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Thank you for volunteering at the Sebago Lakes Region Fuller Center for 
Housing! We could not function without the help of volunteers and 

we’re glad you’re on our team! 

Our Mission 
Seeking to put God’s love into action, we perform housing repairs and rehabilitation 
focusing on keeping seniors safe and aging in place in their homes in Raymond, Standish and 
Windham. 

Our Vision 
A world where every senior has a safe and decent place to live. 
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Supervisor Contact Information 

 

For each job site that you are scheduled, you will receive the following: 
 
Scheduling 

• The name and contact information of your Volunteer Site Supervisor will be provided to you 
for each project. 

• If you are sick or unable to make your scheduled shift please call in and inform us. 

Volunteer Code of Conduct 

Becoming a Sebago Lakes Region Fuller Center for Housing volunteer comes with great rewards 
and responsibilities. Volunteers are representatives of Sebago Lakes Region Fuller Center. When 
you accept a volunteer role with Sebago Lakes Region Fuller Center for Housing, you are 
committing to act in a way that promotes Sebago Lakes Region Fuller Center for Housing’s 
mission, respects the local community, and ensures the safety of all participants. In addition to 
complying with all laws, regulations and Sebago Lakes Region Fuller Center for Housing policies, 
all volunteers are expected to follow the volunteer code of conduct outlined below. 

 
1. Promote a respectful community: Treat all volunteers and community members with 

respect, courtesy, and dignity. This includes avoiding the use of insensitive or offensive 
language. Volunteers are also expected to refrain from engaging in physical or emotional 
violence toward others. 
 

2. Prioritize site safety: Safety rules and guidelines on the volunteer site have been created 
to keep you and others safe as you volunteer and must be followed. Activities that pose a 
safety risk to yourself or others should be avoided. Report any unsafe working conditions 
to the onsite supervisor. 
 

3. Uphold a zero-tolerance policy for alcohol, drugs and weapons: The purchase or 
possession of drugs or weapons is strictly prohibited on Sebago Lakes Region Fuller 
Center for Housing for project and volunteer sites. The purchase or possession of alcohol 
is also strictly prohibited on Sebago Lakes Region Fuller Center for Housing for volunteer 
sites, even if permitted by local or state laws. 
 

4. Follow the gift giving policy: To avoid potential misunderstandings, injured feelings, 
embarrassment or jealousy, volunteers are asked not to exchange gifts with Sebago 
Lakes Region Fuller Center for Housing beneficiaries and community members without 
consulting a Sebago Lakes Region Fuller Center for Housing Board member. Volunteers 
may speak with a Board member about appropriate ways to exchange gifts and would be 
happy to suggest gifts that will benefit the entire community. 
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6. Safeguard ministry assets: Use reasonable care to protect and safeguard all Sebago Lakes 
Region Fuller Center for Housing assets. Stealing, misappropriation or diversion of Sebago Lakes 
Region Fuller Center for Housing funds, property, or other assets for personal benefit is not 
permitted nor is otherwise engaging in fraudulent activity regarding Sebago Lakes Region Fuller 
Center for Housing assets, operations, or beneficiaries. 
 

7. Maintain confidentiality: Build trust with other volunteers and Sebago Lakes Region Fuller 
Center for Housing by respecting the confidentiality of volunteers, Sebago Lakes Region Fuller 
Center for Housing beneficiaries, and community members. Unless you receive prior written 
approval from the board, you will not disclose confidential information or confidential 
information given to you by others. 

 
A volunteer code of conduct form is required to be executed by all volunteers. 

 
Anti-Discrimination Policy 
Sebago Lakes Region Fuller Center for Housing expects all members (including volunteers) to behave in 
a way that reinforces the Christian mission and founding principles of the organization. All members 
should be accorded respect and consideration and feel that Sebago Lakes Region Fuller Center for 
Housing provides a safe and productive workplace. 
Sebago Lakes Region Fuller Center for Housing therefore, prohibits any actions or conduct which may 
discriminate against or harass other members, harass any partner family or applicant for a Sebago Lakes 
Region Fuller Center for Housing home. Sebago Lakes Region Fuller Center for Housing does not tolerate 
any actions, words, jokes, or comments based on an individual’s sex, sexual orientation, race, ethnic 
background, age, religion, physical condition, or other legally protected characteristic. Any comments 
or actions, therefore, which demean or are hurtful to people of a certain sex, sexual orientation, race, 
ethnic background, age, religion or certain physical condition are prohibited. Any such conduct may 
result in immediate discharge from Sebago Lakes Region Fuller Center for Housing volunteer program 
and will end the volunteer relationship with the organization. 
If an individual believes he/she is being harassed or discriminated against, he/she should immediately 
report the perceived harassment according to the following: 

▪ Immediately report the incident to one of the following individuals: your supervisor, the 
President of the Board or any Board member. 

▪ This procedure does not require reports to be made to your supervisor or to anyone who you 
believe is participating in the conduct. Instead, you may choose from the above-listed individuals 
the person with whom you would be most comfortable speaking. 

 
** We reserve the right to dismiss anyone from an event or worksite who engages in activities 

prohibited by this policy and to bar such persons from coming to any events or worksites in 
the future. ** 
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Safety 
We require all volunteers first to sign our waiver of liability and review and sign our guidelines for 
a safe workplace. We ask for you to read over this handbook and sign the volunteer covenant. 
This is a requirement before you can start your volunteer service. 

