is valid until approved by an executive officer of ours and unless such
approval is endorsed hereon or attached hereto. Such an endorsement or attachment shall be effective without the
consent of the Insured but shall be without prejudice to any claim arising prior to its Effective Date.

INCONTESTABILITY: In the absence of fraud, the validity of this Policy shall not be contested except for
nonpayment of premiums. No statement, except a fraudulent misstatement, made by any Insured relating to his
insurability will be used to contest the validity of his insurance with respect to which such statement was made after
his insurance has been in force for two years during such Insured's lifetime nor unless it is contained in a written

instrument signed by him.

POLICY TERMINATION: W reserve the right to terminate the Policy with 31 days prior written notice to the
Policyholder and all Members. We will not terminate this Policy with respect to any Member during a Benefits
Period for which the premium has been paid in advance. Termination by Us will be without prejudice to any claim

originating prior to the date of termination.

PAYMENT OF PREMIUM: All premiums are payable in advance in accordance with our premium rates. The full
premium must be paid even if the correct premium is received after the Member’s Effective Date. There is no pro-
rata or reduced premium payment for late enrollees. There will be no refunds for Insureds who cancel coverage
under this Policy, unless the Insured enters the Armed Forces. Optional coverages may only be purchased
simultaneously and in conjunction with the purchase of Basic coverage at the time of initial enrollment. Dependents
are eligible to purchase only those optional coverages purchased by the Tnsured, Coverage must be the same for all

family members.

Premium adjustments involving return of unearned premiums will be limited to a period of twelve (12) months
immediately preceding the date of receipt by us of evidence that adjustments should be made. Premiums are payable

to us or our authorized agent.

GRACE PERIOD: A grace period of 31 days will be granted to each Member school for the payment of any
premium due. This Policy will continue in effect during the grace period. If the premium is not paid by the end of
the grace period, all insurance that pertains to that Member’s coverage under this Policy will end on the last day
of the grace period. The Member will owe us the pro rata premium for the time that Member’s coverage

continued in force.

CHANGES IN PREMIUM RATES: We have the right to change any of the premium rates for any of the
insurance included in this Policy. We will not change the premium rates with respect to any Member during a
Benefits Period for which the premium has been paid in advance. We will give the Policyholder written notice at

least 30 days before any premium rate change.

EXAMINATION OF RECORDS: We have the right to examine all ofrth.e books and records relating to the insurance

under this Policy at any time up to the later of
1. two (2)years after the expiration of the term of insurance under this Policy; and
2. the date of final adjustment and settlement of all claims under this Policy, with respect to such term of

insurance. .
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COVERAGE UNDER MORE THAN ONE POLICY: Coverage in effect at any one time on an Insured under a

like policy or policies with us is limited to coverage under the one such policy. The Insured, his beneficiary or
his estate, as the case may be, can elect the coverage. All other coverage will be null and void. We will return all

premiums paid for all other such coverage.

CLERICAL ERROR: A clerical error by the Company, Policyholder, Plan Administrator or Member will not

terminate insurance under this Policy otherwise validly in force, nor will it continue insurance under this Policy

otherwise validly terminated.

WORKERS® COMPENSATION: The Policy is not in lieu of and does not affect any requirement for coverage by
Workers' Compensation. . '

WAIVER OF RIGHTS: . If we fail to enforce any provision of this Policy, this will not affect our right to do so ata
later date. Tt also will not affect our right to enforce any other provision of this Policy.

SUMMARY BROCHURE OR CERTIFICATES: Each student who becomes insured under this Policy will receive

a brochure which summarizes the important featirres, benefits, exclusions and limitations of this Policy. When
required by law, students who become insured under this Policy will receive a certificate of insurance.

CONFORMITY WITH STATE STATUTES: Any provision of this Policy which is in conflict with the laws of any
jurisdiction to which it is subject, is amended to meet those laws.

LRS 8985-011-0100-FL ‘ 18



Reliance Standard Life
Insurance Company

{ herein called "The Company", "we", "us", or "our")
Home Office: Chicago, Illinois * Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

ENDORSEMENT

It is hereby understood and agreed that the Policy is amended as follows:

EFFECTS OF OTHER COVERAGE
Applicable to all claims

If the total claim expense exceeds $500.00, and if there is other valid coverage not with this Company, providing
benefits for the same loss on a provision of service basis or on an expense incurred basis, benefits shall be paid first
by such other company or service plan. If "other valid coverage”, not with this Company, has a non-duplication of
benefits provision, the Policy will provide the lesser of the following benefits: (a) the eligible benefits specified in
the Policy; or (b) eligible medical expense not collectible from "other valid coverage” in the absence of coverage

under the Policy or any other plan agreement, contract or policy.

Other valid coverage shall include, but not be limited to the following: group insurance; coverage provided by
hospital or medical service organizations; union welfare or trust plans; employer or employee benefit organizations;
self-administered ERISA plans; Medicare; Blue Cross/Blue Shield; or similar pre-paid medical service

organizations.
Any person insured under TRICARE/CHAMPVA coverage is not eligible for coverage under this Policy.

This endorsement takes effect and expires with the Policy to which it is attached, and is subject to all of the terms
and conditions of the Policy not inconsistent therewith. Nothing contained in this endorsement will be held to
change, waive or extend any provisions of the Policy except as stated.

‘ ' | Qravonee eQuucll
%my%_ e | President

LRS-9010-0100




Reliance Standard Life
Insurance Company

( herein called "The Company", "we", "us", or "our")
Home Office: Chicago, Illinois * Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

ENDORSEMENT
In consideration of the additional premium paid for Extended Dental Benefit, the Policy is amended as follows:
EXTENDED DENTAL BENEFIT

Ttem 3 of Part VII, Section (b), "Medical Expense” as shown in the Policy is hereby deleted, and replaced by the
following:

3. Dental repair or replacement to whole, sound and natural teeth by a legally qualified and
licensed dentist not to exceed $500.00 per injured tooth, with a total policy maximum benefit of
$1,000.00 as a result of any one (1) Covered Accident. The time period for incurring eligible
denta) expense is not to exceed two (2) years from the original date of the Covered Accident.
Orthodontic procedures and services are expressly excluded.

This endorsement shall apply oniy to those Insureds covered by this endorsement.

This endorsement takes effect and expires with the Policy to which it is attached, and is subject to all of the terms
and conditions of the Policy not inconsistent therewith. Nothing contained in this endorsement will be held to
change, waive or extend any provisions of the Policy except as stated.

0. o

Secretary President
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Reliance Standard Life
Insurance Company

( herein called "The Company", "we", "us", or "our")
Home Office: Chicago, Illinois  Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

ENDORSEMENT

In consideration of the premium paid, the Policy is amended as follows:
TWENTY-FOUR HOUR A DAY COVERAGE

Policy Section Part IV entitled "Covered Accidents" is amended with the following added:

1. If this endorsement is attached to the Policy, coverage will extend to twenty-four (24) hours of the day; (Policy
exclusions regarding Senior High School tackle football practice sessions and competition and all other
specified exclusions stated in this policy will apply to the 24 Hour A Day Coverage Endorsement).

2. Maximum Benefit - in no event will payment exceed $25,000.00 in total for all medical, surgical, hospital,
nurse and dental expense incurred as a result of any one Covered Accident. '

The 24 Hour a Day Coverage will end at 12:00 AM. (EST) on the first official opening day when scheduled
Member school classes resume in the next fall school session, or 12:00 A M. (EST) on August 6th, 2008, whichever

is the earlier date.

This endorsement shall apply only to those Insureds that have paid the required premium for Twenty-Four Hour a
Day Coverage. '

This endorsement takes effect and expires with the Policy to which it is attached, and is subject to all of the terms,
exclusions and conditions of the Policy not inconsistent therewith. Nothing contained in this endorsement will be

held to change, waive or extend any provisions of the Policy except as stated.

- Qrnee 8Quu
OO Do *

Secretary President
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Reliance Standard Life
Insurance Company

(‘herein called "The Company”, "we", "us", or "our")

Home Office: Chicago, Illinois * Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

ENDORSEMENT
It is hereby understood and agreed that the Policy is amended as follows:
MEDICAL EXPENSE BENEFIT

Section (b), item 4 of Part VII - "MEDICAL EXPENSE" as shown in the Policy is hereby deleted, and replaced by
.the following: :

The insured will be entitled to receive one or more of the following benefits:

When the Insured is not hospital confined, policy benefits will not exceed the usual and customary' charge for
outpatient x-ray, EEG, EKG or similar radiological procedures including interpretation and service, with a
maximum policy benefit for any one (1) covered accident for:

OUTPATIENT X-RAYS or similar radiological service including reading and interpretation fecs:
For x-rays of the arikle, elbow, finger, foot, forearm, hand, nose, toe, wrist, chest, sternum
facial bones, femur, hip, humerus, ribs, knee, pelvis, shoulder, tibia, fibula, skull, or
any other parts of the body, the maximum aggregate benefit shall not exceed: ' £75.00
For Post-Reduction views of fractures, the maximum aggregate benefit shall not exceed: $75.00

For Dental X-rays or similar radiological service including reading and interpretation fees:
One Tooth - $15.00
Full Mouth $40.00

Outpatient EEG or EKG benefits are based on fee schedule in 2001 Florida Workers’ Compensation Health

Care Reimbursement Manual, Part A. ‘
Outpatient CAT SCAN maximum benefit per covered accident: $375.00
Outpatient MRI maximum benefit per covered accident: $750.00

This endorsement takes effect and expires with the Policy to which it is attached, and is subject to all of the terms
and conditions of the Policy not inconsistent therewith. Nothing contained in this endorsement will. be held to
change, waive or extend any provisions of the Policy except as stated.

@wmwz?M

Secretary President
 LRS-9020-0100



Reliance Standard Life Insurance Company

( berein called "The Company”, "we", "us", or "our")
Home Office: Chicago, Illinois * Administrative Office: 2501 Parkway, Philadelphia, PA 19130-2499

HOSPITAL CONFINEMENT FOR SICKNESS ONLY ENDORSEMENT
(Applies only to insureds that have paid the additional premium for this benefit.)

