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Play It Safe Concussion Care℠
How to use this binder
This binder contains the forms you need to access the benefits of the Play It Safe program. Below is a brief description of
each form and how to use it appropriately.

Play It Safe Concussion CareSM Important Contact Information: This chart provides the contact information for your
Play It Safe team at Wells Fargo Insurance Services and AIG. Feel free to contact these individuals for assistance whenever
needed.

Prior to the season
Your state law may require that each athlete participating in a school-sponsored athletic activity and his or her parent
receive and sign a concussion and head injury information sheet prior to beginning practice or competition.
Play It SafeSM Parent Information Sheet: The two page sheet should be sent home with athletes. This will answer many
questions that parents may have about the program.

During the season
Play It Safe Concussion CareSM Guidelines: This flowchart is available for posting in an office, gym, training room, or
other location where it may be of use to the coach/trainer. It shows the process in case of concussion injury in a simple
manner and includes important contact information for the team staff.
Referral form: The referral form in this binder contains instructions for scheduling an appointment with a medical
provider after an athlete is suspected of sustaining a concussion.
Claim Form: The claim form included must be completed for each injury. Section A must be filled out and signed by the
appropriate representative of your team in order for claims to be processed and paid. After Section B is completed and
signed by the athlete or parent, the form should be faxed to the number on the form and a copy given to the athlete or
parent.
On‐Field Injury Report: This is a sample form that can be used to collect important information about suspected
concussion injuries. If used, this form should be completed as soon as injury occurs (on the sideline or in the locker room)
by a coach, trainer, or designated team representative and provided to the athlete’s doctor. Alternatively, the Concussion
Recognition and Response smartphone app can be used and emailed to the doctor or parent.
Doctor letter: This is a sample letter that can be provided to the parent to give to the athlete’s treating physician. This
letter informs the physician about the school’s concussion procedures and also provides contact information for the
recommended provider trained in concussion management so that care can be properly coordinated.
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Play It Safe Concussion Care℠
PLAY IT SAFE GUIDELINES*
FOR COVERED ATHLETES
*Please note that this is a brief summary of guidelines. The full policy can be obtained through your organization.

When an athlete is evaluated and appears
to have sustained a concussion

ATC/Staff refers athlete to a medical provider who is trained
in the management of concussion.

Athlete then undergoes an evaluation which includes a post-injury test.*
*Post-injury test must be performed by medical provider, not team staff

The medical provider provides the athlete with an individual follow-up
plan that may include rest, gradual re-exertion, and re-evaluation.

ATC/Staff faxes completed claim form with parent signature to AIG
within 20 calendar days of the date of injury.

Medical expenses incurred by the athlete while under care of the medical
professional are submitted to the athlete's primary health insurance.

Itemized bills and primary insurance explanation of benefits are
submitted to AIG for consideration of payment.
In the absence of other coverage, this coverage will provide benefits subject to
the coverage limits and exclusions.

CONTACTS
AIG Insurance: Phone 800-551-0824 ● Fax 866-893-8577 ● Email: ahclaimssubmissions@AIG.com
Wells Fargo Insurance Play It Safe: 888-857-9504

Our Organization’s Preferred Provider: ______________________________________
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What the program covers
The excess policy covers your co-pays and deductibles for the athlete’s medical care associated with
a concussion. It also covers specific services that
your primary insurance may not, such as:
•
•
•
•
•

Post Injury Neurocognitive testing
Health and behavior intervention
Office visits to medical providers specializing in
concussion management
Magnetic Resonance Imaging (MRI) limited to
spine and neck
Electroencephalogram (EEG) measures brain
activity

The coverage period is within 52 weeks from date
of injury. There are no deductibles to meet or copays owed for the covered services. Maximum
benefit amount is $25,000 per injury.

Services outside the program

Emergency services
Facility services (hospital, surgery centers)
Prescription drugs
Ambulance services
Surgical procedures

It is also important to know that certain services
are NOT covered under this excess policy. These include, but are not limited to:
•
•
•
•
•
Please note that this policy is limited to specific
procedure codes, and each code has a maximum
payable amount. There may be a balance due if the
procedure code is not on the approved list, or if the
procedure exceeds the maximum payable amount.
For full policy details, please see the Master Policy
available from your athletic organization.