 
Safety of volunteers is a priority in every aspect. Anyone acting in an unsafe manner or refusing to abide 
by our safety regulations or code of conduct will be asked to leave. Do not use any heavy machinery or 
equipment unless properly trained including the following: 
 

• Any Sebago Lakes Region Fuller Center for Housing vehicle 
• Forklift 
• Power tools 
• Power saw, etc. 

 

Personal Protective Equipment (PPE) is provided for all volunteers to be used for multiple tasks: 

• Safety glasses 

• Gloves 

• Masks 

• PPE is required for certain jobs at the supervisor’s discretion. We will follow CDC 
guidelines for the corona virus on all sites.  

We take safety seriously! Please report an accident or injury to a supervisor or Board member 
immediately. 

 
Dress Code 

• Closed-toe and heel, sturdy shoes are mandatory! (No Exceptions!) 

• Volunteers should wear apparel that is appropriate for their specific work area and weather 
conditions. Jeans and t-shirts are acceptable at the construction site.  

• Construction volunteers can wear shorts, but they must be a modest length. 

• When necessary, volunteers must wear personal protective equipment. 

• No loose jewelry or clothing should be worn that could get caught or snagged on something on 
the construction site. 

• Any clothing with disturbing messages or provocative in nature, which could be viewed by 
others as offensive or suggestive, is prohibited. 
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Insurance 
With any organizational activity, there is always the possibility that a participant may suffer an injury. 
Sebago Lakes Region Fuller Center for Housing, Inc. contracts through the national office of Fuller Center 
with Philadelphia Insurance Companies to provide Volunteer Accident Insurance to volunteers. This accident 
insurance serves as a secondary insurance (also known as an excess plan) paying for deductibles, co-pays 
and co-insurance responsibilities after the participant’s own medical insurance pays a claim.  For anyone on 
the job-site that does not have medical insurance, the accident insurance will serve as the primary coverage 
up to the policy limits.  Your orientation package includes: 1) a Philadelphia Insurance Company brochure 
and 2) instructions for filing a claim. 

 
General Policies 
 

• Volunteers should take the time to schedule their shifts with any of the supervisors. 
• Always sign in and out; and, put on a name tag, if possible, when starting your assigned shift. 
• Cell phones may be used during breaks, but not while working unless it’s an emergency. 
• No headphones may be worn during volunteer shifts. 
• In recognition of federal labor laws regarding children and the potential risk to children’s 

safety on a construction site, no one under the age of 16 is allowed on a construction site 
while construction is in progress. Further, no one under the age of 18 is allowed to do any 
ultra-hazardous activities, which includes the use of power tools or motor vehicles, 
demolition, roofing or working from a height of six feet or more, or excavation operations. 

• The cleanliness of the site/office area is the responsibility of All staff and Volunteers. 
• Breaks 

o 15 minutes for a 4-hour shift 
o 2 -15-minute breaks and a ½ hour lunch break for an 8-hour shift 
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Sebago Lakes Region Fuller Center for Housing 

Volunteer Covenant 
 

Agreement to Covenant: I, , have received and read a copy of the 
Sebago Lakes Region Fuller Center for Housing Volunteer Handbook which outlines the policies, and 
expectations of Sebago Lakes Region Fuller Center for Housing, as well as my responsibilities as a 
volunteer. 

 
I understand and agree with the mission and principles of Sebago Lakes Region Fuller Center for 
Housing and the conditions set forth in this Volunteer Handbook and do hereby commit myself to 
work together toward the successful formation and continued operation of the Sebago Lakes Region 
Fuller Center for Housing. 

 
I understand this handbook is not intended to cover every situation which may arise during my 
volunteer service, but is simply a general guide to the goals, policies, practices and expectations of the 
Sebago Lakes Region Fuller Center for Housing, Inc. 

 
I understand that this handbook is not a contract of employment and should not be deemed as such. 

 
By my signature below, I acknowledge, understand, accept and agree to comply with the information 
contained in the Volunteer Handbook provided to me by Sebago Lakes Region Fuller Center for 
Housing Inc. 

 
 
 
_____________________ 

(Volunteer signature) 
 
 Date   

 

________________ 
(Staff signature) 

 
Date   
 

 
 

FORMS TO BE ATTACHED: Volunteer Conduct Agreement, 
Safety Guidelines Signature Page, Waiver Release Form, 
Covid-19 Waiver 
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7/18/2020 

VOLUNTEER 
CONDUCT 
AGREEMENT 

We know our volunteers arrive with an eagerness to work with us and to serve our community.  Being part of 
this project is a great opportunity for you to interact with the homeowners, partner families, and neighbors. In 
order to set a proper example for our community, and to help nurture our relationship with our neighbors, we 
ask that you uphold the following conduct agreement during your stay. Failure to do so may result in you 
and/or your team being asked to leave. 

Obey the Sebago Lakes Region Fuller Center for Housing Safety 
Follow the directions and/or instructions of The Sebago Lakes Region Fuller Center for Housing staff
members
Follow the directions and/or instructions of staff members/supervisors.

Do not use improper and/or threatening language of any kind. This includes, but is not limited to,
profanity, racial slurs, and sexually explicit or suggestive conversations.

Treat all neighbors, homeowners, partner families, volunteers, employees, and visitors to the site with
respect and courtesy.

Discrimination of any kind will not be tolerated.

There will be no horseplay or roughhousing on site.

Keep the site and surrounding areas clean.

Alcohol or illegal drugs are not allowed on the worksite.  Drunkenness, use of drugs, and other illicit
behavior will not be tolerated and may result in your team being asked to leave immediately.