. SCHEDULE OF BENEFIT ,
HOSPITAL CONFINEMENT BENEFIT: This is designed to pay a daily benefit for Hospital Confinement due
to Sickness (this Endorsement does not provide benefits for expenses resulting from injuries or for outpatient care

and treatment}. _
INDEMNITY AMOUNT: AMOUNT WE PAY:
Per Day of Hospital Confinement $ 500.00 '
Period of Confinement Maximum -$ 5,000.00

DEFINITIONS
Pre-existing Condition means any physical condition for which the existence of symptoms would cause a normally
prudent person to seck medical care or advice. Physical condition includes any complication or residual of a prior
illness, condition or disease the person was advised or treated for in the six (6) months before the effective date of

the Insured’s coverage under the Policy.

Sickness means an illness or disease for which symptoms first originate and for which medical treatment is rendered
by a physician while this Endorsement is in force. All related conditions and recurrent symptoms of the same or a
similar condition will be considered one Sickness. '

INDEMNITY BENEFITS
We will pay this benefit when the Insured is Hospital Confined as an inpatient.

HOSPITAL CONFINEMENT BENEFIT: We will pay this benefit when confinement:
1. Begins while coverage under this Endorsement is in force; and

2. Is Medicalty Necessary for the Sickness causing the confinement; and '

3. Isat the direction of and under the supervision of the treating physician.

Benefits will be paid as shown in the Schedule of Benefits above.

The following exclusions apply to this benefit only and are in addition to the PART VI - EXCLUSIONS section
in the Policy. We will not pay benefits when confinement results from: '

Pregnancy, child birth or abortion;

Drug or alcohol intoxication or addiction;

Any treatment for Injury or secondary complications arising from the Injury;

Mental illness, emotional disorders or psychiatric care;

Dental examinations or dental care required for any cause, including TMI;

Any outpatient visit or treatment.

ARl e

This endorsement takes effect and expires with the Policy to which it is attached, and is subject to all of the terms
and conditions of the Policy not inconsistent therewith. Nothing contained in this endorsement will be held to
change, waive or extend any provisions of the Policy except as stated.

00 e |
Qrusgmee EM

. Secretary President
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Life Insurance Company of North America

1601 Chestnut Street
Philadelphia, Pennsylvania 19192-2235
RENEWAL AMENDMENT
Policyholder: Miani Dads County Public Schools Policy No. BAB009624-948

Amendment Effective Dater Angust 1, 2007

This Amendment is attached to and mads part of the Policy specified above. It is subject to all of
the Policy provisions that do not conflict with its provisions.

Policyholder and We hereby agree that the Policy and any Certificates delivered under the
Blanket Accident Policy are amended as follows:

An Additionsl Policy Term is added to Page 1. This Additional Policy Term is
Augpst 1, 2007 through July 31, 2008
Premium Guaranteed for the Additional Policy Termis  $645,000

This Premium Guarantes is subject to the Cancellation and Premium Rate Change
sections of the Admimistrative Provisions of this Policy.

Life Insurance Company of North America

A > D
Karen Rohan, President

BA-01-4500.00
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Life Insurance Company of North America
1601 Chestnut Streei

RENEWAL AMENDMENT
Policyholder: Miami Dade County Public Schools Policy No. BAB005624-948

Ambndment Pffective Date: August 1, 2006

This Amendment is attached to and made part of the Policy specified above. K is subject to all of
the Policy provisions that do not conflict with its provisions.

Policyholder and ‘We hereby agree that the Policy and any Certificates delivered under the
Blanket Accident Policy are amended as follows:

An Additional Policy Term is added to Page 1. This Additional Policy Term is
August 1, 2006 through July 31,2007
Premium Guarsnreed for the Additional Policy Term iz  $645,000

This Premium Guarantes is subject to the Cameellation and Premium Rate Chonge
sections of the Administrative Provisions of this Policy. . :

Life nsurance Company of North Ametica

-,y":r.u.,n.m R
Xarep Kehan, President

BA-01-4500.00
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" Life Insorance Company of North America
1601 Chestout Street, Philadelphia, Pennsylvania 19192-2235
A Stock Insurance Company

BLANKET ACCIDENT POLICY
POLICYHOLDER: ‘ Miami Dade County Public Schools
- POLICY NUMBER: BAB((9524-948
FOXICY BFFECTIVE DATE: ‘ August 1, 2005
POLICY TEKM:  August 1, 2005 through July 31, 2006
STATR OF ISSUE: Horida

This Policy describes the texms and eonditions of insurance. This Policy goes jnto effect subject to its applicable terms and
conditions at 12:01 A.M. on the Policy Effective Date shown above at the Policyholder’s address, Tt will remain in effect for
the duration of the Policy Term shown above if the premium is paid according to the agreed terms. This Pelicy temmninates at
12:00 AM., on the day following the last day of the Policy Term iniess the Policyholder and We agreed to contimue
coverage vnder this Policy for a additional Policy Tera. "The laws of the State of Issna shown above govem this Policy.

We and the Policyholder agree to afl the terms of this Policy.

THIS IS A LIMITED POLICY
IT PAYS BENEFITS FOR SPECIFIC LOSSES FROM
ACCIDENTS ONLY
Accident Medical Benefits are subject to a deductible
- and payable only after any other Health Care Plan pays benefits.
IT DOES NOT PAY BENEFITS FOR LOSS CAUSED BY

SICKNESS
PLEASE READ IT CAREFULLY.
Secretary Pm'ident :

¥L COMPULSORY X-12 BASE

BAOL-100010 | ' 1
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SCHEDULE OF BENEFITS _

This Policy it intended to be read in its entirety. In order to understund ol the condifions, exclusions and lmintions
applicable to its benejits, please read all the policy provisions carefully.

The Schedule of Benefits provides a brief outline of the wverageandhmcﬁ&
Conditions of Coverage and Description of Benefils scctions for fall details,

provided by this Policy. Flease read the

Eligible Persans:
Interscholastic football student-athiletes of the Policyholder

CONDITIONS OF COYERAGE \
The benefits provided by this Policy will be paid, subject to applicable conditions, fimitations and excfusions, mnder the
. following coverages, '
Sports Coverage
Personal Deviations covered ' No
Covered Sports Trave] limits T
Trave] arranged or provided by the
Policyholder No time Jinsit
Aury other covered trave] immediately
befora o after & Supereised ,
or Sponsored Sports Aetivity Tmited to one hour each way
Covered Activities - .
Sports Caverage: Policyholder Supervised and Sponsored interscholastic Fall and Spring Foothall oply. Overaight

Sepervised and Sponsared Sports Activities

with duration of over 7 days and related travel axe nol covered, mless specifically
. agreed to in writing by Us. } ‘

BA-01-1100.00

EXPENSE INCURRED MEDICAL BENEFITS _

Jncurred Medical Benefits apply, uzless otherwise specified, on a per

Anybenefit timite and benefit percentages for Rxpense
Covered Parson — per Covered Accident basis. Any applicable Deductibles must be satisfied within the time periods specified

before benefits are payable.
SCOPE OF COVERAGE APPLICAELE TO EXPENSE-INCURRED MEDICAL BENEFITS
Pull Excess Modical Expense ,
Other Health Plan Reduction 50%

ACCIDENT MEDICAL EXPENSE BENEFIT
Total Maximum for all Accident Medical

Expense Benefits $25,000
Hirst Covered Repenses raust be
Incurred within 30 days from the date of the Covered
Accident
Beneiit Pexiod 730 duys from the date of the Covered Accident
Deductible $250 Disappearing Deductible
applies to cach Covered Accident

Disappearing Doductible: The Covered Pezson may use Covered Expenses paid under ancther Hoalth Cars
Plan o satisfy the Deductible _undm this palicy,

Deductible is waived if: (1) Neceasary sorgery is pecformed on'an owipatient basis; (2) Dxaglwsuc Taberatory
or X-ray services are performed on am outpatient basis for pre-admission festing within 7 days prior o

BA-01-1102.10
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hospitat admission; or (3) A mandatory second surgical opinfon is obtained for th necessity of non-
emerpency surgery; this waiver appliss only to charges for a second opinion.

Covered

Benefit Petcentage and Other Limits

Expenses
Determination of the amount of each Covered Expense, and where applicable, each Usual and Crstomary Chexpe,

will be made solely by Us.
In-Patient Hospital Services
Rogm and Board Expeases
Intensive Care Unit
Private/Semi-Private Room

Hospital Miscellapecas Expenses

Inpatient X-ray, CT scan, MR,
laboratory sts

Ambulatory Medical Center

Use of Ambulatory Medical
Center Surgical Facilities
Bmergency Room Trestment

Physician Services
Surpery, Assistant Surgeon,
. Second Opinion or Consultation,
Anesthesia and its Administration

Usé of Physician’s Surgical Pacilities
Physician Assistant

In-Hospital Visits

Office Visits

Qut Patient X-Ray, CT Scan, MRI
Ankle, ethow, finger, fhot, Sorsetm, hand,
Nose, toe, wrist, chest, facial bones, formy,
Hip, humerns, ribs, knee, pelvis, shouldar,
Tibia or fibula, skull or stemum
MRI
Cat Scan

Ont Patient Physiotherapy

Ambulance Services

Medical Eqoipment Rental

Medical Services and Supplies

Dextal Servicas

X-ray: Teeth; one tooth
X-ray: Full Mouth
First treatment must by performed within
Benefst Period
Home Hezalth Care

Minimum Hospital Stay
Home Eealth Care yrust begin within

- BA01-1102.10
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100%, up to $1,000 per day
100%, up to $1,000 per day

Inctuded n Pivate/Semi-Privats Room

Inchided in Private/Semi-Private Room
100%, up to $1,000 per day for medical
treatment other than sutgery

100%, op to $6,000
100%

Usual and Costosnary Charge for Surgery Benefits will be
based o the 2001 Florida Workers Compensetion Fee Surgery
Schedule :

100%, up to 35,000

100%, up to $45 for 1% visit; $40/visit thereafler

100%, up to $45 for 1¥ visit; §40/visit thereafter

100%, up to $45 for 17 visit; $40/visit thereafier

100%, up to $75
100%, up to $750

100%, up to $375

100%, wp to $30 per visit; Maxixm of 20 visits

100%, up to $250

100%, up to $250

Inchuded i Private/Semi-Privats Room )
100%, up to $100 per tooihs wp to waxirmm amount of $500
per dental infury

100%, up to $15

100%, up to $40

60 days after date of injury

Same ag Aveident Medical Expenss Benefit Porind shown
100%, up to 40 visits per year when recommended by treating
Physician

Not applicabie

7 conséoutive days after the Minimom Hospital Stay or

 Outpatient Surgery

TVIONYNTS ATTNINOW NdpE:T 800C 4T NI



INDEMNITY BENEFITS
ACCEDENTAL DEATH AND DISMEMBERMENT BENEFITS

Principal Sum $1,000
Loss must ocous within 365 days from the date of the Covored
Accident
, SCHEDULE OF COVEBED L.OSSES

Covered Loss Benefit
Loss of Lifs 100% of the Pxincipal Sum
Loss of Two or Mors Hands or Feet 100% of fhe Principal Sum
Loss of Sight of Both Eyes 100% of the Princrpal Sum
Loss of Ono Hand or Poot and Sight it One Eye 100% of the Principal Surg
Loss of Ons Hand or Foo! 50% of the Principal Sum
Loss of Sight in One Eye 50% of the Princips] Sum
Aggregate Liroit OFf Indenmity ‘

Applies to: All Cenditions of Coverage

Amoumt! $500,000

Not more fhan the Aggregate Limit of Indemnity specified above will be paid for afl Covered Losses suffered by all Coversd
Pexsons insured wmdex this Aceidental Death and Dismemberment Bensfit s the result of any one Covered Accident that
occurs under one of the Conditions of Coverage, as specified abave, I this amaunt does not allow a1l Covered Persons (o be
paid the amounts this Policy otherwise provides, the amount paid will be the propartion of fhe Covered Person’s loss to the
iotal of all Losses, multiplied by the Aggregate Limit of Indernaity.

