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Hobart and William Smith Colleges – Center for Global Education
Faculty Director’s Responsibilities for HWS Programs
Thank you for your willingness to lead a Center for Global Education program on behalf of Hobart and William
Smith Colleges. Successful programs are dependent upon the skill and dedication of the Faculty Director, and
being the Faculty Director of an off-campus program involves responsibilities beyond those of teaching a
course. You are asked to read the following guidelines related to your responsibilities as a Faculty Director. If
there are any points that you wish to discuss prior to departure please contact Thomas D’Agostino, Dean of
Global Education. Please return a copy of the document with your signature to the CGE Office (Trinity Hall 3rd
floor) to indicate that you accept these responsibilities as outlined.
Your responsibilities will be to direct the Program and teach a course(s) as determined in advance in
consultation with staff of the Center for Global Education.
In connection with directing the Program, your responsibilities will include the following:
1) Program Recruitment
In partnership with the Center for Global Education, the Faculty Director is responsible for the active
recruitment of students into the program before the application deadline. This will include attendance and
participation at recruitment meetings organized by the CGE and organizing recruitment meetings of your own;
distributing promotional materials and publicizing the program in your or your colleagues’ classes; and serving
as a program contact in answering student and faculty inquiries about program details.
2) Health and Well-being
The Faculty Director is responsible for safeguarding the health and well-being of students enrolled in the
Program through responsible management and prudent judgment. This includes assuming the specific duties
and obligations as set forth in Schedule A which is incorporated and made a part hereof.
3) Academics
The Faculty Director is responsible for oversight of the academic content of the program, including supervising
the work of adjunct faculty and ensuring that they are fully instructed on appropriate teaching practices. Points
to be emphasized to adjunct faculty include the following:
a. A complete written syllabus showing readings and other required work, a schedule of class meetings and
assignments, course requirements, expectations for student attendance and performance in class, and
procedures for evaluating student work and computing their final grades must be distributed within the
first week of class.
b. Procedures for evaluating student work and computing their final grades should include, for example,
the number and type of papers, presentations, projects, exams, and other work; expectations for
attendance and class participation; and the weight assigned each in the calculation of the final grade.
c. Except for illness (medical proof of which may be required), students should be expected to attend all
classes and participate in all other assigned activities.
d. HWS policy on the total number of scheduled class hours for a regular term course (170 minutes per
week for a 14-week semester) must be made clear and observed.
e. Final grading must be discussed with the instructor prior to leaving the country so that the Faculty
Director and Hobart and William Smith Colleges can be confident that appropriate standards have been
maintained. Ideally the grades should be submitted at that time, but if this is not feasible a specific
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timetable for submission must be agreed upon. It is particularly important that grades in courses taught
by adjunct faculty be submitted in a timely manner. The Faculty Director is responsible for ensuring that
all grade reports are submitted to the HWS Registrar’s Office as soon as possible after the completion of
the Program.
4) Student Registration
The Faculty Director is responsible for assisting students with registration procedures for the following
semester. If the group will be away on a program-related activity and without internet access at the time of
registration, the Faculty Director must contact the CGE and the Registrar’s Office to discuss alternative
arrangements to ensure students are able to register in a timely way.
5) Academic and Social Discipline
The Faculty Director is responsible at all times for student academic and social discipline within the Program.
Students are understood to be subject to the academic and social codes of conduct of HWS and the conditions
detailed in the “Behavior Standards Agreement” (signed by each student as a condition of Program
participation) and to be subject to institutional discipline when in violation of those codes. In the event a student
fails to meet any of these conditions, the Faculty Director will ordinarily immediately consult with the Dean of
Global Education and the appropriate HWS Dean. In collaboration with the CGE, the Office of Campus Life,
and the appropriate Dean, the Faculty Director has the authority to require the withdrawal and return home of
any student who violates the “Behavior Standards Agreement,” the HWS academic or social regulations, or
local criminal laws; engages in conduct that could bring the Program into disrepute; engages in disruptive
behavior; threatens their own health and well-being or the health and well-being of other students; or
undermines the Faculty Director’s authority in rightful pursuit of the Faculty Director’s responsibilities. A
student who has been found in violation of program standards may appeal their removal from a program by
submitting a letter of appeal to the Provost and Dean of Faculty within 24 hours of receiving notification about
removal from the program. Upon receiving an appeal the Provost and Dean of Faculty will consult with relevant
staff and program participants, as needed, and render a decision. The ruling of the Provost and Dean of Faculty
will be final.
6) Student Housing
The Faculty Director is responsible for general oversight of all student housing arrangements. The Faculty
Director is responsible for providing the Center for Global Education at HWS a complete list of student
addresses and contact numbers (as well as their own address and telephone number) as soon as possible upon
arrival.
7) Social Activities and Excursions
The Faculty Director is responsible for general oversight of all program-related activities and excursions. The
Faculty Director, or a designate clearly identified to students as the Faculty Director’s surrogate, is expected to
accompany students on all formally sponsored group academic and social excursions.
8) Emergency Contact Info and Student Whereabouts
The Faculty Director is responsible for ensuring that students know how to contact the Faculty Director or a
designate at all times and for being generally available to students for consultation and in case of emergencies.
The Faculty Director is also responsible for knowing each student’s whereabouts at all times, including travel