Important note
This is only a summary of the terms and conditions
of the Play it Safe Concussion Care program. Payments, if any, depend on the terms and conditions
contained in the master policy. If there are any differences between this summary and the master
policy, the terms and conditions of the policy will
apply.

Questions?
CONTACT THE CLAIMS ADMINISTRATOR:
AIG
A&H Claims Department
P O Box 25987
Shawnee Mission, KS 66225-5987
Toll Free (800) 551-0824
Fax (866) 893-8574

SM

Play it Safe
Concussion Care
Program

Brokered by:
Wells Fargo Insurance Services USA, Inc.
www.wellsfargo.com/concussioncare

Underwritten By:
National Union Fire Insurance Company of Pittsburgh, Pa.,
with its principal place of business in New York, NY

In cases of possible concussions, to help address
the health and safety of youth athletes, your child’s
athletic organization has implemented the Play It
Safe Concussion CareSM program. This innovative
program helps athletic organizations protect injured
youth athletes by covering some of the examination
costs that may not have been otherwise covered.
These procedures help the health care providers
determine if it is safe for the athlete to return to the
classroom and the playing field.

What is Play it Safe?

The Play it Safe Concussion Care program is a secondary, excess insurance policy for your athlete,
that works together with your primary health insurance. Excess means this coverage will be effective
only after any other insurance coverage you have
has been fully applied. All active members of the
team are covered while participating in a regularly
scheduled athletic game or competition, or a practice session for the team.

What happens if my youth athlete sustains a concussion?

When an athlete appears to have sustained a concussion he or she is pulled from
play and evaluated by designated staff. As needed, the athlete is referred for
clinical assessment and specialty care.

Within 1 week, the parent should contact the athletic organization to complete an
accident injury report. Note: Both the parent and the athletic organizations have
sections to complete. Once complete, the form must be faxed to AIG at
(866) 893-8574 within 20 days of the incident.

The parent should obtain a referral form from the athletic organization that includes
the name of the policy holder (the school or league) and the policy number.
This form must be provided to any and all medical providers treating the
athlete for concussion.

When a bill is received from a medical provider’s office, the parent should call
AIG at (800) 551-0824 to confirm that they have been billed by the doctor for
any remaining amounts due.*

AIG will send written notification showing what was covered by the policy and
whether there is a remaining balance due.

The athlete continues with follow-up care until cleared by a qualified medical
professional for safe return to play.

*Because of HIPAA regulations, your child’s athletic organization is limited in their ability to share information
with medical providers regarding injuries. It is the parent’s responsibility to communicate with your insurance
company, AIG, and the medical providers.

Play it Safe Concussion Care

SM

Your athlete may have suffered a concussion and cannot return to play until he or she receives written
clearance from a licensed health care provider trained in the management of concussions (as defined by the
school/organization).
As part of the Play It Safe program, your athlete has secondary concussion insurance. Medical bills should be
submitted to primary insurance for payment and then to the Play It Safe supplemental policy for secondary
consideration. In the absence of any other coverage,the Play it Safe policy will provide primary coverage
benefits. THIS IS A LIMITED PAY PLAN. Please give the provider's office your primary insurance
information and the Play It Safe information below.
If the school/organization has a preferred medical provider, their contact information is:
_______________________________________ Phone: ___________________
(to be filled in by school/organization)

FOR THE MEDICAL PROVIDER
This student/athlete has been suspected of a concussion. For information regarding the excess insurance policy, please see below.
If primary coverage exists, ALL bills must be submitted to the patient’s primary health insurance plan
prior to submission to the excess policy.
If primary coverage does not exist, this policy acts as primary for treatment of concussion injuries.
For information regarding billing, claims, and covered benefits, please call AIG Toll-Free at (800) 551-0824.
Please submit all itemized bills with the related primary Explanation of Benefits to:
AIG
A&H Claims Department
P. O. Box 25987 • Shawnee Mission, KS 66225-5987
Fax (866) 893-8574

Patient Name:
Policy Holder: Lake Elsinore USD
Policy #:

SRG 0009137587B
Plan brokered by Wells Fargo Insurance. For broker questions, please call 888-857-9504.