DDITIONAL E ) .
Any benefits payable under these Additional Jndemnify Benefits shown below are in addition to Accidenta) Death and
Dime.mbement Renefits payable,

CRISIS DEATH BENEFIT

Bemefit Amount $10,000 per Covered Pexson, up to 2 Maxizum of $100,000

per incident
RATE TABLE
Preminm Rate $645,000.00
- Per Policyholder

Mode of Preminm Payment Annuelly

Pramiom Due Dats Poley Effective Date

Contsibutions The cost of covexage Is puid by the Policyholder, All

presoiums are fully carned and non-refundable,

BA-04-1101,00 ‘ 5
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ELIGIBILITY, EFFECTIVE DATE, AND TERMINATION PROVISIONS

Policy Effective Date The Jnsurance Company agrecs to provide Accident Insurance Benefis described in this
‘ Policy in consideration of the Policyholder's appHication and payment of the Prepmum
when dne. Insurance begins on the Policy Effective Date shown on this Policy's first

pige. .
Eligibility A pecson is eligible for insurance under this Policy when he meets the definition of

Eligible Person shown in the Schedule of Benefirs. An Rtigible Person may be insured
under only one Covered Class, even thaugh hie may be efipible under more than one
Covered Class.

Yiffective Date for Individuals  Insurance bécomes cffective for the Eligible Person on the latest of the following dates:
1 the Policy Effective Date; oz
2. the dats the person becomes eligible.

Ffective Date of Changes Any ereage or decregse in the amount of insurance for the Covered Person resuiting
from: :
L a change in benefits provided by this Policy; or
2 a change in the Covered Person's Covered Class
will take effest on the date of such change.

Termization of Insurance Tusurance for the Covered Person will end on the earliest of:
i the data the person is na fongey in an Eligihle Class;
2, the daie&epammenﬁshﬂﬁmendivedﬁyinmyArmedFomWawﬂl
refund any premitim paid for any period of active duty when '‘We receive proof
of active duty. Active duty does not include Reserve or National Guard duty for

trafning; -
3 he end of the period for which the last premiwm is made; or
4, the date coverage under this Policy ends.

"Fermination does not affect  claim fior a Covered Injury das o & Covered Accident that

oceurs before the termination date. However, in no instance will benefits extend beyond

the earlier of: '

1. the end of the Benefit Period; of

2. the date benefits squal to any appliceble Benafit Limit, as shown in the Schedule
of Benefits, have hean paid,

BAOLII000 - 6
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CONDITIONS OF COVERAGE
provided hy this Poliey become payable, Any

This Section describes the Conditions of Coverage under which benefits
Coverage may apply, Please vead these and

benefits are payable only once, even though more than ene Condition of
tha Common Exclusions sections i order to understand all of the terms, conditions and lizitations of coverage.

BA-01-2000.00

SPORTS COVERAGE
We will pay benefits provided by this Policy, subject & all applicable conditions and exclusions, when the Coveted Person
suffers a Covered Injury resulting directly and independeatly of 21l other causes from a Covered Apcident that ocours vwitile
he is participating i one of the following Sports Covered Activities:

1 ragularly-schaduled practice or training;

2. regularly-scheduled competition or exhibition game;

3 a schednled tryout, workeut session or {ean meeting;

4, a Supervised and Sponsored Sporfs Activity; or

5 Covered Sports Travel,

Covered Sports Travel includes travel, only witfin the United States and only directly and without interraption:
1 between home and the premdses of the Sports Organization;
2 between home and another mesfing place designated by the Sports Qrganization;
3 betwean home and another site designated by the Sports Organization, where a Supervised and Sponsored
Sports Activity is scheduled;
4. between the premises of the Sports Organizetion or other meeting place it designates, and another sits
where a Supervised and Sponsored Sports Activity is scheduled. '

Definitions
For purposes of this coverage:
Sports Organization means a School, collego or wniversily, team, league or other organization, ag named in the

Schedule of Benefirs, that organizes, sponsols, supervises, schedules or otherwise provides Sports Covered
Activities. The Sports Organization is the Policyholdar.

Supervised and Sponsored Sports Activity maans a Covered Activity that;

1 takes place; .
2 on 1 Sports Organization's premises during scheduled houes;
b. at amother site at wihich the Covered Activity is scheduled; and

2 is sponscred, oxganized or otherwise provided by the Sports Organization; and

3. is supervised by & coach, referee, or by another adult specifically assigned supetvisory duties and authority
for that Covered Activity by the Sports Organization. .

Sapervised and Sponsored Sports Activity does not incinds participating i any activity, ineluding tryuuts,
pracfice ox any competitions or games for any sports activity, that is vot specifically shown on the Schedule of
Benefits. .

Covered Sports Travel means transpertation on a comuon carrier, Policyholder provigied bus of van, or Frivate
Passenger Automobile driven by an adult with 2 valid drivers' license. It will also include travel by foot or non-
motorized bicycle between ths Covered Person's home and a Supervised and Spomsared Sports Activity.

Exclusions

1. This coverage will pot be in effect during any sports activity unless it is sponsared, organized, supervised,
schaduled gr otherwise provided by the Sperts Organization named in the Schedule of Benefits.

2. This coverage will not be in effoct during travel to any Covered Activily that takes place outside the United
Statas, unless We have agreed in advanes to provide it. .

3. "This coverage will not be in offect during the Caversd Person’s Personat Deviation.

Other exclusions that apply to this coverage are in the Common Exclusions Section.
BA-01-2018.00 ' ' K-12 8PTS ONLY
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*

GENERAL DEFINITIONS

Please note that certain words used in this Policy have specific meanings. The words defined below znd capitalized within
the text of this Poliey have the moamings set forth below.

Aireraft A vehicle which: : .
1 has a valid certificate of airworthiness; and
2 isbeingﬂownbyapﬂotwiﬂlavaﬁdlicensewopemtalheAircraft.

Covered Accident A sudden, unforeseeable, extzrnal event that results, direcily and independently of all other causes,
in & Covered Injury or Covered Y.oss and mees all of the following conditions:
1. occurs while fhe Covered Person i insured under this Policy;
p occuts under one of the Conditions of Coverage specified in the Schedule of Benefiss;
3 is not contributed to by disease, Sickness, or mental or bodily infirmity;
4, is not otherwise exchuded under the terms of this Policy.

Covered Activity Any activity that is shown in the Schedule of Benefits and:
1, takes place under one of the Conditlons af Coverage specifisd in the Schedule of

Benefits; and
2 is sponsored, organized, scheduled or otherwise provided by the Policyholder,

Covered Injary Any bodily harm that zesults, directly and independently of all other causes, from a Covered
Accident. A Covered Injury does not inclade aggravation of an injury sustained before the
Corvered Accident

Covered Person An Eligible Peson, as defined in the Schedule of Bengfits, for whom required premium has been
paid when dus and for whom coverage under this Policy remains in force.

He, Bis, Him Refers to any individusl, male or female.

Hospital An institution that meets all of the following:
1

it is primaxily and contlnuously engaged in providing medical care and treatment to sick
and injured persons;
it is managed ander the suparyision of 2 staff of medical doctars;

2-: it is licensed as 2 Hospital pursuant to applicable law;

3.

d, it provides 24-hour Atirsing services by of inder the supervision of & graduate registered
5

norse (RNL);
it has medical, diagnostic and treatment faclities, with major surgical facilities on ite
g:lennsm, né:ravaulab' le on a prearranged basis, or it is a rehabilitation facility 28 deseribed
oW, @
6. it charpes for its sexvices, '

'.'.‘h_z term Hospital includes a facility primarily of a rehabilitative nature, if it is accredited by the
Joint (‘Jon?mismn on the Accreditation of Hospitals, the American Osteopathie Association or the
Conmmission on the Accreditation of Rehabilitative Facitities, and it provides ichabilitation -
gpecifically for treatment of physical dissbility. .

The term Hospital does not include a clinic, facility, or mnit of a Hospital for:

1 convalescent, costodial, educational or nursing care;

2. the aged, drug addicts or slooholics;

3 a Veteran's Administration Hospital or Pederal Government Hospitals wiless the Covared

Person incurs an expense,
Hospital Stay A confinement in 2 Hospital, ordered by a Physician, over ane or wore nights when room and
board and general nusing core are provided at a per diom charge made by the Hospital. The
Hospital Stay must result directly and independeatly of a)l other causes from a Covered Accident.
Nurse A Hicensed graduate registered nurse (RN or 2 licensed pmctical nurse (L.P N.) wha is not:
1 the Covered P&_I.:SOII; )

BADLI20010 : 8
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Personal Deviation

Physician

Paﬁcyholﬂer

Private Pascenger
Automobile

School

Sickmess
We, Us, Our

BA-01-1200.10
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2, a patent, sibling, spovse or ¢fiild of either the Covered Person or the Covered Person’s
spouse;

3. . apersonliving in the Covered Person's hovsehold; or

4. a person employed or retsined by the Policyholder.

An activity which: .

i is neither reasonably related to or incidental fo the pucpose of travel for which coverage is

provided by this Poficy; and
2 the Covered Person petforms before, duzing o after covered travel.