Following the Volunteer Conduct Agreement will help make your experience with The Sebago Lakes Region 
Fuller Center for Housing as successful as possible. We want to foster a supportive atmosphere for all our 
volunteers as you work together in the spirit of Christian partnership. The Volunteer Conduct Agreement is 
meant to outline the behavior that is expected of you, and that you should expect from every other volunteer, 
during your time with us at The Fuller Center.

I have read and understand that Volunteer Conduct Agreement and agree to abide by it.

_______________________________________ __________________ Volunteer Signature
Date

_______________________________________ __________________
Parent (Guardian) if Volunteer is a Minor Date
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THE SEBAGO LAKES REGION FULLER CENTER FOR HOUSING GUIDELINES  

FOR A SAFE WORKPLACE 
 

  In addition to this form, all volunteers will have read and signed a Release and Waiver 
of Liability Form prior to working. 

   
  All volunteers and shall review all safety guidelines as directed prior to working on a 

job site. 
 

  Each work crew should identify one volunteer to be a safety officer—responsible for 
having emergency contact information for each crew and volunteer and to be aware of the 
location of the first-aid kit and emergency supplies tote. 

 
  Everyone is responsible for the safety of fellow workers. 

 
  If you are uncertain about how to do a task or how to operate a power tool or perform a 

task—ask a supervisor. 
 

  If you feel uncomfortable or unsafe performing a task, step away and ask a supervisor for 
help. 

 
  Concentrate on your task and eliminate distractions such as horseplay. 

 
  Inspect all power tools, hand tools, ladders and scaffolding on a daily basis. 

 
  Advise your supervisor IMMEDIATELY of any unsafe or hazardous tool or condition. 
   
  An accident investigation and report need to be completed on all accidents even if the 

volunteer or member determines that they are not in need of medical attention. 
   
  The Sebago Lakes Region Fuller Center for Housing is responsible for setting any age 
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restriction guidelines for types of tools that can be used and tasks that can be performed. 
 
 
GOOD PRACTICES FOR AVOIDING ACCIDENTS OR INJURY 
 
Proper attire 

• No sandals or open-toed shoes may be worn on site; boots are recommended. 
• Wear a shirt at all times. Long pants are preferred; shorts may be worn depending on job to 

be performed.  
• Do not wear jewelry that might get caught in tools. Do not wear loose clothing when 

operating power tools. 
 
Lifting/carrying 

• Lift with legs, bend knees and keep a straight back. 
• Have the appropriate number of people to lift/carry an object. 
• Do not lift more than you can handle alone; have a partner help if needed. 
• When carrying an object, watch for others to avoid hitting them. 
• Watch for tripping hazards. 

 
Allow Time for End of Day Clean-up 

• Keep site orderly throughout the day. 
• Pick up/straighten up site at the end of each day (i.e. tools, scrap materials, etc.). 
• Return and secure all tools to prevent risk of theft. 
• Stack building materials in a safe manner. 
• Stack materials out of main traffic flow areas. 
• Remove all nails from boards that will not be used again or are scrap. 

 
Personal Protective Equipment 

• Wear a hard hat when appropriate, or when directed by a leader/supervisor. 
• Wear goggles or safety glasses when operating any type of power nailer or saw (table 

saw, roto-zip, skill saw, etc.) to prevent dust, debris, or flying objects from entering eye. 
• Wear gloves, long-sleeved shirts, dust masks and safety glasses when installing 

insulation, carrying building materials etc. 
• Wear dust mask when sanding drywall or when someone is sweeping causing heavy 

airborne dust. 
• Ear plugs or ear covers should be used when operating table saws, pneumatic nailers, 

roto-zips, etc in a confined area. 
• Wear a face covering. 
• Maintain social distancing of six feet. 

 
Ladders: 

• Use ladders for the purposes for which they were designed. Do not use ladders for 
skids, braces or workbenches, etc. 

• Make sure ladder size meets job demands. 
• Do not use step ladders as straight ladders, always open all four feet and lock spreaders in 

place on a step ladder and place in a level condition. 
• Use proper angles when using straight and extension ladders. When using a non-self- 

supporting ladder use the "four-to-one" rule: for every four feet of height, moves the 
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bottom of the ladder one foot from the wall. 
• Top of extension ladders must extend a minimum of three feet beyond the supporting 

object when used as an access to an elevated work area. 
• Before climbing extension ladders, make sure latches are properly engaged. 
• Extension ladders must be overlapped a minimum of three rungs. 
• Keep body near the middle of the ladder. Avoid leaning off the edge of a ladder. Move 

the ladder frequently so as not to be tempted to lean too far. 
• Do not step on the top rung or platform on a step ladder. 
• Do not carry anything that will prevent holding on with both hands while ascending or 

descending the ladder. Use a tool belt, bucket or a tool bag to lift tools. 
• Only one person on a ladder at a time. 
• When climbing, always face the ladder. 
• Place your ladder on solid footing. If there is a danger of the ladder moving while you 

work, tie it down. If there is a danger that the ladder will be hit, barricade it. If the feet of 
the ladder are not level, dig the ground out under one foot with the claw of a hammer 
rather than raising one foot with blocks. 

 
Utility Knives: 

• Close retractable blades when not in use 
• Cut in a direction away from your body. 

 
Power Tools: 

• Ask for instructions if you are not experienced using power tools. 
 
IN WITNESS WHEREOF, Volunteer has reviewed this safety guideline form and is committed 
to creating a clean and safe worksite. 

