
VOLUNTEER LABOUR 
GBG ACCIDENTAL DEATH 

Adventist Risk Management, Inc. 
12501 Old Columbia Pike - Silver Spring, MD 20904 

TEL : 1(888) 951-4ARM (4276) |  FAX : (301) 453-7060 
E-MAIL: claims@adventistrisk.org

HOW TO FILE A CLAIM 

1. Complete all items on the attached claim form.

2. Attach the following documents:
• Letter from church pastor, head elder or conference employee verifying accident occurred while volunteer

was participating in a scheduled, sponsored and supervised volunteer activity, or traveling to or from 
such activity. 

• Certified copy of death certificate (Required for all claims)
• Certified copy of all documents supporting claimant’s authority (e.g., Letters Testamentary, Letters of

Administration, Guardianship Papers, etc.,) 
• Copies of all police reports, newspaper articles, etc. describing accident

3. Send the completed and signed claim form and all required documents to:

Adventist Risk Management, Inc. 
12501 Old Columbia Pike
Silver Spring, MD 20904 

Email:claims@adventistrisk.org 
TEL: 1 (888) 951-4ARM (4276)

Fax: (301) 453-7060 

4. Retain a copy for your records.

YOU WILL BE CONTACTED BY A CLAIM ADJUSTER IF ADDITIONAL INFORMATION OR DOCUMENTATION IS REQUIRED. 



Accidental Death
Claimant’s Statement 

(Please print – Attach separate sheet if additional space required) 

INSURED PARTY INFORMATION 

Insured’s Name_______________________________________   NI. _____-_____-_____ Date of Birth ___/____/____ Marital Status _____ 

Insured’s Address____________________________________________________________________________________________________ 

Name and address of last employer _____________________________________________________________________________________ 

Policy Number (Required)__________________________     Insured’s Occupation (at time of death) ________________________________ 

Did the insured have any other accident or life insurance? _________           If yes, please list all companies, policy numbers and insurance 

amounts:_____________________________________________________________________________________________________________ 

CLAIM INFORMATION 

Date of accident ______/_______/______ Time and place accident occurred______________________________________________________ 

Please describe in detail the circumstances of accident (attach separate sheet if needed): __________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

Was the accident related to the Insured’s occupation? ___________________ If so, how? __________________________________________ 

Please describe the cause of the Insured’s death: ____________________________________________________________________________ 

Please list the names and addresses of all treating doctors and hospitals:______________________________________________________ 
______________________________________________________________________________________________________________________ 

Did police or other authorities investigate the accident? ____  If yes, please provide name, address and telephone number of all investigating 

officers and agencies: _______________________________________________________________________________________ 

Was an autopsy performed?______ If  yes, please provide name and address of Medical Examiner__________________________________ 
______________________________________________________________________________________________________________________ 

Was a coroner’s inquest held? _______If yes, what was the determination?______________________________________________________ 

CLAIMANT INFORMATION 

Claimant’s Name______________________________________________________ Age_______ Relationship to Insured_______________ 

Claimant’s Address______________________________________________________________  Tel. (H)____________________________ 
______________________________________________________________________________   Tel. (W)____________________________ 

Claimant’s email address___________________________________ 

In what capacity are you making this claim? __ Beneficiary __ Executor* __ Administrator* __ Guardian* __Trustee* ___Assignee* 

*Please provide a certified copy of all documents supporting your authority (e.g., Letters Testamentary, Letters of Administration, etc.)

I authorise any insurance company, doctor, hospital or other healthcare provider, or any other organisation, institution or person that may have records, 
documents or knowledge regarding the insured party to release any information requested regarding this claim and the loss reported. I understand this 
information will be used by the Chubb Group of Insurance Companies, NAHGA Claim Services, Adventist Risk Management (“ARM”), Global Benefits 
Group (“GBG”) or its authorised representatives, for the purpose of evaluating and determining coverage for this claim. I know I have a right to receive a 
copy of this authorisation upon request and agree that a photographic or facsimile copy of this authorisation is as valid as the original. I agree that this 
authorisation shall be valid for the duration of this claim. 

I understand that any person who knowingly and with intent to defraud or deceive any insurance company files a claim containing any materially false, 
incomplete or misleading information may be subject to prosecution for insurance fraud.  

SIGNED (Claimant or authorised person) ___________________________________________________________ DATE ____/____/____



IMPORTANT NOTICE 

Notice to Alaska Claimants: A person who 
knowingly and with intent to injure, defraud, or 
deceive an insurance company files a claim containing 
false, incomplete, or misleading information may be 
prosecuted under state law.

Notice to Arizona Claimants: 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.

Notice to Arkansas Claimants: 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.

Notice to California Claimants: 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.

Notice to Colorado Claimants: 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 many 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.

Notice to Delaware Claimants: Any person who 
knowingly, and with intent to injure, defraud or 
deceive any insurer, files a statement or claim 
containing any false, incomplete, or misleading 
information is guilty of a felony.

Notice to District of Columbia Claimants: 
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.

Notice to Florida Claimants: 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.

Notice to Idaho Claimants: Any person who knowingly, 
and with intent to defraud or deceive any insurance 
company, files a statement containing any false, 
incomplete, or misleading information, is guilty of a 
felony.

Notice to Indiana Claimants: 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.

Notice to Kentucky Claimants: 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.

Notice to Maine Claimants: 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.

Notice to Maryland Claimants: Any person who 
knowingly and willfully presents a false or fraudulent 
claim for payment of a loss or benefit or who knowingly 
and willfully presents false information in an application 
for insurance is guilty of a crime and may be subject to 
fines and confinement in prison.

USA-specific information.



IMPORTANT NOTICE 

Notice to Minnesota Claimants: A person who 
submits an application or files a claim with intent to 
defraud or helps commits a fraud against an insurer is 
guilty of a crime.

Notice to New Hampshire Claimants: Any person 
who, with a purpose to injure, defraud 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.

Notice to New Jersey Claimants: Any person who 
knowingly files a statement of claim containing any 
false or misleading information is subject to criminal 
and civil penalties.

Notice to New Mexico Claimants: 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 civil fines and 
criminal penalties.

Notice to New York Claimants: 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.

Notice to Ohio Claimants: Any person who, with the 
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.

Notice to Oklahoma Claimants: WARNING: 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.

Notice to Oregon Claimants: Any person who, 
knowingly and with intent to defraud an insurance 
company or other person, submits an application or 
files a claim for insurance that contains any 
materially false information relating to an insurance 
company’s acceptance of risk, or conceals for the 
purpose of misleading, information concerning any 
fact material to an insurance company’s acceptance 
of risk, may be guilty of a fraudulent act, which is a 
crime.

Notice to Pennsylvania Claimants: 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.

Notice to Virginia Claimants: It is a crime to 
knowingly provide false, incomplete or misleading 
information to an insurance company for the purpose 
of defrauding the company. Penalties include 
imprisonment, fines and denial of insurance benefits.

Notice to Claimants in all other states: Any person 
who knowingly and with intent to defraud or deceive 
any insurance company files a claim containing any 
materially false, incomplete or misleading 
information may be subject to prosecution for 
insurance fraud.
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