Whea coversge is provided during a Personal Devistion, fhe time period coversd is shown in the
Conditions of Coverage section of the Schedule of Bengfits.

"A licensed health care provider practicag within the scope of his linense and zeadering caro and

treatment to the Covered Person that is appropriate for the condition and locality, and who is not:

1. the Covered Person;

2. aparent, sibling, sponse or child of either the Covered Person or the Covered Person’s
Spouse;

3. a person living in the Covered Ferson's household;

4. a person employed or retained by the Policyholder; ox

a person providing homeopathic, aroma-therspentic, o herbal therapeutis services.

LY.
H

The entity, named on this Policy’s face page, to which We Issus this Policy.

* A validly registered, four wheel privato passenger car, including Policyholdes-owned cars,

campers, motor homes, stafion wagons, sport utility vehicles, pick-up trucks and van-typs carms
fht are not Heensed commercially or being used for commercial purposes. Any vehicle being
used as a taxieah, bus, or ofher public conveysncs will not be consideced 2 Private Fassanger
Automobile, :

The participating School where the Covered Persan is enrolled oF employed. The School must be

licensad or accredited, as applicable, by the juriediction where it is located, to provide the care,
education or trimng for which the Covered Person is envolled,

A physical or xaental illngss, imeluding pregnancy.
Life Insurance Cospany of North America.
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Please note that certain words used in the Expense-Frcurred Medical Benefits sections of this Polity have specific meanings.
These words defined below and capitalized within the Expense-Incurred Medical [Benefits section of this Policy have the

memings set forth belovy.

Benefit Percentage The percentage of Covered Expeases We pay that are Ineurred by the Covered Person efier he
satisfies sny applicable Deduetible. Benefit Parcentages are shown in the Schedule of Benefits,

Benefit Period A.periad, shown in the Schadule of Benefits and comunencing with {he date of a Covered Accident,
during which Benefits are payable.

Covered Expendes The Usual and Customary charges for services or suppliss listed in the Schedule of Benefits, snd
described in the Expense Incurred Medical Benafis section, that the Covered Person Incurs for
treatment of a Covered Injury, A Fhysician must recommend and approve these seyvices ot
supplies,

Daily Living Services  Cooking, feeding, bathing, dressing and personal hygiene services performed by = Home Health
Alde which are necessary to the care and health of the Covered Person.

Deductible The amount of Covered Brpenses that eack Covered Person must Incar before benefits are paid
umder this Policy.

Extended Care Facility An institution, operating pursuant 1o applicable Law and engaged in providing, for a fee, in-patient
gkilied nursing care and related services and physical thezapy services nnder the supexvision of 2
Physicien and registered Nurses. AxBxtended Care Facility must mafntain medical records on all
of its patlents,
‘Treatment rendered in an Extended Care Facility does not include soutine custodial care.

Health Care Plan Any arrangement, whether individually prrchased or incident to eployment or membership iu
association or other group, wiich provides benefits or services for health care, dental care,
disability henefits or Tepatriation of remains. A Health Care Plan inclndes group, blanket,

framekhise, family or indivigual:

1 insutance policies;

2 stibscriber eontracts;

3. uninsured agresments or arangemsnts;

4, goverags provided through Health Mafntenance Organizations, Preferred Fravides

Orgagizations nod other prepaynicnt, group practice and individual practice plans;

medical benefits provided undar automobile "Emli” and "no-fault” - type contracts;

medical benefits provided by any governmental plan or coverage or other benefit law,

exceph :

i a state-sponsared Medicaid plan; or

b. a plan or law providing benefits only in excess of amy private ox nop-
governienal plan;

7. other valid and collectiblo medicat or health care benefits or services.

ot

Health Mabntevance  Any organized system of health cars that provides health maintenance and treatment services for
Orgauization (HMO) fixed sum of mopey agrecd and paid in advance to the provider of service.

Home Health Care An agency that:

Agency 1. is constituted, licensed and operated imder the provision of Title XVII of the Pederal
Social Secwity A, or qualified to be s0 operated if application was made, and certified
by the jurisdiction in which the Home Bealth Care plan is established; and

2 is engaged primarily in providing Extended Care Facility services and other therapeatic
sa:?imin the Covered Person’s home umder the supervision of a Physician or a Nurse;
m

3 mafnteing clinicsl records on all patients. .

BA(1-1201.00 : 10
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Home Health Aide A person who:
L provides care of a medical or therapeutic nature, or who provides Daily Living Services;

gnd
2. reports to and ix ymder the direct supetvision of a Home Heelth Car Agency.

Home Healtk Care Nursing care and treatinent and Dailly Living Services provided to the Covered Person in his home

15 part of an overzll extended treatmont plan. To qualify for Home Health Care Benefits:

1 the Home Health Careplanmustbembhshed andapprovad in 'writing by the Covered
Person's atiending Physiczan, including cestification in writing by the attending Physiclan
that confinement in a Hospital or Extended Care Facility would be requited in the
absepce of Homs Health Care; and

2. mursing oare and breatment must be provided by 2 Hospital cestified to provide Home
Health Care services of by a certified Home Health Care Agency; and

3. Dadly Living Services must be approved in writing by the attending Physician or by the
provider of the aursing cars services.

Homs Health Care may, at Our discretion, fclude nursing care and treatment provided by the
Covared Person’s Irmediate Family Members or other persons who reside with ths Covered
Person. Immediate Pamily Members mean the mother, father, sister, brother, husband, wife or

children of the Covered Person.

Tncurred or Incurs A Covered Expense for treatment, service or purchase of supplies will be deeined Incuured on the
dats the treatment or service is readered or the purchase is mads.

Motor Vehicle Any validly registered four-wheeled private passsnger car, station wagor, sport utility vehicle,
- pick-up truck, van, easuper, motorhome or bus for which the Covered Person, if driving, holds 2
valid operator’s licenss.
Nom-Preferred Provider Any Hospital, Physician, or other provider of health care services which is not a member of an
HMO or PPO plan.

Prefecyed Provider  * An organization offering health care services through designated health cate providers who agree
Organization (PPO) to parform these services at rates lower tham Nop-Freferred Providers,

Rehabilitztion Facilify A legally operating Institution or part of an ingtitution which has a transfer apreament with one or
more Hospx(a]s and which:
1 is primarily engaged in providing comprehensive multi-disciplinary physical
rehabilitative services or rehabilitation inpatisnt care; and
2. iz duly Heenasd by the appropriate government agency fo provide such services, and
3 is required to be acaradited by the Joint Commission on Accreditation of Heslth Care
Organizations or the Coramission on Accreditation of Rehabilitation Pacilities,

A Rehabilitation Racility does not incInde institutions which provide only minitiiel care, custodial
:;ghoc;ﬂr the terminally ill, part-time care, or servives or facilities for drug abuse or

Usizal and Cnstumary The normal charge, in the sbsence of insurance, made by the provider of a necessary sapply or

Charge service, but niot more than the prevailing charge in the area:
1 for a like service by a provider with similar training or experience; or
2 for a supply that is identieal or substantially equivalent.

Where app:opmte, We will deteqmine the Usual and Customzry Charge based on 2 sefative value
schedule appropriate to the area and typs of service provided. The final determination of 2 Usual
and Customary Charge rests solely with Us, .

BA-01-1201.00 ) 11
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DESCRIPTION OF EXPENSE-INCURRED MEDICAL BENEFITS

This Description of Expense-Incurred Medicel Benefite Section describes the Seope of Coverage for which Medical
Benefits are payable, and the Rxpense-Incurred Medical Benafits provided by this Policy, Any applicable benefi¢
pexcentages, benefit deductibles, henefit periods, benefit Imits and maximums, and the Policy Aggregate Maximnm
are shown In the Schedule of Benefits. Any applicable Non-Duplication of Beuefits provision that applies to Jaxpense-
Incurred Medical Benefits is shown in the Limitotions Section. Flease read these and the Common Exclusions Section
#u order to undexrstand all of the terms, conditions wod limitations applicable fo these benefits,

BA-01-2400.00
SCOPE OF COVERAGE APPLICABLE TO EXPENSE-INCURRED MEDICAL BENEFITS

Covered Expsases and any applicable Deductibles are showa in the Schedzle of Benfiss.

Other Health Care Plan When another Health Care Plan provides banefits in the form of sarvices rather than cagh
Benefits payments, We will consider the reasonable cash velue of such service in detenmiving

: whether any Deduotible has been safisfied, or any zmotnt by which any benefit provided
Dy this Policy will be reduced,

Full Excess Medicsd Expense  We will pay Covered Expensea:
1 aftes the Covered Person satisfies any Deductible; and
2 only when they are in excess of amounts payabls by any Other Health Care Plan

whether or not claitn has been made for benefits it provides.

We will pay benefits without regard to auy Cootdination of Benefits provision in such
Health Care Flan.

Any Coversd Expenses payable nnder this provision will be reduced by the Other Health

Care Flan Reduction Percentage shown in Schedule of Benafirs if. :

1. the Covered Person has coverage under angther Health Care Plan; and

2 tive Other Health Care Plan is an EMO, PPO or similar arenpement; and

3 the Covered Person does not use the facilities or services of the HMQ, PPQ or
similar arrangement.

Cavered Expenses payable will not be reduced for emergency treatment within 24 honrs

after a Covered Accident which ocencrnd ontside the geopraphio service area of the

HMOQ, PPQ or similar srrangsmeant.

BA-01-2401.00

ACCIDENT MEDICAL EXPENSE BENEFIIS

We will pay the beasfits shown in the Schedule of Benefits for Covered Expenses fncurred by the Covered Persan, subject to
a1l applicabls conditions and exclusions, for treatment of 2 Covered Injury that resolted directly and independently of all
other causes from 2 Covered Accident. . '

Benefits will be paid: :
L when Covered Expenses Incurred cxeeed any applicable Deductible within the number of days fom the date of the
Covered Accident specified in the Schedule of Benefits; and

asl_o.ugasthe.ﬁrs: expense has been Incurred within the aumber of days specified in the Schedule of Beasfits; and
vatil any applicable Beaefit Period shown in the Schedule of Bensfits has expired; and

until the tota] of Covered Bepenses paid equals any applicable Benefit Limit or Maximum Benefit shown in the
Schedule of Benefits; and '

mtil Bepefits paid equal the Maximnm for Accident Medical Expense Benefite shown in the Schedule of Bengfits.

o oapp
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Any deductible and co-insurance will not apply to Covered Bxpenses Incurred for treatment of icjury a Covered Person
sostzined in a violent crime, when We are provided with viritten notification of his crime victim status by the Office of the

Flotida Attarney General, Division of Victim Services.

