
ATHLETIC ACCIDENT MEDICAL INSURANCE
QUOTATION REQUEST FORM

NAME OF INSTITUTION ___________________________________________________________________________

ADDRESS ______________________________________________________________________________________

CITY_________________________________________ STATE __________________ ZIP ______________________

CONTACT NAME_______________________________________ TITLE _____________________________________

PHONE ______________________________________________ FAX_______________________________________

PART A – COVERED PARTICIPANTS
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     KSI Consulting, LLC
   The Specialty Insurance Professionals



PART B – AFFILIATION
 NCAA I      NCAA II      NCAA III      NAIA      NJCAA      OTHER _________________________________

PART C – PREVIOUS INSURANCE INFORMATION

BENEFITS
Medical Maximum Limit
Excess or Primary
Deductible
Bene�t Period
Accident Death Bene�t
Coverage for overuse injuries/conditions
Coverage for HMO/PPO denials
Coverage for re-injury/re-aggravation
Insurance Carrier

PREMIUM
Basic
Catastrophic

CLAIMS HISTORY**
Number of Claims Paid
Total Amount of Claims Paid
As of (Month/Year)

**PLEASE ATTACH CARRIER LOSS REPORTS FOR ALL YEARS DATED NO EARLIER THAN 12/31 of the current year.

PART D – OPTIONS
Deductible:     $0.00     $250.00     $500.00     $1,000.00     Other $__________  Other $__________

Coverage for overuse injuries/conditions: Yes No

Coverage for HMO/PPO denials: Yes No

Coverage for re-injury/re-aggravation: Yes No
A

What percentage of your student athletes have primary medical coverage that applies to sports-related accidents?

ccidental Death & Dismemberment Bene�t: $_______________________

_______________________

Quote for Catastrophic Coverage: Yes No

QUOTE NEEDED BY: ______________________

: O T  M R O F  D E T E L P M O C S I H T  N
7400 College Blvd., Suite 100
Overland Park, KS 66210
1-877-9-SISINC  (1-877-974-7462) / Fax 913-327-0201

Current year           Previous year          Previous year         Previous year

Begin with most recent insurance information

Kapusta Specialty Insurance

RETURN THIS COMPLETED FORM TO: KSI Consulting 
                          7742 Spalding Drive # 351

Norcross, GA 30092
Phone: 770-310-1181
Fax: 770-242-6252
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Kapusta Specialty Insurance
“The unusual is our business”