 
Volunteer:    

 

Parent or Guardian    
[Required if volunteer is a minor] 

 
Church, Group or Team Name    
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Release and Waiver of 
Liability 

 
 
 
 

This release and waiver of liability (the “Release”) executed on this day of 
  , 20 , by , (the “Volunteer”) 
in favor of Sebago Lakes Region Fuller Center for Housing, Inc., and its partner 
organizations, and their directors, officers, and agents (collectively). The Volunteer 
desires to work as a volunteer for Sebago Lakes Region Fuller Center for Housing, Inc. 
and engage in the activities related to being a volunteer. The Volunteer understands that 
the activities may include constructing and rehabilitating residential buildings, traveling 
to and from the work site location and competing assignments from home on working 
committees.  
 
The Volunteer does hereby freely, and without duress, execute this Release under the 
following terms: 

 
1. Waiver and Release  Volunteer does hereby release and forever discharge and hold 

harmless The Sebago Lakes Region Fuller Center for Housing and its successors and 
assigns from any and all liability, claims, and demands of whatever nature, either in 
law or in equity, which arise or may hereafter arise from the Volunteer’s work for 
The Sebago Lakes Region Fuller Center for Housing. The Volunteer understands and 
acknowledges that this Release discharges The Sebago Lakes Region Fuller Center 
for Housing from any liability or claim that the Volunteer may have against The 
Sebago Lakes Region Fuller Center for Housing with respect to any bodily injury, 
personal injury, illness, death, or property damage that may result from Volunteer’s 
participation in The Sebago Lakes Region Fuller Center for Housing projects. The 
Volunteer also understands that, except as otherwise agreed to by The Sebago Lakes 
Region Fuller Center for Housing in writing, The Sebago Lakes Region Fuller Center 
for Housing does not assume any responsibility for or obligation to provide financial 
assistance or other assistance, including but not limited to medical, health, or 
disability insurance in the event of injury or illness. 

 
2. Medical Treatment  Except as otherwise agreed to by The Sebago Lakes Region 

Fuller Center for Housing in writing, the Volunteer does hereby release and forever 
discharge The Sebago Lakes Region Fuller Center for Housing from any claim 
whatsoever which arises or may hereafter arise on account of any first aid, treatment, 
or service rendered in connection with the Volunteer’s work for The Sebago Lakes 
Region Fuller Center for Housing. 
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3. Assumption of the Risk Volunteer understands that work for The Sebago Lakes 

Region Fuller Center for Housing may include activities that may be hazardous to the 
Volunteer, including, but not limited to, construction, loading and unloading, and 
transportation to and from the work sites. In connection thereto, the Volunteer 
recognizes and understands that activities at The Sebago Lakes Region Fuller Center 
for Housing may, in some situations, involve inherently dangerous activities. The 
Volunteer hereby expressly and specifically assumes the risk of injury or harm in these 
activities and releases The Sebago Lakes Region Fuller Center for Housing from all 
liability for injury, illness, death, or property damage resulting from the activities of 
the Volunteer’s work for The Sebago Lakes Region Fuller Center for Housing. 

 
4. Insurance Volunteer understands that, except as otherwise agree to by The Sebago 

Lakes Region Fuller Center for Housing in writing, The Sebago Lakes Region Fuller 
Center for Housing does not carry or maintain health, medical, or disability insurance 
coverage for any Volunteer. Each Volunteer is expected and encouraged to arrive with 
medical or health insurance coverage in effect. 

 
5. Photographic Release Volunteer does hereby grant and convey unto The Sebago 

Lakes Region Fuller Center for Housing during the Volunteer’s work at The Sebago 
Lakes Region Fuller Center for Housing, including, but not limited to, any royalties, 
proceeds, or other benefits derived from such photographs or recordings. 

 
6. Consent to use electronic signatures and transmission of documents. Volunteer 

consents to allow the use of an electronic signature and electronic transmission of this 
agreement. Volunteer agrees not to deny the legal effect or enforceability of this 
agreement solely because it is in electronic form or was transmitted electronically or 
because it is not in its original form as an original document. 

 
7. Other Volunteer expressly agrees that this Release is intended to be as broad and 

inclusive as permitted by the laws of the States of Maine, and that this Release shall be 
governed by and interpreted in accordance with the laws of the State of Maine. 
Volunteer agrees that in the event that any clause or provision of this Release shall be 
held to be invalid by any court or competent jurisdiction, the invalidity of such clause 
or provision shall not otherwise affect the remaining provisions of this Release which 
shall continue to be enforceable. 

 
IN WITNESS WHEREOF, Volunteer has executed this Release as of the day and year 
first above written. 

 
Volunteer:________________________________________________________________
_ 
Address:__________________________________________________________________ 
H Phone:     _____________________W Phone:    ____________ 
Email:___________________________________________________________________
_ 

 

 
Church, Group or Team Name:_______________________________________________________________
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COVID-19 WAIVER 
 
 
By my signature below, I affirm that: 

• I have not been diagnosed with the Covid-19 virus; 
• To my knowledge I am not a carrier of the Covid-19 virus; 
• To my knowledge I have not been exposed to the virus; 
• I will conform to all job site health and safety requirements. 

Further, I acknowledge that the accident insurance coverage provided me as a 
volunteer does not extend to illness resulting from the virus and that I will hold 
The Sebago Lakes Region Fuller Center for Housing and its partner organization(s) 
harmless from any damages arising from any illness that may result from my 
participation in this project. 