plans over weekends and breaks. This should include a clear sign-out policy for which all students are held
responsible. It should be possible to report on the expected whereabouts of every student for whom the Faculty
Director is responsible at all times.
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9) Budget
In partnership with the Dean of Global Education, the Faculty Director is responsible for the development of the
program budget. A standard budget worksheet is used to generate the appropriate budget line items for the
development and maintenance of the program from start to finish. The Faculty Director is responsible for
oversight of all Program funds and expenditures against the budget, including notifying the Dean of Global
Education in the event of the need for authorization of any extraordinary expenditure. An expense log is
provided, and accurate records of expenses should be kept, along with supporting receipts whenever possible,
and submitted with the final report. The Faculty Director is expected to prepare and submit a final fiscal report
within three weeks of the end of the program.
10) Course and Program Evaluations
Evaluations for the course(s) taught by the Faculty Director as part of semester-long study abroad programs will
be administered online through the same process as is used for on-campus courses.
The CGE will email a link to an online overall program evaluation to students near the end of the program and
will let the Faculty Director know that this has been done. This evaluation asks students for general feedback on
their courses but is not as detailed as the specific course evaluation. Please remind students to complete these
evaluations. A report based on the program evaluation feedback will be provided to the Faculty Director after
program grades are in.
11) Final Report
The Faculty Director is responsible for submission of a final written narrative report within three weeks of
completion of the Program. The report should include both a full description and a comprehensive evaluation
of the Program. Some of the elements to include are:
a. A statement of the goals and objectives for the Program.
b. An evaluation of the courses, including those taught by adjunct faculty.
c. A summary of excursions, guest lecturers and speakers, visits, and other special events, and an
assessment of their value relative to Program goals and objectives.
d. An evaluation of student responses to various aspects of the Program – housing/homestay experience,
meals, classes, excursions, group dynamic, etc.
e. An assessment of services provided by host institutions and/or contractual agents.
f. Suggestions for future Program Directors: What worked? What did not work? What improvements
would you make?
g. A record of any significant medical problems or other unexpected difficulties, including any disciplinary
problems and actions taken.
h. A list of possible contacts for future Programs.
i. An overall assessment of the Program, relative to its goals and objectives.
12) Additional Responsibilities
a. The Faculty Director is responsible for ensuring that students are met upon their arrival by the Faculty
Director or a formal designate and that students are advised before departure of all arrival protocols and
arrangements.
b. The Faculty Director should inform the Center for Global Education immediately of any students who
fail to report on the assigned date or of any students whose travel plans are known to be disrupted.
c. Students should be informed about how to contact the Faculty Director and whom to contact for
immediate emergency assistance at all times.
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d. The Faculty Director should compile a list of all local emergency numbers as soon as possible upon
arrival, including those of doctors, police or other civil authorities, embassy and consular offices, and
administrative officers of host institutions. In addition, the Faculty Director should compile a list of
contact numbers for all of the students participating in the program. The CGE will provide the Faculty
Director with phone numbers and email addresses for individuals to contact for each student in the event
of an emergency.
e. The Faculty Director is responsible for managing any medical and other emergency situations that may
occur. The Faculty Director should be familiar with emergency procedures and how to utilize the CISI
insurance all program participants have to locate medical doctors and facilities.
f. The Faculty Director should be aware of contingency fund policies and under what circumstances these
funds may be used.
g. The Faculty Director should be aware of HWS alcohol and drug policies and be aware of, and sensitive
to, the laws of the host country regarding alcohol consumption and illegal drug use.
h. The Faculty Director is responsible for making reasonable accommodation(s) for a student with
documented special needs or a disability.
i. The Faculty Director must be aware of and understand HWS Title IX policies and all other relevant
policies related to racial or other discriminatory harassment and take appropriate action, in consultation
with HWS officials, if a complaint is made.
13) In the Event of an Emergency
The Faculty Director is authorized, in the event of an individual or group emergency, including a medical,
natural, or national emergency, to act with the full authority of Hobart and William Smith Colleges to take
prompt action to strive to ensure the safety and well-being of all students. The Faculty Director should advise
the Dean of Global Education at HWS immediately of any threat of political or civil disturbance or possible
natural threat and will coordinate with the CGE and with representatives from CISI (and its affiliate DrumCussac/Crisis24) to promptly implement a plan that will strive to ensure the safety and security of the group. To
the fullest extent possible any communication to parents should be vetted by the Dean of Global Education and
appropriate campus officials to ensure consistency of message. The “Emergency Procedures and Evacuation
Guidelines” developed by the CGE should be reviewed in advance of the Program and followed during the
course of the Program.
14) Indemnification
This letter further confirms for you that Hobart and William Smith Colleges agree to indemnify and hold you
harmless from and against any losses, liabilities, damages, claims, and expenses incurred by you or asserted
against you as a result of actions taken by you within your scope of employment with Hobart and William
Smith Colleges while serving as Faculty Director of this Program. This agreement applies so long as you
comply in good faith with the terms and conditions of this Agreement and your actions are in good faith and in
the reasonable belief that you are acting in the best interest of Hobart and William Smith Colleges in your
capacity as Faculty Director and provided you give Hobart and William Smith Colleges prompt written notice
upon your becoming aware of a potential or threatened claim or if a claim is interposed.
I acknowledge and agree to the responsibilities and duties described above.
Faculty Director
Name:

__________________________

Signature:

Date: __________________________

_______________________
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Schedule A
The Faculty Director is obligated to perform the following duties:
1.

Immediate notification to the CGE is warranted when:
a.
b.
c.
d.
e.
f.
g.
h.

2.

Notification is warranted when:
a.
b.
c.

3.

Activities will exceed the program budget by 5% or more
The Faculty Director receives an inquiry from the local press
A student or employee falls ill or is injured and requires medical attention (nonemergency)

Records to Keep:
a.
b.
c.
d.
e.
f.
g.
h.
i.

4.

An incident occurs involving death, serious injury, or hospitalization
Faculty or staff want to terminate the program early due to civil unrest, terrorism, or
hazardous conditions
A disciplinary matter may result in sending a participant back to the US
An allegation of racial, sexual, or discriminatory harassment of any kind is made
There is suspicion of theft or embezzlement
An official notice (subpoena, warrant) from the local jurisdiction is received
The program receives notice that litigation has been threatened or filed
An incident occurs that might trigger insurance coverage

Documentation that students and staff attended orientation sessions (See 4 below)
Accident and incident reports and any investigation notes
Notes regarding any student behavioral or disciplinary issue
Contracts with external contractors, specialists, and professionals
Insurance policies
Foreign facility inspection and maintenance checklists
Premises and equipment inspection and repair records
Receipts and accounting documenting all program-related expenditures
Student Travel and Medical Expenses Incurred forms

Provide Orientation to Participants Covering the Following Topics:
a.
b.
c.
d.
e.
f.
g.
h.

Cultural, safety, and other issues
How faculty and staff roles abroad may differ from roles at home
The duties of on-site faculty members and foreign staff
Daytime and after-hours contact information for key personnel
Crisis management, including a review of the “Emergency Procedures and Evacuation
Guidelines” developed by the CGE
Travel procedures, methods, and processes and the risks associated with travel
Excursion procedures and requirements
Responding to and reporting student complaints during the program, including incidents
of crime and harassment
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i.
j.
k.
l.
m.
n.
o.

