Fairway Underwriters





 191 Pawtucket Blvd. Lowell, MA  01854

Ph (800) 662-2141        Fax (978) 454-8740        Email fcoulter@fairwayunderwriters.com
SPORTS ACCIDENT INSURANCE for CAMPS, CLINICS, TEAMS, LEAGUES and TOURNAMENTS 
(Please type or print in black ink. Use reverse side or additional pages, if necessary, for each question)
   Proposed Insured’s Information
   Insured Group Name: _________________________________________________________________________________
   Mailing Address: _____________________________________________________________________________________

   City: _______________________________________________  State: _____________  Zip Code: ___________________

   Telephone Number: ___________________ Fax Number: ____________________Email: ___________________________
Rating Info
Has there been prior coverage?  Y   N
Name of Carrier: _________________________       Any Claims?   Y   N   (explain below)

Sport or Activity? _______________________    
 _____  CAMPS/CLINICS




            TOTAL       TOTAL
         DATES            
    AGES       CAMPERS     STAFF
                       LOCATION











 






*Coverage will run from the first day of the first camp to the last day of the last camp
 _____   TEAM
1. Type of Sport or Activity: ___________________________    Name of Team: ___________________________

                                               (If more then one team, a separate application must be submitted for each)

2.     Age of Players: ____________    # of Players per Team ____________     # of Coaches/Managers ____________
3. Requested Coverage Period:  From: _______________To: _______________ 

 _____  LEAGUE/TOURNAMENT
1. Type of Sport or Activity: __________________________   Number of Teams: __________________________

2.     Team Names: _______________________________________________________________________________

3.     Age of Players: ____________   Total # of Players ____________     Total # of Coaches/Managers ___________

4.     Location of League/Tournament: City(ies):_________________________________________State(s):_________
                5.     Requested Coverage Period:  From: _______________To: _______________ 
                  (Leagues must insure ALL teams in the league in order to purchase coverage)
Accident/Medical, Dental, Accidental Death Benefits

Accident Medical Expense Benefit $25,000, ($50 Deductible)  

   

Excess of all other Valid & Collectible Insurance Plan(s) If no other Valid & Collectible Insurance Plan(s), Primary 


basis) Incurred Period: within 30 Days of the date of the accident causing the injury. Payout Period: within 52 Weeks 


after the date of the accident causing the injury. 

Accidental Death Benefit $25,000 Maximum Amount, Incurred Period: 365 Days, Aggregate Limit per Accident $150,000

Accidental Dismemberment Benefit $25,000 Maximum Amount, Incurred Period: 365 Days

Dental Maximum Benefit  $250 per tooth
The information in this application is a summary of the benefits provided. It is NOT a complete explanation of all policy provisions or specifics of the policy benefits. No coverage is extended, and no representations are made, other than what is stated in the policy. Please refer to the policy for a complete, detailed description of program coverage, exclusions, and benefits
To Bind Coverage we will need:

1. A completed and signed application.

2. A statement of no prior losses on your company letterhead and signed by an owner or officer.

3. A copy of your Waiver or Release Form.

4. A copy of your Code of Conduct, Written Regulations and/or By-Laws.

5. Your payment. 
Applicant

Signature __________________________________  Title _________________  Date _________________
Use space below for explanation of any prior Claims or any other additional information:
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2