COVERED EXPENSES:

Tn-Paticat Hozpital Services Reom and Beard Expences — We will pay for: )
' 1. confinement in &n intensive care unit, up to the maximun daily benefil shown

in the Schedule of Benefits for each day of such confinement;
2, any other confinement, up 1o the maziraum daily benefit shown in the Schedule
of Benefits fot each day of the Hospital Stay.

Miscellaneous Expenses— We will pay the Miscellancous Expenses charged by a
Hospital or atnbulatory surgical center for eutpatient surgesy. Miscellaneous
Bxpenses include, bitt are not limited to, X-ray, laboratory, In-hospital
physiotherapy, avrse services, orthopedic appliances, pre-admission tests, and all
necessary charges other than roorm and bourd, for services teceived duting a Hospital

Stay. .

Ambulatory Medical Center We will pay Covered Expenses Incured for medical or surgical treatment provided
in a Heensed facility providing ambulatory sargical or medical treatment that is nof a
) Hospital or Physician’s office.

Emergency Room Treatment We will pay Cavered Bxpenses Jncmred for ontpatient emerpgency room treatment
: periounedinaHoa:itaLuptntheMaximmBmﬁtshnvminﬁmS:hdMeof
Bencfits, When cmexgency room treatenant is immediately followed by admission to
2 Hospltal, such treatwsent will be 2 Hospital Cavered Expense.

Physician Services We will pay Covered Expenses Incurred for Physician Servioss listed below
Surgery -~ :
1.  Covered Bxpenses chatged for performing a surgical procedare, Two or xore

surgical procedures through the same incition will be considered as one
procedure. However, We will pay up to 150% of the benefit fora surgical
procedure when more than gne surgical procedure throngh different operating
fields iz performed during the same surgical session.

2. Covered Expenses charged by an assistant surgeon 2ssisting a Physician
peciorming & surgical procedure.

3, Covesed Expenses charged for treatment of fractured and dislocated bones,
opsrations that involve cutting or incision and/or suturing of wounds or any
other sixgical procedure, including aftereare, which is given in the outpatient
department of & Hospital or an ambulatery sargical center.

4, mnbms, splints or other devices required after surgery to easure proper

13 :

Tise of Phyzician’s Surglea) Facilities — Covered Bxpenses cuarged for the usa of the
Physician's surgical faciities.

Second Opinion or Consnltation — Covered Expenses churged by a Physician for a
second surgical opinion, or consultation. '

Physiciia's Assistant — Covered Expenses charged by a Physician’s Assistant for
other than pre- or post-operative care, secand opimon or consultation:

1. for in-Hospital visits; and
2. for offies visits,

Anesthesia and its Administration — Covered Expenses charged by a Physician for
anegthesin and its adminictration

RA-01-2402.10 13
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Tu-Hospital or Office Visits — Covered Expsnses charged by a Fhysician for other
than pre- or post-oparative care, second opinion or consnltation:

1. forin-Hospital visits; and

2. foroffice visits.

Out-Patient X-Ray, CT Sean, MRT We will pay Covered Expenses Tncarred for X-ray, except dental X-rags, CT Scans,
MRIs.

Oul-Paticot Physiotherapy We will pay Covered Expenses Incurred for oub-patient Physigtherapy.
: Physiotherapy means: (a) acupuncture; (b) microthermys (c) chiropractic adjustment;
() menipulation; (¢) dathermy; () massage thecapy; (&) heat treatment; and ()
ultrasonic trégtment. ‘

Ambulance Services We will pay Covered Expenses Incarred for ground ambnlance servics to fransport
theCwmdPusonﬁamthcplmwhemtbecmmdAmidmnocamcdb the
nearest medically appropriate facility, We will pay Covered Expenses Incurred for
pround embulance transportation from the nearest medical facility to another
appropriate medical facility, if a Physician specifiss in writing that specialized care
not available in the first facility to whick the Covered Person wes teansported is
necessary (o treat his Covered Injury. ‘

Medical Equigment We will pay Covered Expenses Incurred for rental or, if less, purchase
Rental of:
1. awheslchair or hospital bed; or ’
2. other medical equipment that has permanent of temporary therapoutic value for
the Covercd Person ané that can enly be used by the Covered Person. Permanent
o temporary therapeutic valuc is solely determined by Us. Examples of items
that are not covered inglude, but are not limited to: computers, motor vehicles and
modifications thereof, ramps and {pstallation costs.

Medical Sexvices and Supplies We will pay Covered Expenses Incurred for:
1. blood and blood transfusions, inclnding pracessing and aduuinistration; and
2. cost and administcation of oxygen and ofher grses.

We do not pay for storags of blood for any teeson.

Dental Services We will pay Covered Bxpenses Incurred for dental treatment, mcluding X-rays, for

fojury (o a tooth:

1.  withno fillings or cavities or only fllings or cavities that do not undermine the
footh cusps; and

2. forwhich pulpal tissues are healthy and intact; and

3, for whick perfodontal tissus shows little or no signs of active or chronic
inflammation, For insurance review purposes, each tooth unit is evaluated under
these critaria rather than a blacket vating of the whole month.

Covered Expenses include examinations, x-ray-'s, restorative treatment, endodontics,
oral surgery, initial braces mqlﬁnedfnxmnmntofacovemdlnjuryandtcamtof
gingivits resulting from trauma. :

Covered Bxpensat must be incureed within the Bencfit Peciod shown iu the Schedule

. of Benafits. If there is more than one vy to treat & dental probiem, We will pay based
on the least expensive procedure if that procsdure meets commonly aceepted
standards of ths American Dentsl Association.

Home Health Care WewﬂlpayComedExpensesImunedfo:cmandmtnentmdmdwﬂze

Covered Person by 2 Home Health Care Agency, for the maximim mumber of visits,
25 shown in the Schedule of Bensfits, for:
1. pert-time nursing care by or supervised by a registered graduate pures;

BA012402.10 _ , : 14 |

CG/8 4 TTYE O TYIONYNIS ATINIXOW WaiE T 800T 'S0 NYI



2. parbﬁmeHomeHealﬂlAideservioewhichwnsisﬁsofmrhgforthepaﬁeng

3.  physical, spesch and occupational therapies when jndicated in canjunction with
the Covered Person’s discharge placement through a Rehabilitation Facility -
approved by the attending Physician and by Us;

4, nutritional counseling; : o

5. modical social services by a qualified social worker licensed by ﬂmjunsdxcmn
in which services are rendered.

Home Health Care strvicss nrust be preceded by 2 Mininum Fospital Stay and st
begin within the specifiad nurber of consecntive days of outpatient surgery ox
discharge frotn 8 Hospital or Extended Care or Rehabilitation Facility. Thp‘
Minimum Hospitel Stay and the mmber of days of confinernent within which Home
Health Csre must begin are shawm {n the Schedule of Benefils.

JIMITATIONS AND EXCLUDED EXPENSES

Excluded Expenses The following will not be considered Covered Expenses unless coverage s
specifically provided. _

1. Blood, biood plasma, or blood storage, except expenses by a Hospital for
processing or administration of blood.

2. Cosmetic surgery, except for raconstructive surgery needed as the result of a
Covered Injury. -

3. Any elective or routing treatment, surgery, health treatment, ot examination,
including any servict, treatment of supplies that: (&) are deemed by Us to be
expesimental or investigational; md (b) are 0ot recognized and generaily
accepted medical practice in the United States.

4, Examination or prescriptions for initial purchase, vepair, or replacement of
eyeglasses, contact lcnses, or hearing aids.

5. Treatment in amy Veteren’s Administration, Federal, or state facility, naless
theye is a legal obligation o pay.

6. Services or reatment provided by persons wheo do niot normally chasge for

. their services, nnless there is a legal obligation to pay.

7. Rest cures or custodial care. :

2. Repair or replacement of existing dentures, partial dentures, braces or
bridpewark. _

9. Personal services such a3 television and telephone or transportation.

10, Orthopedic appliances used mainly fo protect an Injury se that the Covered
Person can {oke part in interscholastic, intercollsgiate and club sports.

11. Bxpenses payabls by any automobile jusurance policy without regard to fault.

12. Services or treatment provided by ey infirmary operated by the Policyholder.

13. Treatment of injuries that result over a period of time {such a5 blisters, tengis
elbow, ¢16.), nd that are  nommal, foreseeabls result of participation in the
Covered Activity,

14, Treatment or service provided by a private duty muse,

15, Initial or repsir or replacement of existing artificial limbs, eyes and larynx.

16. Treatmant of Hernia of any kind. Hernia means & niptus o protrusion of an
organ or pett throngh connective tissues or through & wall of 2 cavity In which
it is normatly enclosed.

17, Charges for any article of clothing intanded for use more than once.

Other Exclusions and Limitations that apply to this Benefit are in the Comman
Exclysions Section and Limprations Section.

BA-01-2402.10 15
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LIMITATIONS

" Nop-Duplication of Benefits When This  This provision applies if benefits under any other Health Care Plan are
Pelicy and Other Plans Are Excess covered under this Policy, and coverags under this Policy and the other
Plen are excess.

‘We pay a pro ratz share of the total amount of Covered Bxpenses. Jn no
case will the total henefits payable exceed 100% of the Covared Brpenses.

Our pro rata share equals the total of benefits payable undes this Policy
pudltipited by 2 fraction, of which the mumerator is the beaefits We pay and
tha denominator is the wotal of benzfits payeble by all Health Care Plans for
the same Covered Accident '

BA-01-2500,00
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This Description of Indemnity Benefits Section desczibes the Accident Indemmity Benefits provided by this Policy.
Benefit amownts, benefit periods and any applicable agzregate and benefit-specific yaaximams are shown iu the
Schedule of Benefiis. Please vead these and the Common Exclusions sections in order o understand alt of the terms,

conditions and Fmitations applicable fo these Benefits,

BA-01-2200.00
ACCIDENTAL DEATE AND DISMEMBERMENT BENEFIT

We will pay the benefit for any one of the Coversd Losses lsted in the Scheduls of Benefits,
subjoct to afl applicable conditions and exclusions, if the Covated Person suffers a Cover_cd_
Loss resulting directly and independently of all other causes from & Covered Accident within
the applicable time period specified in the Schedule of Benefiis

11 the Covered Person sustains more than one Covered Loss 45 a result of the same Covered
Accident, We will pay the Benefi for the Covered Loss for which the largest benefit is

payable.