AIG
Accident/Health Claims Department
P.O. Box 25987
Shawnee Mission, KS 66225-5987
800-551-0824 / fax: 866-893-8574

PROOF OF LOSS
Name of Group Lake Elsinore USD
Policy Number: SRG 0009137587B

PLAY IT SAFE CONCUSSION CARE℠ PROGRAM
BLANKET ACCIDENT CLAIM FILING INSTRUCTIONS
How to File with the Play It Safe Blanket Accident Policy:
When an injury occurs, a claim must be filed with the Play It SafeSM claims administrator for the Blanket Accident policy. In
order for charges to be paid under the Blanket Accident policy by the administrator, the following steps must be followed:
1. The Accident Claim form must be fully completed and signed by claimant and appropriate school/team representative.
Each new injury requires a new form. This should be sent immediately to the claims administrator listed below.
2. File with the Primary Insurance first! If the student/athlete has any other insurance coverage, it must pay its normal
benefit before the Play It SafeSM Blanket Accident policy will pay anything.
3. After any other insurance coverage has paid its normal benefit, in order for balance to be considered under the Blanket
Accident policy by the claims administrator, the following items must be submitted to the Claim Administrator listed below:
a.Itemized bills for services rendered by provider must be submitted. Ask the provider for “the form used to bill
insurance” (aka “1500” or “UB”.) (Statements on Account or balance due bills are not acceptable for payment.)
b.Copies of final determinations made by the student’s primary insurance (Explanation of Benefits - EOBs) must be
submitted, including any denials made by the primary insurance carrier. The EOBs must include any denial message
(not just denial code).

All claims should be mailed to the claims administrator listed below:
AIG
Accident Health Claims Department
P.O. Box 25987
Shawnee Mission, KS 66225-5987
800-551-0824 / fax: 866-893-8574

Caution: Any person who, knowingly and with intent to defraud, or helps to commit a fraud against, any insurance company or other
person: (1) files an application for insurance or statement of claim containing any materially false information; or (2) conceals for the
purpose of misleading, information concerning any material fact thereto, commits or may be committing a fraudulent insurance act, which
is a crime and subjects such person to criminal and civil penalties.

AIG
Accident/Health Claims Department
P.O. Box 25987
Shawnee Mission, KS 66225-5987
800-551-0824 / fax: 866-893-8574

PROOF OF LOSS
Name of Group Lake Elsinore USD
Policy Number: SRG 0009137587B

SPECIAL RISK ACCIDENT CLAIM FORM (BSR_EXS)
INSTRUCTIONS:
1.) You must have SECTION A fully completed by a designated official of the Policyholder.
2.) SECTION B is to be completed, signed and dated by the claimant or parent/guardian of claimant, if claimant is a minor.
3.) Attach itemized bills for all medical expenses being claimed including the claimant's name, condition being treated (diagnosis), description of services, date of
service(s) and the charge made for each service. PLEASE MAIL COMPLETED FORM AND BILLS TO ABOVE ADDRESS.
EXCESS PLAN - Eligible covered expenses will be determined after benefits have been paid by other valid and collectible insurance. You must submit your claim to your other
insurance company first. When you receive their Benefit Statement (EOB) send it to us along with the itemized bills. If you have no other insurance coverage, benefits will be paid on
a Primary basis up to the policy maximum. Benefits for eligible expenses will be paid per policy terms.

The furnishing of this form, or its acceptance by the Company, must not be construed as an admission of any liability on the Company, nor a
waiver of any of the conditions of the insurance contract.

SECTION A - MUST BE COMPLETED AND SIGNED BY A DESIGNATED REPRESENTATIVE OF THE POLICYHOLDER
NAME/ AND/OR LOCATION OF GROUP/CLUB/SPORT/SCHOOL, ETC.