 
 
Date: _   

 
 
 
 

  

Volunteer’s Signature Printed Name 
 
 
 
 
 
 

  

Witness’s Signature Printed Name 
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The accident insurance plan is designed to cover all registered participants of the policyholder while 
they’re engaged in policyholder sponsored and supervised activities. The plan will  consider reimbursement 
for eligible expenses which are not payable by your healthcare plan or any  other insurance plan providing 
reimbursement for medical expenses. Therefore, prior to filing a claim against the accident insurance 
policy, you must first file the claim with your own healthcare plan. Please observe the following claim 
filing procedures: (Please include the policy number on all correspondence to facilitate the handling 
of your claim) 

 
1. Obtain a claim form from the sponsoring organization. Only one form is needed for each accident, 

regardless of the number of expenses incurred for the particular accident. 
 

2. Part I of the claim form should be completed and signed by an official from the sponsoring organization. 
Part I requests a description of how the accident occurred. Please check to see that a complete 
description is provided. For example, “Basketball” is not acceptable; however, “Twisted left ankle 
while playing basketball” is acceptable. 

 
3. Part II of the claim form should be completed and signed by the claimant or the claimant’s parent or 

guardian if claimant is a minor.  All questions in Part II must be completed in order for the company 
to examine your claim. Please do not leave any questions blank. Part II includes the section 
entitled “Authorization to Release Information.” 

 
4. Itemized Bills must be submitted. Itemized Bills provide the dates of service, the procedure codes, 

the diagnosis and the charge(s). “Balance Due” bills are not acceptable because they do not provide 
all of the information needed to properly examine a claim. 

 
5. W hen submitting charges for Physical Therapy, the itemized bill must be accompanied by the 

prescription and include the frequency and the duration of the treatment. 
 

6. Submit copies of the Explanation of Benefits (EOB) statements from your own healthcare plan. The 
EOB’s will show how much your healthcare plan paid for the services rendered and the amount 
which is your responsibility. There should be an EOB for each Itemized Bill you have submitted for 
reimbursement. 

 
7. Mail or email the fully completed claim form, each Itemized Bill (and the prescription, if applicable) 

and the corresponding EOB to the following address: (Please include the Policy Number on all 
correspondence) 

 
NAHGA Claim Services 

P.O. Box 189 
Bridgton, ME 04009  
claims@nahga.com 
Fax 207-647-4569 
Phone 800-952-4320 

 
Please remember, the policy is an Accident insurance policy. It does not provide reimbursement 
for illness or for injuries that are not the result of an Accident.  It is subject to exclusions and 
limitations. The policy may also contain a deductible which may be the claimant’s responsibility. 
Please be aware that the claim form contains state mandated fraud warning language that 
requires your review and signature. 

ACCIDENT INSURANCE 
INSTRUCTIONS FOR FILING A CLAIM – FULL EXCESS PLANS ONLY 
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ACCIDENT CLAIM FORM 
MAIL TO: NAHGA Claim Services 

P.O. Box 189 
Bridgton, ME 04009  
Email: claims@nahga.com       
File claims electronically:  Payer ID 67788                              Questions:  Contact 800-952-4320    Fax: 207-647-4569

INSTRUCTIONS     ( SIGNATURE SECTION MUST BE COMPLETED AT THE BOTTOM OF ALL THREE PAGES) 
● All fields must be completed
● Part I – Must be completed by Policyholder
● Part II – Must be completed by Claimant or by the Parent or Guardian, if the Claimant is a minor
● Send copies of itemized bills showing provider’s name, address, tax ID number, diagnosis and procedures codes.
● Attach explanation of benefits, additional bills with record of payment or denial from primary insurance carrier.This does not apply if

the accident policy provides primary coverage
● All benefits will be payable to the physicians and providers, unless accompanied by paid receipts
● If employed, but have no other insurance, forward employer(s) letter on employer(s) letterhead to that effect.
● For additional instructions about how to file a claim please visit www.ajfusa.com/claims

Claimants eligible for Medicaid benefits must first file for benefits under this policy before submitting expenses to Medicaid.
PART I – POLICYHOLDER REPORT (Signature is required at the end of this section) 

1. Policy Number:
2. Name of Policyholder:
3. Policyholder Address:
4. City: State: Zip: 
5. Policyholder Contact:  Email: 

Phone: Fax: 
6. Last name of Claimant: First name of Claimant: 
7. Social Security Number:  Date of Birth: 
8. Sex:          Male         Female
9. Grade (if applicable): Check one (if applicable) Day School Boarding 

10. Nature of injury: (Describe, fully indicate what part of the body was injured – e.g. broken arm, sprained ankle)
Must be a bodily injury due to accident.

11. Describe how the accident occurred, provide all details.
Attach a separate sheet, if necessary (include name of sport / activity)

12. Did the accident occur:
a. During a Policyholder supervised / authorized activity? Yes No 
b. During a Policyholder sponsored activity? Yes No 
c. During scheduled Policyholder hours? Yes No 
d. While traveling to or from a Policyholder sponsored and supervised activity? Yes No 
e. Off Policyholder premises, at home, during the weekend, holiday or summer vacation? Yes No 

13. Date of Accident: Time of Accident: A.M. P.M 
Place of Accident:

14. Name and title of person supervising activity:
Was he or she a witness? Yes No 

15. List other Policyholder insurance.  Attach a separate sheet, if necessary.
Type of Policy Policy Number 

_____________________________________________ 
Signature of Authorized Policyholder Representative  Title Date  

Accident Claim Form
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PART II  
(To Be Completed by Claimant or Parent / Guardian, if Claimant is a Minor) 

 
1. Name of Claimant or Father / Guardian:   

 Social Security Number: Email Address:   
2. Name of Mother or Guardian:   

 Social Security Number: Email Address:   
3. Street address of Parents or Claimant Guardian:   