Codes of behavior for staff and students, addressing such issues as fraternizing,
consuming alcohol, and conduct during “free time”
Review of the relevant laws of the country, legal sanctions, and response to legal
problems
Review of personal safety issues
Housing rules, including safety and security measures
Communicating with Hobart and William Smith Colleges to give progress updates and
reports on significant injuries, medical issues, or incidents
Basic first aid procedures, medical and dental care facility locations, and claim
procedures
Incident reporting procedures

(REV. AUG21)
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Center for Global Education Behavior Standards Agreement

Program:___________________ Semester and year:___________

Living abroad differs significantly, academically and socially, from home campus life. Daily academic and social life may also
have a heightened intensity that comes with shared living accommodations, continuous interpersonal contact within our program,
being in an exciting and new location, and the rigorous demands of classes in a different university setting. Such exciting
challenges and daily demands require that a courteous, co-operative, and attentive attitude prevails. Concern and respect for
others combined with responsible and thoughtful judgments on how your actions will affect other members of the Program and
the community in which we will be living are expected standard conduct so as to ensure a quality academic term abroad,
maximum safety of each participant, and the protection of the rights of all participants and members of our host country.
Behavior that interferes with the rights of other individuals, the academic program, or violates the law of the country you are in is
in violation of this Behavior Standards Agreement. Behavior deemed unacceptable may, at the discretion of the on-site Program
Director, the Dean of Global Education at HWS or the appropriate Dean’s Office, subject the participant to disciplinary action,
including dismissal from the program.
Participants affirm and agree to abide by the following:
I will attend all required academic activities, including classroom sessions, walks, tours and so on, and turn in assignments on time.
I will abide by the stated rules of the residence in which I am housed, including the rules about when people not on our Program
are allowed into the residence, quiet hours, and local laws in regard to the use of alcohol. I will be respectful of all those with
whom I live and those who live near me.
Should I choose to avail myself of additional travel while the Program is in session, I will communicate my travel plans to the
Faculty Director or a representative of the Program (in cases with no specific Faculty Director). I will consider their advice and
understand that tardiness or absence in classes, excursions, or other program activities as a result of this travel is unexcused, is in
violation of the Behavior Standards Agreement, and is subject to disciplinary action.
I understand and will abide by the HWS International Travel Policy, specifically with regard to travel to areas deemed to be of
greater risk by the US Department of State. I agree not to travel to any such area between the start and end dates of my
program. The International Travel Policy may be found at:
https://www2.hws.edu/center-for-global-education/international-travel-policy/
I will neither use nor possess any illegal drug. Any quantity is prohibited, and no further warnings will be considered. Only
prescription drugs with a valid prescription will be allowed. I will not use non-prescription or prescription drugs recreationally
rather than for the medical purpose intended.
I will neither use nor possess firearms, explosives or other dangerous weapons, chemicals or substances or any other contraband.
I will not participate in harassment of any kind, including sexual harassment.
I will not participate in illegal activities of any kind.
I will conduct myself in public so as not to offend, by ordinary standards of common courtesy, my fellow participants or members
of the host country. This includes property damage, theft of property, abuse of alcohol or public drunkenness, or any other
behavior which directly impinges upon the rights of others.
I have read and agree to comply with the above guidelines
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List of Previous HWS Faculty Directors
Below is a list of HWS faculty who have led short-term programs in recent years. We encourage you to use
them as a resource.
January 2016
Panama - Jack Harris
Summer 2016
Guatemala - Brien Ashdown and Meghan Brown
Siberia - Kristen Welsh and Chris Lemelin
January 2017
Bali - Chris Hatch
Summer 2017
Cuba - Juan Liebana
Greece - Jim Capreedy
January 2018
Chile - May Farnsworth and Leslie Hebb
Summer 2018
Kenya – Keoka Grayson
January 2019
Ghana – Jack Harris
Summer 2019
Ecuador – May Farnsworth
Germany – Gabriella D’Angelo and Alysia Kaplan
India – Vikash Yadav
Siberia – David Galloway
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BUDGET WORKSHEET TEMPLATE
(Program Location) Summer 2020 Budget
Dates: XX/XX/XX to XX/XX/XX
Faculty Director: XXXXXXXX
Number of Participants: XX
Cost per Student: $ XXXXXX
Budget items
Faculty Airfare
Faculty Stipend
Faculty Accommodations
Institutional Charges
Student Accommodations
Office/Photocopying
Phone/Postage/Internet
Entertainment
Faculty Ground Transport
Student Transport
Guest Speakers
Excursions
Insurance (Faculty/Student)
On-Campus (Postage, Fed Ex)
Miscellaneous
Bank Fees
Visas