Lake Elsinore USD, 545 Chaney St, Lake Elsinore, CA, 92530
CLAIMANT'S FULL NAME (PLEASE PRINT CLEARLY OR TYPE)

SOCIAL SECURITY NO. (IF AVAILABLE)

DATE OF BIRTH

NAME OF SUPERVISOR

n/a
DATE COVERAGE BEGAN (DATE OF INJURY)

DATE COVERAGE WILL END/HAS ENDED

n/a
NATURE OF INJURY (DESCRIBE FULLY, INCLUDING WHICH PART OF BODY WAS INJURED)

NAME OF ACTIVITY

DESCRIBE HOW/WHEN/WHERE ACCIDENT OCCURRED (DATE AND TIME)

DID ACCIDENT OCCUR:
A. WHILE CLAIMAINT WAS SUPERVISED

No

C. DURING PROGRAMMED HOURS

Yes

No

Yes

No

D. WHILE TRAVELING TO OR FROM
REGULARLY SCHEDULED ACTIVITY
IN A SUPERVISED GROUP

Yes

No

DATE RETURNED TO WORK

n/a

Yes

INDICATE THE SPORT (IF APPLICABLE)
B. DURING SPONSORED ACTIVITY
DATE LAST WORKED

n/a

POLICYHOLDER REPRESENTATIVE (PLEASE PRINT OR TYPE)

WEEKLY EARNINGS
TITLE

n/a

DAYTIME TELEPHONE NUMBER

SIGNATURE OF POLICYHOLDER REPRESENTATIVE

DATE

SECTION B - MUST BE COMPLETED
LIST NAME, ADDRESS, AND PHONE # OF OTHER INSURANCE COMPANIES UNDER WHICH CLAIMANT IS INSURED:

POLICY #/ACCOUNT #

IF CLAIMANT IS A MINOR, NAME OF CLAIMANT’S GUARDIAN/RELATIONSHIP TO CLAIMANT

ADDRESS OF CLAIMANT (IF CLAIMANT IS A MINOR, NAME AND ADDRESS OF CLAIMANT’S GUARDIAN)

GUARDIAN’S SOCIAL SECURITY NUMBER

NAME/ADDRESS/TELEPHONE # OF EMPLOYER (IF CLAIMANT IS A MINOR, GUARDIAN’S EMPLOYER)

EMPLOYER’S DAYTIME TELEPHONE #

I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF.
AUTHORIZATION and ASSIGNMENT OF BENEFITS
I, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, insurance support organization, governmental agency,
group policyholder, insurance company, association, employer or benefit plan administrator to furnish to the Insurance Company named above or its representatives, any and all
information with respect to any injury or sickness suffered by, the medical history of, or any consultation, prescription or treatment provided to, the person whose death, injury,
sickness or loss is the basis of claim and copies of all of that person's hospital or medical records, including information relating to mental illness and use of drugs and alcohol, to
determine eligibility for benefit payments under the Policy Number identified above. I authorize the group policyholder, employer or benefit plan administrator to provide the Insurance
Company named above with financial and employment-related information. I understand that this authorization is valid for the term of coverage of the Policy identified above and that
a copy of this authorization shall be considered as valid as the original. I understand that I or my authorized representative may request a copy of this authorization.

I authorize payment of medical benefits to the physician or supplier for service performed.

Yes

No

CALIFORNIA:For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss
is guilty of a crime and may be subject to fines and confinement in state prison.
For residents of New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any materially
false information, or conceals for the purpose of misleading, information concerning any fact material thereto,commits a fraudulent insurance act, which is a crime, and shall also be
subject to a civil penalty not to exceed five thousand dollars and the stated value of the subject motor vehicle or stated claim for each such violation.
For residents of Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false
information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person
to criminal and civil penalties.
For claimants not residing in California, New York, or Pennsylvania: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
CLAIMANT OR AUTHORIZED PERSON'S SIGNATURE

DATE

SRG_ASGN/REV 1.0, 8/2002

Lake Elsinore USD
Phone:

545 Chaney St, Lake Elsinore, CA, 92530

On-Field Injury Report
To be completed immediately after injury by coach, trainer, or team representative and provided to athlete’s doctor.