 City: State: Zip:  
 Telephone Number:   

4. Father or Guardian’s Insurance Company:   
5. Mother or Guardian’s Insurance Company:   
6. Name and address of Claimant or Father / Guardian’s employer, if a minor:   

 Employer’s Name:   
 Employer’s Mailing Address:   
 City: State: Zip:  

7. Name and address of Claimant or Mother / Guardian’s employer, if a minor:   
 Employer’s Name:   
 Employer’s Mailing Address:   
 City: State: Zip:  

8. List all other insurance policies under which Claimant is insured:   
 Type of Policy Policy Number  
    
    
    
    

 The Affordable Care Act requires Philadelphia Indemnity Insurance Company to request verification that no other 
coverage is in force from the employer(s) of the claimant or the parent / guardian if under the age of 26. 

    
9. Is the Claimant enrolled in, a member of, or a participant of any of the following as an individual, employee or 

dependent? If yes, please provide a copy of the insurance card (front and back). 
  

 a. Preferred Provider Organization (PPO) or similar prepaid health plan? Yes No 
  If yes, name of PPO Organization:   
 b. Health Maintenance Organization (HMO) or similar prepaid health plan? Yes No 
  If yes, name of HMO or organization:   

10. If Claimant has health care coverage as a dependent from a previous marriage as mandated in a divorce decree, 
please provide the following: 

  

 Name of Policyholder Name of Insurance Company Policy Number 
    
    
    
AFFIDAVIT 
 

I verify that the statement on the other insurance is accurate and complete.  I understand that the intentional furnishing of incorrect 
information via the U.S. Mail may be fraudulent and violate federal laws as well as state laws.  I agree that if it is determined at a later 
date that there are other insurance benefits collectible on this claim I will reimburse the Company to the extent for which the Company 
would not have been liable. 
  
AUTHORIZATION TO RELEASE INFORMATION 
 

I authorize any Health Care Provider, Doctor, Medical Professional, Medical Facility, Insurance Company, person or Organization to 
release any information regarding medical, dental, mental, alcohol or drug abuse history, treatment or benefits payable, including 
disability or employment related information concerning the patient, to Philadelphia Indemnity Insurance Company, its employees and 
authorized agents for the purpose of validation and determining benefits payable.  I further authorize any Philadelphia Indemnity 
Insurance Company to furnish the Policyholder or its agents, any and all information with respect to my insurance claim for the purpose 
of assisting with claims adjudication.  This data may be extracted for audit or statistical purposes.  I understand that I have the right to 
revoke this authorization in writing at any time and that such a revocation is not effective to the extent that such authorization has 
already been relied upon. 
 
PAYMENT AUTHORIZATION (Signature is required at the end of this section) 
 
I authorize all current and future medical benefits, for services rendered and billed as a result of this claim, to be made payable to the 
physicians and providers indicated on the invoices, unless paid receipts accompany this form. 
 
  
         _________________________________________________________  
 Claimant Signature (Parent or guardian, if the claimant is a minor) Date  
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CLAIM FORM FRAUD STATEMENTS  (Signature is required at the end of this section) 

 

ALABAMA: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents 
false information in an application for insurance is guilty of a crime and may be subject to restitution, fines or confinement in prison or 
any combination thereof. 
ARIZONA:  For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly 
presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties. 
ARKANSAS, RHODE ISLAND AND WEST VIRGINIA: 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. 
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. 
COLORADO:  It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the 
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil 
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or 
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard 
to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department 
of regulatory agencies. 
DELAWARE and IDAHO: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of 
claim containing any false, incomplete or misleading information is guilty of a felony. 
DISTRICT OF COLUMBIA: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of 
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance 
benefits if false information materially related to a claim was provided by the applicant. 
FLORIDA:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree. 
INDIANA: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or 
misleading information commits a felony. 
KANSAS: Any person who, knowing and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief 
that it will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written statement as part of, or in support 
of, an application for the issuance of, or the rating of an insurance policy for personal or commercial insurance, or a claim for payment 
or other benefit pursuant to an insurance policy for commercial or personal insurance which such person knows to contain materially 
false information concerning any fact material thereto; or conceals, for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act.  
KENTUCKY: 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. 
MAINE, TENNESSEE, VIRGINIA, and WASHINGTON: It is a crime to knowingly provide false, incomplete or misleading information to 
an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance 
benefits.  
MARYLAND:  Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who 
knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
MINNESOTA: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
NEW HAMPSHIRE:  Any person who, with a purpose to injure, defrauds, or deceive any insurance company, files a statement of claim 
containing any false, incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as provided in 
RSA 638:20. 
NEW JERSEY:  Any person who knowingly files a statement of claim containing any false or misleading information is subject to 
criminal and civil penalties. 
NORTH CAROLINA and OREGON: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an 
insurer, submits an application or files a claim containing a false or deceptive statement, commits insurance fraud, which is a crime and 
subjects the person to civil and criminal penalties. 
OHIO: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files 
a claim containing a false or deceptive statement is guilty of insurance fraud. 
OKLAHOMA:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds 
of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
PENNSYLVANIA:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or 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. 
TEXAS:  Any person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to 
fines and confinement in state prison. 
NEW YORK:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or 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 shall also be subject to a civil penalty 
not to exceed five thousand dollars and the stated value of the claim for each such violation. 
 