If a Coverad Accident causes the Covered Person's death, the total of 2l Benefits We will pay
for Accidental Death and any other Covered Losses will not exceed the largest Benefit
payable for a Covered Loss. '

Defmitions Loss of & Biand or Foot means complets Severance through or shave the wrist or ankle jaint

Covered Losses

Y.oss of Stght means the total, permanent Loss of Sight of one eye. The Loss of Sight mwust
be irrecoverabls by natural, sargical or attificlal means,

- Severance means complete separation and dismemberment of the past from the hody.
Exclusions Exclusions that apply to this benefit are in the Common Exchusions Section.
BA-01-2202.00 '

CRISIS DEATH BENEFIT

We will pay banefits shovwm in the Schedule of Benefits, subject to 21l applicable conditions and exclusions, if the Covered
Person’ death results, directly and indepsndently of all other cavses, from another person’s use of a gum. ot & koife to commait
an act of violence while insurance under this Policy is jn effect. Such an act of viojence must eccur:

L on School premises during Normal School Hours; or

2. curing 2 Covered Activity. '

The Maxtzmum shown in the Schedule of Benefits will bs divided equally among 21l Covered Persons if the benefit paysble
$ar each Covered Person multiplied by the number of benefits payable for any one Covered Accident vrould excaed that

Maximur,
Definition For purposes of this benefit:
Normal Schon] Hours means 2 scheduled period of instruction beginning one half hour befose the
First scheduled period of instruction of the day begins and ending one half hour affer the last
seheduled period of instruction of the day ends. If the Covered Person is serving a detention after
Normal School Hours, the period is extended vatil one half hov afier the end of the period of
Exchisions Benefits will oot be payable ifs -
L the act of violance eccurs while the Covered Person is traveling 10 and from School, or to

) and froma Covered Activity or
2. the act of violencs is commitied by a parent or sibling; ot

17
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3. theCavmdrersonpmdwomblainsagxmoralmi.ﬁedmingthemddentamliskined,
whether or not the Coversd Person is acting i self defense.

Other exclusions that apply to this beaefit are in the Common Exclusians Section.

BA-01-2221.00
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C EXCLUSIONS

In addition to any benefit-specific exclusion, benefits will not be paid for any Covered Injury, Covered Loss or Covered
Bxpense which directly or indircetly, fn whols or in pat, is caused by or results from any of the following unless cOverage 1s
specifically provided for by name in the Benefits or Conditions of Coverage Sectlons:

Ttentionally self-inflicted injury, suitide of any zitempt therest while sane OF Insane;
‘commission or attempt to comumit a felony or an assault;
commission of or active participation in 2 riot or insusrection;
bungee~cord jumping, parachnting, skydiving, parasaling, hang-gliding, smowboarding, skatehoarding, motorcycle
vacing, racing rocket-powered, jet propelled or muclear-powered vehicles;
dectared or undeclated wer o act of war; .
flight in, boaxding or atighting from an Alreraft, exceptas 2 fare-paying passenger on a regulacly schednled
sl 5

airline;
travel in of on any on-foad and off-road motorized vehicle that does not require licensing as a motor vehicle;
participation in any motorized race or contest of spesd; )
an Aocident if the Covered Person is the operator of 2 motor vehicle and does not possess 4 valid motor vehicle
operator's lioanse, mless: (a) the Covered Person holds a valid leatners pormit and (b) the Covered Pezson is
receiving instruction from a Drivet's Fducation Instructor;
10. Sickneass, disease, bodily or mental infinmity, bacterial or viral infection ar medical or sorgical treatment thereof,
except for any bacterial infection resulting from an accidental external cut or wound or zocidents] ingestion of

comtaminated food;
11. releass of nuclear ensegy or radiation, including Sickness or disease resulting from such release;

12. travel or activity outside the United States; _

13, the Covered Person being legally intoxicated as detesmined according to the laws of the jurisdiction in which the
Covered Accident oocurred; ' ,

14, volmmryingwﬁonofanynamﬁc,dmg,poisomg;nsnriumes,unlmpmsmibadortakenmdmthedkecﬁmofa
Physician and taken in accordance with the preseribed dosage;

15, injuries for which benefits are paid under Workers® n law or any similar law;

16,  a cardiovasclar accident or stroke resulting, directly and independently of all other causes, from exextion, as
verified by 2 Physicizn, while the Covered Person participates in 2 Covered Activity;

17 opsratiog any type of vehicle while under the influence of aleohol or any drug, narcofic or othes intoxicant ineludmg
any prescribed drug for which the Covered Person has been provided a written warning against operating 4 vehicle
whils taking it. Under the inffoence of alcohol, for purposes of this exclusion, means intoxicated, as dafined by the
1aw of the stats in which the Covered Accident pocuared.

| BB
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I addition, benefits will not be paid for services or ireatment rendered by any person who is:

1. exployed or retained by the Polioyholdes;

Z Hving in the Covered Person’s household;

3. 4 pareat, sibling, spouse or child of either the Covered Petson or the Covered Person’s Spouse;

4. the Covered Person.

BA-(1-1400.10 ' oo
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CLAIM PROVISJONS

Beneficiary

 Claim Forms
Conditional Claim
Payment
Legal Actions

Notice of Claim

Payment of Claims

BA-01-1500.00

Gl/6 ‘4 TLYE ON

The benefictary is the person or possons the Covered Ferson names or changes on a form executed
by him and satisfastory to Us. This form may be in writing or by any elactmn!cmnsagmbd
upon between Us 2ad the Policyholder. Consent of the beneficiary is not required to affect any

- changes, unless the beneficiery has bean desipnated as an itrevocable beneficiary.

A beneficiary designation or change will become effective on the date the Covered Person
executes it. However, We will not be lisble for any action taken or peyenent made before We

record notice of the change at cur Home Office.

1f mose than ono person is pamed 2s bencficiary, the interests of each will be equal unless the
Covered Persom has specified otherwisa, The share of any benefielary who does not survive the
Covered Person will pass equally to any sucviving beneficiaries unlees otherwiss specified.

I£ (here is no named benefictacy or surviving beneficiary, oriftheCovuadP_ersondicswhile
beneits are payable to hirm, We may make direct payment to the first surviving class of the

following classes of persons:
L Spause;
2. Child or Childran;
3. pm:nbs;

4. siblings;

5 estzte of the Coversd Person.

W send forms for filing proaf of foss when 'We teceive the notice of claim. ¥f claim forms are not
sent within 15 days after We receive notice, the proof requirements will be met by submitting,
within the time fixed in this Policy for filing proof of loss, written proof of the pature and extent of
the logs for which claim is made.

1f the Covered Person incus expenses for Injuries received ina Covered Accident and in Oux
opirion a third party may be lisble, We will pay benefits if
1. the Covered Person first agrees in writing to vefund the Jesser oft
a. the ampunt We actoally paid for such expenscs; and
b. the amount actially réceived ftom the third parly regardless of whether the amount is for
such expenses; and
2, the third party's lisbility is determined and satisfied whether by settlement, judgment,
atbitration or otherwise, Bowevey, if the thisd party's liability is satisfied in an amount less
then the berefits paid wader this Policy, We will pay the differsnce.

No action at law or in equity will be brought to recover benefits under this Pelicy less than 60 days
&ftex satisfactory proof of loss has been famished as required by this Palicy. No such action will
be brought after expiry of the applicable stabate of limitations from tha time proof of loss is
required to be fumished,

‘Whitten notice must be given to Ts or Onr agent within 31 days after & Covered Accident ocours
or the lnas begins o as soon as reasozably possible, but in no case any Jonger than 15 months after
the date of foss. If written notice is not given in that time, the claim will not be invalidated ot
reduced if it is shown that written notice was given as soon as was reasonebly possible. Natice
can be piven at Our home office in Philadelphia, Peansylvania, such other place as We may
designate for the purpose, or to Qug authorized agent. Notics shiould include the Policyholder's
niams and poliey number and the Covered Person’s name #nd address.

All benefits will be paid in United States currency. Beneits £or loss of life will be paysble in

" accordance with the Beneficiary provision and these Claim Frovisions. All other proceads payable

wunder {his Policy, unless otherwise stated, will be payable to the Cavered Petrson or io his estate.
If any payes of benefits is a minor or otherwise legally incompetent, we will pay benefits to the
person designated as his logal puardian oF conservator, ‘
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If the ampunt of any henefit paysble is determined based on benefits payable wnder another Health
Care Plan, We have the right to require the Covered Pesson to provide information sbout that Plan
and bemefits paid or payeble for the same claim before We pay benelits, We may, at Our option,
pay any accident medical benefits directly to 8 health care provider, unless the Covered Person
yaquests in writing when submitting the claim that guch payment will not be made.

T We are to pay benefils to the estate or o a petson who is incapable of giving a valid release, We
may pay $1,000 1o a relative by blood or marringe whom We believe is equitably entifled. Any
payment made by Us in good Eaith prsuant o frls provision will fully dischargs Us fo the exteat
of such payment and release Us from all Hability.

Phbysicai Examination ~ We, at Our own expense, have the right amd opporfunity to examine the Cavered Person when and

and Antopsy asoftenasWemay:easonablyreqaﬁrewhﬂeaclaimispenﬂingandtomkeanaﬂmps?hm"f
death where it is nof forbidden by iaw.
Proof of Loss Wiitten proof of loss satisCactory to Us must be given 1 Us at Out office, within 90 days of the

1oss for which claim is made, I (z) benefits 2re payable as pariodic payments; and {b) each
payment is contingent upon contimsing loss, then proof of loss must be submitted within 90 days
after the termination of each peciod for which We are liable. Tf written notice is not given within
thanime,nodaimuﬂibeinvaudatedorredumdﬂitisshnvmthﬂsudlnuﬁw“sgivmasmn
as reasonebly possible. Inanymc,wﬂttenpmofmustbegivmmtmmthmumyearaﬁerthn
time it {s otherwise required, except if proof is not given solely due to the lack of lagal capacity.

Recovery of T§ beaitfits are ompnid,Wehavetherightﬁumwermeammoverpaidw either of the
Overpayment . folloveing methods,

1 "A request for Inmp sum payment of the overpaid amomt

2. A reduction of sny amorats payable under this Policy.

T there i an overpayment due when the Covered Persom dies, We may recover the overpayment
from the Covered Perscn’s estate.