Athlete's Name ________________________________________________________ Age _________

M

F

Date of Injury: _______________________________________________ Time of Injury: _____________________
Sport/Activity: _______________________________________________________________________________
Completed By: (name)____________________________ (role) _______________ (phone) ____________________

Cause of injury: □ Head to Body

□ Head to Head

□ Head to Ground

If blow to head or body or jerking of head likely, how strong?:
Were there seizures immediately following the injury?:

□ Yes

□ No Blow

□ Head to Object
□ Low

□ Unknown

□ Medium

□ High

□ No

On visual observation, have any of the
following occurred?

Ask the Athlete if s/he is experiencing any
of the following:

□ Loses consciousness for ______ minutes

□ Headache/Pressure in the head

□ Vomiting

□ Nausea or vomiting

□ Balance problems

□ Balance problems or dizziness

□ Moves clumsily

□ Fatigue or feeling tired

□ Drowsy

□ Blurry or double vision

□ Mood, behavior or personality changes

□ Sensitivity light or noise

□ Appears dazed or stunned

□ Numbness or tingling

□ Confused about assignment or position

□ Difficulty concentration

□ Forgets an instruction or play

□ Difficulty remembering

□ Is unsure of score or opponent

□ Feeling foggy or groggy

□ Answers questions slowly

□ Feeling slowed down

□ Repeats things

□ Irritable

□ Can’t recall events BEFORE blow

□ More emotional

□ Can’t recall events AFTER blow

Call 911 OR go to the emergency department right away with any of these danger signs:
□ One pupil larger than the other

□ Convulsions or seizures

□ Is drowsy or cannot be awakened

□ Cannot recognize people or places

□ Headache that gets worse and does not go away

□ Becomes increasingly confused, restless or agitated

□ Weakness, numbness or decreased coordination

□ Has unusual behavior

□ Repeated vomiting or nausea

□ Loses consciousness (even briefly)

□ Slurred speech

□ Will not stop crying/cannot be consoled

NOTE: There are many symptoms that may necessitate calling 911 - this list is not all-inclusive. The coach, trainer, team
representative, or parent should use his/her best judgment in determining whether emergency care is needed.

Lake Elsinore USD
Phone: The coach, trainer, team
545 Chaney
St, Lake
CA,
92530
NOTE:
There are
manyElsinore,
symptoms
that
may necessitate calling 911 - this list is not all-inclusive.
representative, or parent should use his/her best judgment in determining whether emergency care is needed.

Letter to Doctor
To be completed by school or league official and provided to athlete’s treating physician.

Dear Dr. _____________________________________________,
(name of athlete)________________________________________________
sustained a head injury while participating in (sport) __________________________________
on ______/______/_______.
The initial injury assessment is attached for your information. Our school has a protocol for managing these
injuries both academically, and in regard to return to play. This procedure is briefly outlined below.
1. All athletes who sustain head injuries are required to be evaluated by a physician, and have a normal
physical and neurological examination prior to being permitted to progress to activity. This includes athletes
who were initially referred to the emergency department. These athletes are also required to follow up with a
physician who will monitor their recovery.
2. Temporary academic accommodations may be given based on the athlete’s symptoms, neurocognitive
scores, and any physician recommendations.
3. In addition to the physician exam, the athlete must be asymptomatic, at rest and with exertion prior to
clearance for return to play.
4. Athletes who have been cleared for activity are progressed following a stepwise procedure, as recommended
by the Zurich guidelines (Consensus Statement on Concussion in Sport 3rd International Conference on
Concussion in Sport, Zurich 2008) and the National Athletic Trainers’ Association Position Statement on
Management of Sport- Related Concussion (2004).
5. Our school has arranged to work with (concussion specialist)____________________________
to manage the sports concussion protocol.
Their office may be reached at (concussion specialist phone) ____________________________.
Please feel free to contact me in regard to this athlete’s care.
Sincerely,
____________________________________ _______________________
School or League Official
Phone