 
      _______________________________________________  
 Claimant Signature (Parent or guardian, if the claimant is a minor) Date  
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How to Bind Coverage Now 
• Just complete the Volunteer Accident Insurance 

form at the end of this brochure 
• E-mail or mail your completed Volunteer Accident Insurance Form 

E-mail: info@ajfusa.com 
Mail:  The Allen J. Flood Companies 

2 Madison Avenue 
Larchmont, NY 10538 

Questions? Call 800.734.9326 

Volunteer Accident Insurance Program 
Annual Premium 

VOLUNTEER ACCIDENT INSURANCE 
Volunteers are one of the most important assets you have.  With Volunteer Accident Insurance you can help protect 
them financially in the event of an injury. 

 

• $100,000 Accident Medical Expense benefits 
• $50,000 Total Paralysis benefit 
• $50,000 Accidental Dismemberment benefit 
• $25,000 Accidental Death benefit 

 

Accident Medical Expense Benefits 
Payable services and supplies prescribed by a physician for injuries 
sustained in a covered accident include: 
• Hospital bills, including room and board 
• Emergency room and outpatient treatment 
• Medical or surgical treatment by a licensed doctor 
• Prescription drugs and medicines 
• Services of a licensed or graduate nurse 
• Dental care for injury to sound and natural teeth 
• Ambulance expenses from the covered accident site to the hospital 

 
Accident Benefits for Your Volunteers 
Benefits are payable for injuries that result - directly and independently of 
all other causes - from a covered accident, up to the maximum benefits 
stated, while coverage is in effect. 

 
Accident Medical Expense Benefits 
Accident Medical Expense Benefits include eligible medical expenses that are 
in excess of amounts paid by any other Health Care Plan, including 
individual, group medical, or health benefit plans the covered volunteer may 
have, up to $100,000 per accident per volunteer. In the event no other 
health plan or policy exists, benefits for these expenses will be payable like 
primary coverage. The first eligible expense must be incurred within 180 days 
of the covered accident. Eligible accident medical expenses must be 
incurred within one year of the covered accident. 

 
Plans Include Accidental Death, Dismemberment, 
and Paralysis (Plegia) Benefits 
If within one year from the date of a covered accident a covered person 
suffers any of the losses specified, we will pay a benefit for one of the 
conditions listed below. If the same accident causes more than one of 
these losses, we will pay the largest amount that applies. 
• Loss of Life 
• Total paralysis of upper and lower limbs, both lower limbs, 

or upper and lower limbs on one side of the body 
• Loss of any combination of two: hands, feet, eyesight, 

speech,  and  hearing 
• Loss of one hand, one foot, sight in one eye, speech, or hearing 
• Loss of thumb and index finger of same hand 

 
General  Definitions 
Please note that certain words used in the Policy have specific meanings. 
The words defined below and capitalized within the text of this Policy have 
the meanings set forth below. 

Benefit Percentage - means the percentage of Covered Expenses We pay 
that are Incurred by the Covered Person after they satisfy any applicable 
Deductible. Benefit Percentages are shown in the Schedule of Benefits. 

Covered Accident - means a sudden, unforeseeable, external event that 
results, directly and independently of all other causes, in an injury or loss 
and meets all of the following conditions: 
1. Occurs while the Covered Person is insured under this Policy; 
2. Is not contributed to by: disease, sickness, or mental or bodily infirmity; 
3. Is not otherwise excluded under the terms of this Policy. 

Usual and  Customary  Charge  means  the  normal  charge,  in  the  absence 
of insurance, made by the provider of any treatment, but not more than the 
prevailing charge in the area: 
1. For a like service by a provider with similar training or experience; 
2. For a supply that is identical or substantially equivalent. 

Covered Expenses - means the lesser of the usual and customary charge and 
the maximum benefit shown, for services or supplies listed, in the Schedule 
of Benefits and described in the Accident Medical Expense Benefits section 
of this Policy. Covered Expenses must be Incurred by a Covered Person for 
treatment for injuries sustained in a Covered Accident. 

Coverage will become effective on the date requested, provided the 
application is received and accepted by Philadelphia Insurance Companies. 
Coverage paid for by the policyholder. 100% participation is required. 

This information is a brief description of the important benefits and 
features of the Blanket Accident Medical Insurance underwritten by 
Philadelphia Indemnity Insurance Company. It is not a contract. Full   
terms and conditions of coverage, including effective dates of coverage, 
benefits, limitations, and exclusions, are set forth on your policy form. 
Any policy Philadelphia Indemnity Insurance Company offers to issue will 
be subject to the laws of the jurisdiction in which it is issued. Philadelphia 
Indemnity Insurance Company may (1) not be able to offer this coverage 
in all states and (2) elect at its sole discretion not to offer or quote 
any specific benefit amount or risk. Please contact your agent or local 
administrator for the availability of coverage in your state. 
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Accident Medical Benefit Limitations and Excluded Expenses 
None of the following will be considered Covered Expenses unless coverage is specifically provided. 
1. Blood, blood plasma, or blood storage except expenses by a Hospital for processing or administration of blood. 
2. Cosmetic surgery or care, or treatment solely for cosmetic purposes, or complications therefrom. This exclusion does not apply to: 

a. Cosmetic surgery resulting from an accident, if initial treatment of the Covered Person is begun within 12 months of the date of the Accident; 
b. Reconstruction incidental to or following surgery resulting from a Covered Accident. 

3. Any elective or routine: treatment, surgery, health treatment, or examinations, including any service, treatment, or supplies that are (a) deemed by Us 
to be experimental or investigational; and (b) are not recognized and generally accepted medical practice in the United States. 

