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INSURANCE INFORMATION

Does the claimant have primary insurance?  Yes No  (Attach separate sheet if necessary.)

Insurance Company Name & Address _____________________________________________________________________

Policy Number __________________________________________ ID# _________________________________________
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ACC 07/14

P.O. Box 979 
Valley Forge, PA 19482

610.933.0800 
Fax: 610.935.2860

www.agadministrators.com

Student Accident C laim F orm
Please complete and submit to A-G Administrators with
itemized medical bills and primary insurance explanation of
benefits. For questions, please contact A-G Administrators.

College/University _____________________________________________________________________________________

�6�W�X�G�H�Q�W’s Name________________________________________________________________________________________
FIRST NAME                       MIDDLE INITIAL                       LAST NAME

Date of Birth______________ Sex: Male Female  Cell Phone __________________________________________

Email Address _______________________________________________________________________________________

School Address _______________________________________________________________________________________
STREET                                     CITY                             STATE                  ZIP

Home Address ________________________________________________________________________________________
STREET                                     CITY                             STATE             
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	CollegeUniversity: 
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	Date of Birth: 


