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QBE Insurance Corporation 

Proof of Loss Accident Claim Form 
Mail/Fax/Scan to CIMA

2750 Killarney Drive, Suite 202 
Woodbridge, VA  22192-4124 

Phone Toll free

703.739.9300 800.468.4200
Fax E-mail

703.739.0761 volunteers@cimaworld.com
Claims 
administered by 

Health Special Risk, Inc.  
Carrollton, TX 

Check one  CNS/RSVP (MHH010302)  CNS/SCP  CNS/FGP 
 VIS (MHH010303)  CRASVP (MHH010304)  WRVP (MHH010305) 

Court Referred Alternative Sentencing  Work Release 

Caution Any person who, knowingly and with intent to defraud, or help commit 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/or civil penalties. Residents of the following states please see reverse side: California,
Colorado, District of Columbia, Florida, New York, Tennessee, Texas and Virginia.

Instructions The policy is Full Excess only. 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. 
When you receive their Benefits Statements (Explanation of Benefits or EOB) send it to us along with 
itemized bills. 

Part I – Must be completed by the Sponsoring Organization. 
Part II – Must be completed by the Volunteer/Patient.

 Send copies of itemized bills showing provider’s name, address, tax ID number, diagnosis and 
procedure codes. 

 Attach Explanation of Benefits, additional bills with record of payment or denial from primary 
insurance carrier, including any Medicare payment records. 

Part I – 
Sponsoring
Organization 
Report 

Name of Sponsoring Organization Sponsoring Organization code 
           
Address City State Zip code
                      
Sponsoring Organization's email Sponsoring Organization contact Phone Fax 

Last name of Volunteer First name of Volunteer Social security number Date of birth Sex 

 M  F 
Nature of injury (describe fully, indicating what part of body was injured – e.g. broken arm, sprained ankle, etc.) 
Must be a bodily injury due to accident 

Describe how the accident occurred – provide all details and attach a separate sheet if necessary 

Describe activity Volunteer was engaged in at the time of accident 

Date of accident Place of accident Time of accident First treatment date 

 AM  PM 
Name and title of person supervising volunteer activity List anyone present at the 

time of the accident 
Was he or she a witness? 

 Yes  No 
Please indicate to whom payments are to be made 

Signature of authorized Sponsoring Organization’s representative Title Date 
X

County of Riverside Risk Management CARIVE9

PO Box 1210 Riverside CA 92502-1210
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Part II –
to be completed 
by Volunteer

Please attach bills and/or Medicare Explanation of Benefits
Note Without a complete answer to these questions, your claim cannot be processed

Affidavit

Authorization 
to release 
information

Payment 
authorization

Volunteer’s signature Date
X

California and 
Texas residents
Colorado 
residents

District of 
Columbia 
residents

Florida 
residents
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New York 
residents

Tennessee 
residents

Virginia 
residents