Thme of Payment Wewiﬂpaybemﬁ!sdmmderihisroﬁcyﬁoranyln,otherthanalossfo:which this Relicy
provides any perjodic payment, immediately upon recaipt of due writien proof of such loss.
Subject to due written proof of loss, s}l accraed benefits for Joss for which this Policy provides
peiiodic payment will be paid monthly urisss otherwise specified in the benefits descriptions and
any balance remaiuing unpaid at the termination of lishility will be paid immediately upon receipt
of proof satisfactory to Us, unless otherwise shown in the Benefifs sections of this Palicy.

BA-01-1500.00 | a1
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ADMINISTRATIVE PROVISIONS

Cancellation

Preminms

Premifon Payment

Premiom Rate Changes

Premimn Audit

BA-01-1600.10

/11
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We or the Policyholdet may cancel this Policy, after the fixst year or Policy Term, a8 of
any Premium Due Date by giving the other party 45 days advance written notice. Any
premium rate goarantee will not affset Cur or the Policyholder’s right to cancel this
Policy.

If & premium is not paid when due, We will cancel this Policy 2t the end of the last perlod
for which premiuta wes paid, Premium Due Dates are shown iz the Schedule of Benefils,

Cancellztion does not affect 2 claim for a Covered Injury when the Covered Accident
occuss before the cancellation date.

Prezdum rates are expressed in, aud premiums are payable in, United $States curtency.
mprenﬁumﬁurlhisl’oﬁcywinbebasedonthemessctforr.hb:thekaw Table, the
plon znd amounts of insurance in effect for Covered Persons and the premium mode
selected, as shown in the Schedule of Benefits. We will provide notifications of
premiuns due or premivm changes, bymaﬂtoﬂlemostcmrmaddressinourﬁles,tothe
Policyholder.

"The total premium paid by the Policybolder is the sum of premiums for all Covered
Persons. The initial premium is due on the Policy Effective Date unless the Policyholder
and We agree to another mode of premhm payment. Premiyms are paid at Our home
office or to Our authorized agent.

If any proxtium is not paid when due, this Policy will be cancelled a8 of the Premium Due
Date of the vapaid premivm.

We may change peeminm raes at the end of any Policy Term with at least 45 days
advance notice wailed to the Jast known address of the Policybolder. We will not
inerease premium rates more frequently thax annuslly, unless one of the events described
helaw oceurs,

We may change the prentium sate during a Policy Tenn if 2ny ons of the following
OCCrs:

1 the tarms of this Polivy change;

2. the number of Covexed Persons of persons eligible for coverage increases or
decreases by more than 10% since the Iater of the Policy Effective Data and the
date of the last reneveal of this Policy; ,

3. achangeinanyfedmlmsmtelaworregulaﬁmismnded,adopmdoram@ded
to the extent it affects Our benefit obligations under this Policy;

4. the ratio of incurred claims to eatmed premiums since the later of the Policy
Effective Date and the Lust renewal date excseds the permissible loss ratia; or

3. the Policyholder fafls to provids sufficient information, as required by Us, to
confirm adequacy of presnitinys aud rates currently being paid.

Any increase or decrease in rate will take effect on the dete of the applicable change
specified above. A pro rata adjustment will apply from the date of the change o the end
of any period Sor which premium has been paid. '

We will have the right to zudit books and records of the Policyholder at its place of

business md dwring its regularty-scheduled business hours, in oxder to determine the
aconracy of preminms paid.
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GENERAL PROVISIONS

Addition of New Bligible
Individuals

Aggipnment
Ceriificates

Clexicat Error

Conformity with Statutes

Entire Contract

Examination of the Policy

Incontestability

Miuztatermnent of Fact

Noncompliance with Policy
Requirements

Palicy Chauges

Records

BA-01-1700.00

AR

All indtviduals added fo the Classes of Covered Classes in the Schedide of Bengjits ate
eligibls for insurance under this Blanket Policy.

The rights and benefits tder this Policy may not be assigned and any atterupt to astign
will be vaid.

This insurance may not be levied on, attached, garnished, or otherwise takep fora
person’s debts wnless contrary to kiw.

Wheze required by Iaw, We will provide  cextificate of insurance for delivery to the
Covered Person. Bach certificate will list the benefits, conditions and Hmits of this
Policy. It will ststé to whom banefite will be paid,

A person’s coverage will not be affected by error o delay in keepiog records of insurance
under this Policy, I such error o delay is found, We will adjust the premivm fairly.

Any provision in this policy that is in conflict with the requirements of any atate or
feleral law that apply to this Policy are automatically changed to satisfy the minimum
requirements of such laws. '

This Policy, inchuding the endorsements, amendments 2nd agy attached papess constitutes
th entize contract of insurance. No changs in this Policy will be valid uatil appraved by
ane of Our executive officers and endorsed on or attached to fhis Policy. No agent has
anthority to change this Policy or to waive any of its provisions.

If am emrollment form of sy Covered Person is required, it may also be made 2 part of
this Policy at Cixr option.

This Policy will be availabls for inspection at the Policyholders office during rogular
business hows.

Of This Policy or Participation Under This Policy

All statements taade by the Policybolder to obtain this Policy are considered
representations and not wartamties. No statement will be used to deny or reduce benefils
ot be used as & defense to s claim, or to deny the validity of this Policy or of participation
undes this Policy nnless a copy of the instrument containinp the statement is, or has been,
fmished to the Policyholder.

After two years from the Policy Effective Date, no such statement will cause this Policy
to be contested except for fraud.

if the Policyholdar has misstated any fact, all amounts payable under thig Policy will be
such as the premiim paid would have purchased had such fact been comectly stated,

Any express or implied waiver by Us of any requirements of this Policy is not a
coptinuing waiver of such requirements. Any failure by Us to enforce any policy
provision will not be a waiver or amendment of that provision.

No change in this Palicy will be valid until approved by one of Our executive officers
and endorsed on or attached to this Policy. 'We may agree with the Policyholder to
modify a plan of benefits without the Covered Person’s consent.

‘The Polioyholder or its authorized Administrator will maintain the reoozds of the Covered
Person’s insurance ender this Policy. We will be permitted to examine the Polfoyholder’s

records relating to the insurance under this Policy at any reasonsble time. The
Policyholder is acting as an agent of the Covered Person for teansactions relzting to this

23
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insurance. The actions of the Policyholder will not be considersd fhe actions of the
Tnsurance Company.

Reporting Requirements “The Policyholder ot jts authorized agent sst report all of the following t0 Us by the
premium due date:
L fhe names of all persons insured on the Policy Effactive Dats;
2. the names of 211 pereons who areinsuredaftermePol_icyEﬂacnveDm;
i the names of those persons whoss insurance hes texminated;
4. edditions] infarmation required by Us.

We, at Qur sale diseretion, may waive reporting of any mformation specified above.

Workers’ Compensation This Policy s not in place of and does not affect any xequirements Sor coverage imder
Insurance any Workers® Compensation law.
&
BA-01-1700.00 24
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Important Privacy Notice — Please Read

”Mcg.;gqggimuwmﬁoﬁACKnmLummmqhn&wmmmuwnmeywuﬂmrwmnnmmhoomwtmp&mtohﬁgumtmﬁmngf

- nr oo girotected information secure and:confidential. This potice explains cur privacy practivet and i should answer questions

.2 .. sk how we protect persanal-information. We.vll continie to safiguard the privacy: of the infornation provided o us.

.. & + Thenk yon for-giving us the gpportusity to serve yo {If you sre 2a Bxmployet of Group Sponsor, pilease.make this
*t jnforniation available for review by your employess or mermbers ag appropriate.) .

mmmywmmmmmwm@mmmmydmﬂmmm .
CIGNA, Life Tosumace Company of Now York, Lifs and Disbility products voderwritten by Connecticut General Life
Mmmmy,wmmhwﬁmwwwofmmmﬁw&dm

) MﬂmmkW%thmﬁmeMMMam”mpﬁmipﬂ
underwiiter. Information s the key to oux-ability © provide you with world class service. Regardiess of whether you ars 4
customr,appliwir,m:ed,ufdpm-m“mmmiﬁndmgmcﬁngmdmh@ﬁqgﬁ@pdmyofﬁwh&rmﬁm
in ourpossession. . . . ;

-MONANDHBEOFMRMATION« : : . C.

We may collogt protected Informatiod about our customers in connertion with waderwriting an applicafion for insumnce,
investigating 3 claim for benefits, aud in developiog financial plane. This information will be used by suthorized company
-Wsmﬁmdyh&wepmaﬂimyMWMMmﬁrmﬁsﬁmlmdwﬂp@m. Proteeted
-MMWWM,MWEMMWMMMmWIWM
jnfortiation and medical inforraation. Untlese pemmiticd by law, we will only coliett information from sources other than our

PISCLOSURE OF INFORMATION _ _

We do not disclose any protected information sbout our customers or former customers $o ayone except as pennitied by Law,

We da ot sell. costomer lists or offier protocted information. ‘With somn exceptions, we will not disclose protected mformation

wifhout wiition sathorization. There ¢ crcumstancss when we will disclose protected information relsied o modical

. MMWathWWﬁMMMWmWWMaMMWMMIuudzzw:iﬁngor

.« claioh Fpanagement, 18 peanitied by law. We will also disclose protected information to third patics without sutharization as
oquired by law, such 25 in the case of subpoenzs aud mandated governments] disclocures.

OUR INFO! :
We Lavo jutemal policies to maintain the privacy of our ustomess* protected information. These inchide but are not limited to
policies related to the transmission, storage end disposal of paper and cketroric infonmation; the prevention of unsuthorized
mﬂ&mgghmﬁﬁﬁm@w%mmmmm;mmhgmmﬁqgmqm& .

There it 1o need. to respond to this wotice. Be assured that our policies and procedures axe it no way changed or afected by this
notice, We noay chngs thess policies, standards and procedures at any time, ¥ thens are material chamgss, wo will notify our
customens of the changes by mail, ’

. . T*CIGNA" s 2 registersd trmdemark licenged for the use of insurance pompany subsidisties of CIGNA Corporation. ANl producty end
mﬁqnmpmﬁdedbymmmmmmmdmﬂnwpommdi As usod herein, “CIGNAY rajers to thege .
.., . subsidiarics, whjeh inohuds the, Life.Insumnce Company of Nocth Ameica, CIGNA, Life Insurance Compeay of New York and

] Connceticut General Lifs Insuranee Company. .

