POLICEMEN'S/FIREMEN'S ACCIDENT CLAIM NOTICE
PLEASE COMPLETE ALL QUESTIONS BELOW

Cabot Risk Strategies LLC
12 Gill Street, Suite 1600
Woburn, hMA 01801

Phone: (800) 222-5963 Fax: (781) 376-9507
POLICY NUMBER Pouicy PERIOD NANME OF AGENT
906 -3 ’77 9 Cabot Risk Stategies LLC
NAME AND ESS OF POLICY HOLDER:
lown oxborou_qh 40 South St If/oxborouah Ma 02035
NAME AND ADDRESS OF INJURED INS D.0.B. s
DATE OF INJURY SPECIFIED DUTIES AT TIME OF ACCIDENT;

TIME { JPM [ JAM

LOCATION OF ACCIDENTY

WHAT WERE YOUR ACTIVITIES AT THE TIME OF YOUR INJURY :

TOTAL DISABILITY PARTIAL DISABILITY DATE RETURNED TG FULL DUTY
[Jno [JvES FROM  TO [JNo []VES FROM  TO
OTHER OCCUPA TION(if not full tme) DUTIES UNABLE TO FERFORM
PLEASE COMPLETE

NAME AND ADDRESS OF ATTENDING PHYSICIAN:

[ hereby avthorize wy Insurence Compzny, Organization, Employer, Hospiil, Physicion, Surgeon or Pharmacy to release any
m:farmation reguested by Hartford Insurance Group or its representatives, A photlostatic copy of this ecthorization shall be considered us

effective and valid as he eriginal. This release is valid coly as it pertaing 1o the above listed accident. No olher use or dissemination is
wuthorized.

Dated: , 200 Signawre  of  Insured:

To Be Completed by CHIEF OF DEPARTMENT

| hereby cenify that the sbove injuries were susiained in the performance of Police of Fire Deportment Duties, s reponed by officer or
frefighter.

Name or Crganization Siened:

Policy Number: Daie: Titled:

ATTACHED HERETO ARE BILLS FOR HOSPITAL, NURSE, MEDICAL OR
SURGICAL EXPENSECREATED ON

22005 12:32 M




Section It - (Continued) Ciaimant Information
- {f filing & claim far Disapility Senefits: Fully compleiz all ftems in this section and submii to addrass referegnced or page 1.

¢ Nemal Doeupation ; Norma! Occupation Work Hours+ Name of Normal Ocoupation Empiover |
. { H b
. | ; i
i Aadress of Normal Cooupation zmploysr

; Contact Phong Number i Contact Fax Number '
e o
|

Exact duiies unable io periomn - Norma! occupaiion

Zortact Mame for Normal Gooupstion Emplover

s Dale last worked Narmal Occupation mployer Date reumed 1o work - Nomal Occupation Emplover

| T iFulibuty T Light Duiy —_—

Yerificaton of Eamings (Submit Normal Occupation pay stubs for the last 3 montns. Il seli-employed. send copy of your
prior years t@x returm)}

3 _Auandwng Physician's Name . Atiending Physician's Agdress i T

—Attendmg Physician's Phons Number { Atending Physician's Fax Numbar :
Lo Lo ‘
1 Do you hiave disabilily {loss of wages) coverape through? (Check zll that apply)
t

iRegular Occupation Policy  |_IWorker's Gompensation | ! Other

Claimant Certificaiion Signature Required:

. hareby certily the above iniermation to be true and accurats o the best of my knowlsdge. :

i Swnature of Claimant

Daz

Section Il - Fraed Warning Statement - To he signed by Policyhotder and Claimant {Based on State of resioence]

~ur residents of Alaska, Arizona, Arkansas, Colorado, Connecticut, Delawars, D.C,, Florida, Georgiz, Idaho, lliinois, Indiana,
lowa, Kanses, Kentucky, Louisiang, Mainz, Maryland, Massachusetis, Michigan, Minnesola, Mississippl, Missouri, Meniane,
Nebraska, Nevade, New Hampshire, New Jersey, New Mexico, Narih Carolina, North Dakotz, Oniv. Oklahoma, Pennsylvania,
ihode lsland, Scuth Caroling, South Dakota, Tennessee, Texas, Uiah, Washingion, West Virginia and Wisconsin; Any person
who knowingly ang with intent o defraud any insurance company or other person files an application jor insurance or statement
of claim cpntaining any materially jalse information or conceals for the purpase of misleading, information concarning any fact
mazterial thereto commits & frauduient insurance act, which is & crime and subjects such person 1o criminal and civil penaliles

Epor residents of Alabama, Hawaii, Oragen, Vermont, Virginiz, and Wyoming: Any person who knowingly and with intent 1o
defraud any insurance company or other person files an application for insurance or statement of ciaim containing any
materially faise infermation or conceals for the purpoese of misleading, information concemning any factmaterial is subjectio 8
benial and/or raduction insurance benefiis anc may be subject {o any civil penaliies available.

For residents of California, California law requires the following: Any person wno knowingly presents false or fraudulent claim
for the payment of 2 loss is guilty of 8 cnme and may be subject to fines and confinement in siate prison.

Fur resigents of New Yark: Any person who knowingly and with intent to defraud any insurance company or olhar person files
an epplication for insurance or statemant of claim centaining any maisnally false information, or conceals for the purpose of

risleading, information concerning any fact material therete, commits & fraudulent insyrance acl,which is & crime, and shalt
also be subjett 1o a sivil penaity not io exceed five thousand doflars and the staied value of the claim for each such vioiaticn.

| heraby certify the ioregaing stalements made by me on ihis form fo be true to the best of my knowtedge. | am aware that
i apy of the ioregoing siaiements on this form made by me ars wilifully faise, | may be supject to penatlies, whith may
incluage coiminal prosecunion.

Signaturz of Policyholder (Commanding Gfficer) Dae

Signaiurs 0f Slaimant




Seetion IV

Cabot Risk Strategies LLC
12 Gill Street-Suite 1600
Woburn, Ma Q1801
Phone: (800) 222-5963
Fax: (781)376-9907

MEDICAL RECORDS RELEASE

DATE OF INJURY

NATURE OF INJURY

I hereby authorize any hospital, physician or other person who has attended me to furnish to Cabor Risk
Sirategies LLC all information with respect to this itlness or injury and the resulting hospital or medical
records, consullations, freatments or prescriptions. A photostalic copy of this authorization shall be
considered as effective and valid as the original.

NAME (PRINT)

{SIGNATURE) {DATE)

Creaied on 122172005 12:36 PM