4. Treatment in any Veterans’ Administration, Federal, or state facility unless there is a legal obligation to pay. 
5. Services or treatment provided by persons who do not normally charge 

for their services, unless there is a legal obligation to pay. 
6. Rest cures or custodial care. 
7. Repair or replacement of: existing dentures, partial dentures, braces, or bridgework. 
8. Personal services such as television and telephone, or transportation. 
9. Expenses payable by any automobile insurance policy without regard to fault. 
10. Services or treatment provided by an infirmary operated by the Policyholder. 
11. Treatment of injuries that result over a period of time, such as blisters, tennis elbow, et al, that are a normal, 

foreseeable result of participation in the Covered Activity. 
12. Treatment or service provided by a private duty nurse. 
13. Repair or replacement of existing artificial limbs, eyes, and larynx. 
14. Treatment of hernia of any kind. 
15. Treatment of injury resulting from a condition that a Covered Person knew existed on the date of a Covered Accident, unless we have received a 

written medical release from their Physician. 
 

Additional Exclusions and Limitations 
In addition to any benefit-specific exclusions, benefits will not be paid for any Covered Injury or Covered Loss which, directly or indirectly, in whole or in 
part, is caused by or results from any of the following unless coverage is specifically provided for by name in the Description of Benefits Section: 
1. Intentionally self-inflicted Injury, suicide, or any attempt thereat while sane or insane; 
2. Commission or attempt to commit a felony or an assault; 
3. Commission of or active participation in a riot or insurrection; 
4. Bungee  jumping,  parachuting,  skydiving,  parasailing,  hang-gliding; 
5. Declared or undeclared war or act of war; 
6. Flight in, boarding, or alighting from an Aircraft or any craft designed to fly above the Earth’s surface, except as a fare-paying passenger on a regularly 

scheduled commercial or charter airline; 
7. Travel in or on any off-road motorized vehicle except a golf cart or any other vehicle We specifically agree to cover not requiring licensing as a motor vehicle; 
8. Participation in any motorized race or contest of speed; 
9. An accident if the Covered Person is the operator of a motor vehicle and does not possess a valid motor vehicle operator’s license, except while 

participating in Driver’s Education Program; 
10. Sickness, disease, bodily or mental infirmity, bacterial or viral infection, or medical or surgical treatment thereof; except for any bacterial infection 

resulting from an accidental external cut or wound or accidental ingestion of contaminated food; 
11. Travel or activity outside the United States, Canada, or Mexico; 
12. Travel in any Aircraft owned, leased, or controlled by the Policyholder or any of its subsidiaries or affiliates. An Aircraft will be deemed to be “controlled” 

by the Policyholder, if the Aircraft may be used as the Policyholder wishes for more than 10 straight days, or more than 15 days in any year; 
13. The Covered Person’s intoxication as determined according to the laws of the jurisdiction in which the Covered Accident occurred; 
14. Voluntary ingestion of any: narcotic, drug, poison, gas, or fumes; unless prescribed or taken under the direction of a Physician and taken in accordance 

with the prescribed dosage; 
15. Injuries compensable under Workers’ Compensation law or any similar law; 

We will not pay benefits for: 
16. Services or treatment rendered by a Physician, Nurse, or any other person who is: 

a. Employed or retained by the Policyholder; 
b. Providing homeopathic, aroma-therapeutic, or herbal therapeutic services; 
c. Living in the Covered Person’s household; 
d. Who is a parent, sibling, spouse, or child of the Covered Person; 

17. Any Hospital Stay or days of a Hospital Stay that are not appropriate for the condition and locality. 
18. A Covered Person’s Covered Loss if: 

a. He was driving a private passenger automobile at the time of the Covered Accident that resulted in the Covered Loss; and 
b. He was intoxicated, as that term is defined by the law of the jurisdiction in which the Covered Accident occurred. 
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VOLUNTEER ACCIDENT INSURANCE 
Program Highlights 
Accident Medical Expense Benefit Maximum - $100,000 for U&C expenses 
Deductible  - $0 
Benefit Period - 52 weeks 
Plan Type - Full Excess 

Customer Information 

 
Accidental Death Benefit - $25,000 
Accidental Dismemberment Benefit Maximum - $50,000 
Accidental Paralysis Benefit Maximum - $50,000 
AD&D and Paralysis Aggregate - $500,000 per Accident 

Name of Customer Contact    

Phone Number E-mail Address   

Address     

City, State, Zip    

Agent Information 
Agency Agency                                                   Contact                                                   Name   

Phone Number E-mail                                                                                                               Address   

Address PHLY                                                    Producer                                                    Number    

City, State, Zip     

Participant Information 
Requested effective date Total number of volunteers annually     
Do you currently have accident coverage?  

Yes No  
Of the total, number that volunteer only one day per year    

If yes, provide a copy of your current policy’s schedule page along with the last 3 years of premium and loss history. 

 
Total Annual Premium 

 

      
        

        

 
 

Minimum Premium is $300. Minimum Policy Premium is fully earned and non-refundable. This program is available for insureds with up to 300 volunteers 
annually. Please e-mail info@ajfusa.com for a quote if the insured has more than 300 volunteers annually. 

Signature 
I have read the Accident Insurance Program brochure. The information on this form is true and complete to the best of my knowledge. I understand that 
coverage will not go into effect until this form is received and accepted by underwriting. 

Form completed by Title    

Signature    

Date     
 

To obtain coverage, please return form to: 
The Allen J. Flood Companies, Inc. 2 
Madison Avenue 
Larchmont, NY 10538 

 
 

E-mail: info@ajfusa.com 
Phone:    800.734.9326 
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