$
$
$
$
$
$
$
$
$
$
$
$
$
$
$

*
*
# (or *)
*
*
#
#
#
*
#
# (or *)
#
# (or *)
*
*

$ #
$ *

TOTAL EXPENSES
Contingency

$
$ #

GRAND TOTAL

$

* = Prepaid by invoice or separately
# = Funds deposited into Community Bank account for Faculty Director use for program expenses (Total
=XXXXX)
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Your name: _______________________

DAILY EXPENSE LOG
Expense
#

Date

Local
currency
and
amount

Amount
in U.S.
dollars

Description

Program location: __________________

Faculty
Lodging

Faculty
Transport

Student
Lodging

Student
Transport

Group
Meals

Excursions:
entrance fees,
etc.

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□
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Your name: _______________________

DAILY EXPENSE LOG
Expense
#

Date

Local
currency
and
amount

Amount
in U.S.
dollars

Description

Program location: __________________

Phone/
postage/
email

Entertainment

Office
supplies/
copies

Equipment

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

12

Contin- Other/
gency
Misc
fund
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14

15

16

17
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Center for Global Education

Travel Form
This form is for students who plan to travel outside the host city while studying abroad. Students
must complete this form for each trip and give it to the Faculty Director prior to their departure.

Name: _______________________________________________________________________
Address in host country: _________________________________________________________
Phone number in host country: ____________________________________________________
Departure date/time: ____________________

Return date/time: _____________________

Destination (city and country): ____________________________________________________
Mode of transport: ______________________________________________________________
Flight number/details, train/bus itinerary, etc.: ________________________________________
_____________________________________________________________________________
Traveling companion(s): _________________________________________________________
Address/Phone at destination (name of hotel/hostel or host you are staying with): ____________
_____________________________________________________________________________
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Center for Global Education

Incident Report Form
This form is for Faculty Directors to document incidents (accidents, altercations, etc.)
involving students participating in a Center for Global Education off-campus program.
INCIDENT DESCRIPTION
Name of Program: ________________________________

Today’s Date: ________________

Time, Date and Location of Incident/Accident: _________________________________________________
Nature of Incident: _______________________________________________________________________
Name of Student(s) involved: ______________________________________________________________
1. How, when and from whom did you hear about the incident?

2. Was medical attention offered to the student? Yes/No If no, why not?

Did the student accept the offer to seek medical attention? Yes/No If no, why not?

If yes, where was the student taken? (name and address of hospital and attending physician):

What was the result?

3. Was the student offered assistance or encouraged to report the incident to local authorities? Yes/No If no, why not?

Did the student accept the offer to contact authorities? Yes/No If no, why not?

If yes, what office was contacted? (name and address of police station or consulate). What was the result?

COMMUNICATION
1. Who reported the incident to the Center for Global Education and who responded from CGE? When? How?
2. Who reported the incident to student’s family or guardian? When? How?
Follow up information should also include dates, times, persons contacted, actions taken, additional phone or contact numbers. Append such
notes to a final report, keep them on file and forward to CGE.
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Center for Global Education

Medical Expenses Incurred

To the Faculty Director: please fill out a form for each student who incurs medical expenses
while abroad if these are paid out of program funds. This information will be used by the CGE to
invoice the students upon their return. Please make sure that there is both a receipt and an
itemized invoice for each expense. The students will not be able to claim these expenses back
from CISI without these. Please attach all receipts/invoices to this form.

Faculty Director’s name: ……………………………………………………………….
Country where expenses were incurred: ………………………………………………..
Semester and year: ……………………………………………………………………..
Name of student: ……………………………………………………………………….