LM-615961a . A . D e
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Life Insurance Company of North America
APPLICATION FOR BLANKET INSURANCE

Applicant/Policyholder (Full Legal Name)
Address 1500 Biscayne Blvd

City Miami ; State
Fhope Number _ - FAX Number

EL ZipCodo33132

' REQUESTED INSURANCE REQUESTED EFRECTIVE DATE

POLICY NUMEER: BABG(9G24-048 . Auppst 1, 2005
COVERAGE: Blanket Accident _
UNDERWRITING COMPANY: Life Inswrance Company of North America

The Applicant agrees to the foliowing texms,
1 The Applicant will promptly fumish any records or other information neoessary to jnsire the proper administration of the

insarance plans b the Underwriting Company. The Applicant further agrees to allow the Underwriting Corpany ot its
Admrinistrator to examine all records thet pertain to the insurence plans.

2. The consideration for the requested insurance is the Underwriting Conipany's acceptance of this application and the Applicant’s
payment of the required premivm when due. Paymeat of the tequired prenatan after delivery of the policy acts s acceptance of
the terms and conditions of the policy. ‘

The Applicant represonts that the information provided to the Underwriting Company to detenmine the terms of the insurance applied for is
true and corect and forms the basis of the requested insuzance,

IMPORTANT NOTE: Any person who, knowingly aud with iutent t injure, dafraud ot deceive any inswror files a staterent of clain or an
application containing any false, incomplets or misleading information is gnilty of felony of the third degree.

TL-OOTI4IFL . TL
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CIGNA

Important Privacy Notice — Please Read

As a customer of 2 CIGNA company’, we want to assure you that we recoguize our obligetion to keep our customers’
protected information secure and confidential. This notice explains our privacy practices and it should answer questions
ebout how we protect personal information. We will contirue to safepuard the privacy of the information provided to us.
Thank you for giving us the opportunity to serve you. (If you are an Employer or Group Sponsor, please make this
information available for teview by your employees or members a5 appropriste.)

This notice applies to insurance products dnderwritten, or adginistered by, the Life Insurance Company of North America and
CIGNA Life Insurance Company of New Yok, Life and Disability products underwritten by Connecticut Genernl Life
Insurance Compeny, insurance products underwritten by Insurance Company of North America administered by the CIGNA
companies; and group variable universal life products for which CIGNA Financial Services, Inc. acts as the principal
underwriter. Foformation is the key to our ability o provide you with world class service, Regerdless of whether you are a
customer, applicant, insured, or former insured, we are committed to protecting and maintaining the privacy of any information
i o1 possession.

COLLECTION AND USE OF INFORMATION

We may collect protected information about our customers in commection with underwriting an application for insurance,
investigating @ claim for benefits, snd in developing financial plans. This information will be used by authorized company
personne] solely for these purposes, and i may be integrated into our databases for statistical and audit purposes. Proteied
informetion means any non-public, personally identifiable information mcluding financial information, employment related
information and medical information. Unless permitied by law, we will only coliect information from sources other than our
customers with written authorization.

DISCLOSURE OF INFORMATION :
We do not discloss any protectsd information about our customers or fogmer customers fo anyone axcept as permiited by law.

We do not sell customer lists or ofber protested information. With some exceptions, we will not disclose protected information
without written authorization. There #re circumstences whea we will disclose protected information related to medical
underaniting of & claim investigation without authorization 1o third parties or affiliates ascisting us with medical wnderwriting or
claim management, a5 permitted by law, We will also disclose protected information to third parties without awthorization as
required by law, such a3 in the case of subpoenas and mandated govermmental disclosures,

OUR TION o
We have internal policies to maintein the privacy of owr customers® protected information. These include bt are not Limited to
policies related to the transmission, stosags and disposal of paper and electronic taformation; the prevention of wsuthorized
socess and damage to systems, including damags due to environments hazards; and essigning god terminating vser [Ds,

. 'Thers i5 no need to respond to this notice. Beasmdﬂxatowpoﬁciesandprmdmminnowayohangadoraffemdby-this
notice. We may change these policiss, standards and procedures at any time. [£ thers are material changes, we Wil notify our

customers of the changes by mail

L (CTGNA™ is & registered trademark licensed for the nse of insurance company subsidiaries of CIGNA Corporation. All produets and
sarvices are provided by insurance company subsidiaries and not the corporation itself. As used berein, “CIGNA™ refers to these
subsidiaries, which include the Life Insurance Company of North Americs, CIGNA Life Insurance Company of New. York and
Commeetfout General Life Insurance Conapany, . .
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Important Privacy Notice — Please Read

As a customer of a CIGNA. company’, We want to assure you that we recognize our obligation to keep our customers’
protected information sccure and confidential. ‘This notice eXplains our privacy practices and it shonld answer gueshions
about how we protect personal fnformation. ‘We will continue to safeguand the privacy of the information provided to us.
Thank you for giving us the opporfuniy to sexve you. (If you ate an Employer or Group Sponsor, please make this
saformation available for review by your employees or members appropriate.)

This uotice applies to insurance products naderwritten, ar administered by, the Life Insurazce Company of Nosth America sad
CIGNA Life hoswratee Company of New York, Life and Disability products underwritten by Connecticut General Life
Insance Company, insurnce products upderwrittea by Insurance Comppany of North America administered by the CIGNA
gompanies, aud group varizble universal life products for which CIGNA. Pinancial Scrvices, Inc, scts as fhe principal
andecwriter. Tnformation i8 the key to onr ability to provide you with world class service. Regardless of whether you are a
customer, spplicant, insured, or former insured, we are commitied to proteoting and maintaining the privacy of any information

in otar possession.

COLLECEION AND USE OF INFORMATYON

We may collect protected information about our cnstomers in connection with wnderwriting an application for inswrnee,
investigating & claim for benefite, and in developing fnancial plans. This tnformation will be used by zuthorized company
persarmel solely for these purposes, and it may be integrated into our datebases for statistical and audit puIposss, Protected
information means any non-poblic, personally identifiable information including financial information, employment related
informarion and miedical information, Unless permitted by law, we will only collect information from sources other then ovr
customers with wriiten authorization,

CLOS OF INFO TION
We do pot disclose any protested information shout our customers or former customers o anyons excopt 2§ permitted by law.
We do not salf customer lists or other protocted information. With some exceptions, we will not diselose protecied information
withont written authorization, Theme are circumstances when we will disclose protected information related to medical
underwriting or a claim mvestigation without authorization to third perties or affiliates assisting ws with medical underwriting or
claim management, as permited by law. We will also discloss protecied Information to third parties without axthorization as
required by law, such as in the case of subpoenss and mandated goveinmental disclosures,

G RMATION
We have internal policies to maintain the privacy of ovr custoxers” protected information. These includs but are not limited to
policies related to the transmission, storage and disposal of paper and eléctronic information; the prevention of unauthorized
access and daroage o systems, including damage dus to emvironmental hazards; and apsigning and teninating wser IDs.

There is 10,need to respond to this notice. Be assurad that ur policies and procedures acé in no way changed or affected by this
notice, We may change these policies, standards and procedures at any time. If there are material changes, we will notify our
custoroers of the changes by mail,

1 wCIGNA® is 2 registered wademark licensed for the use of insurancs company subsidiaries of CIGNA, Corparatian. All products and
services are provided by insurance company subsidiaries and not the corporation ftself  As used herein, “CIGNA” refers to these
sibsidisries, which includs the Life Jnsnrance Company of North America, CIGNA Life Iosurznce Company of Now York amd
Connecticut Gegerat Life Insorance Company. : ' :

LM-615%61a

8179 4 1LE ON TYIONYNIS ATININON WdvE:T  8OCT 'GT NYI



: ENROLLMENT EORM FOR STUDENT ACCIDENT INSURANCE
Underwritten by: Life Insurance Company of North America

Name of Participating SchooVDistrict Miami Dade Gounty Public Schools ¢/o McKinley Financial

Address County
i State Ap

City
# of Eligibls Students
Total ¢ of Sr. High Schools___ Total # of Jr. High Scheol ___Total# of Hlern Schoole _

Grades Covered: PraK-5%__ Grades 6-8 Grades 8-12
S O RY STUDENT ACCIDENT COVERAGE
(100% PARTICIPATION .- PREMIUN PAID BY THE SCHOOL)

{]Plan 1 [J Plan 2 (] Plan 3 [] Plan 4 Requested Effective date
£ Fult Excess [} Includes Sports Cther Than Feotball

[] 5100 Primary Excess (PA) [ includes All Sports
] Excludes Sports

Maxinum Benefit: 125,000 Benefit Period _
Sehool Time Rate 24 Hour Rate

-—_______-_._.--——u—————-—'m-———-_
INTERSCHOLASTIG SPORTS OR FOOTBALL COVERAGE

[(JPiant C[]PlanB-PA [X Cther Miami Requested Effective date __8/1/06
Full Excess Senior High Football . [ Juniar High Footbalf
1] $100 Primary Excess (PA)  [] Senior High Sporis [ Junior High Sperts

- . (] Band & Cheerieaders

Flat Premium:

Maxitouin BerelE - BASBO0E -
Decuctivle: $2b0 ... . -Beneft Period 2years . - - - - e

Total Premium 864500006 - - S
N N ™ e e g v gy —T—
VOLUNTARY STUDENT ACCIDENT GOVERAGE

[JPlan _ Requested Effective Date
L] Primary [ includes Sports Other Than Foothall

[]$100 Primary Excess (PA) L Inciudes All Sports

L] Full Excess [ Excludas Sports

Maximum Benefit: [C] $250,000-

Schoof Time Rate 24 Hour Rate _

SPEGIAL NOTES:

Noto: On reverse side, list all schools in the schoal district by name, address and

estimates enroliment for each
We heraby wish to enroll in the Life Insurance Compariy of North Amatica Student Accidant
Palicy. Insurance will b in force if this enrcliment farm is accepted by the Company, and the

required premiug lvbythe / pany when dua. -
TN ol Tkt L T2t

" (Must be licensed resident agent where law requires)
Name of Contact Person at Particlpating Scheol .
Tefephone Number N —
Agent Name: "_McKinlay Financial Selvices
Adddress: 545 Narth Andraws Ave
City, State, Zip_Fort Lauderdale, FL 33304

Telephone 54-938-2685

ok

.
" . [
. -ﬁi@?m-m%wmk:f#‘.ﬁ.’r' Vh o . . e

81/9 ‘4 VIV ON COWIONVNIS ATINIYON  WIBEST 8007 ‘T Myr