Date expense
incurred

Dr. or hospital name and
address

Amount
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Method of payment

APPLYING FOR A PASSPORT
The closest place to campus to apply for a passport is the Geneva Post Office located at 67 Castle
Street in downtown Geneva. YOU MUST CALL TO MAKE AN APPOINTMENT! (315) 7890922
Passport applications hours at Geneva Post Office
Mon-Fri

9:00am - 2:00pm

Sat

9:00am - 11:00am

Sun

Closed

Passport Application Information
•

Passports generally take anywhere from 2-10 weeks to be processed.

•

US Passport renewal can be done in person or by mail if within 15 yrs of a previous
application.

•

Make sure you have two forms of identification plus one copy of each form of ID.

•

The first IDs should prove U.S. Citizenship, such as a Certified Birth Certificate,
previous Passport, Naturalization Certificate, or Certificate of Citizenship.

•

The second ID must be current and valid, such as Driver's License, Government or
Military ID, Naturalization Certificate, or previously issued Passport.

•

You should have the appropriate passport application form printed and filled out. The
different forms can be found here - http://travel.state.gov/passport/forms/forms_847.html
Note that there are different forms for first-time applicants vs. those renewing their
passport.

•

You will need ONE official passport photo in color (2 in x 2 in) and this can be taken at
various drug stores like Rite-Aid or Walgreens. Look online for your nearest passport
photo location.

•

You will be required to pay a $110 application fee to apply for or renew passport plus a
$25 execution fee. These are two separate fees that must be paid separately. Call the post
office to find out what methods of payment they accept as it is very specific for
passports.

•

You can pay extra for expedited services if needed at an additional cost of $60.

•

You can find passport information here: http://travel.state.gov/passport/
22

World Class Coverage Plan
designed for

Hobart and William Smith Colleges
Programs Abroad Participants
2021-2022
Policy US1515470
Administered by: Cultural Insurance Services International • 1 High Ridge Park • Stamford, CT 06905-1322
Insurance Company: United States Fire Insurance Company

Team Assistance Plan

Schedule of Benefits

(7 days a week/24 hours a day)

(Per Insured Person)

Coverage and Services

• Accidental Death & Dismemberment

$10,000

• Sickness Medical Expense

$100,000 @ 100%

• Accident Medical Expense

$100,000 @ 100%
Up to $500

• Dental – Accident
• Mental Health Inpatient & Outpatient

Up to policy max

• Pre-Existing Conditions

Up to policy max

• Trip Interruption

100% of Trip Cost;
Up to $2,000

• Emergency Medical Family Reunion

Covered if hospitalized for
more than 3 consecutive days

• Repatriation of Mortal Remains
• Emergency Evacuation

OnCall Assistance

Maximum Limits per Occurrence

Up to $25,000
Up to $250,000

This program includes the following Services which are available to
You for and during Your Covered Trip:
• Pre-Trip Plan

• Coordination of Benefits

• Medical Monitoring

• Lost Luggage Assistance

• Prescription Replacement
Assistance

• Lost/Stolen Travel Documents
Assistance

• Emergency Travel Funds
Assistance

• 24/7 Emergency Travel
Arrangements

• Emergency Message
Forwarding

• Translator and Interpreter
Referral

• Return of Remains

• Legal Consultation & Referral

• Emergency Medical Evacuation

• Medical, Behavioral or Mental
Health, Dental and Pharmacy
Referrals

• Medical Repatriation

FOR FILING A CLAIM/CLAIM ASSISTANCE:
Mailing Address: Attention: Co-ordinated Benefit Plans, On Behalf of US Fire Insurance Company, P.O. BOX 26222 Tampa, FL 33623
E-mail your information to: Travelteam@cbpinsure.com • Phone: 866-224-4594 • Fax: 1-800-560-6340

FOR EMERGENCY 24-HOUR MEDICAL & TRAVEL ASSISTANCE:
OnCall Assistance
(7 days a week / 24 hours a day)
Phone: 877-714-8179 (within the United States and Canada) or 603-952-2660 (From all other locations) • E-mail: mail@oncallinternational.com

World Class Coverage Plan
designed for

Hobart-William Smith Colleges
Study Abroad

2021-2022
Policy # US1515470
Administered by Cultural Insurance Services International
Underwritten by United States Fire Insurance Company

mycisi.com
mycisi.com || 800.303.8120
800.303.8120

MEDICAL

EMERGENCY

SECURITY

Travel Protection Plan
Hobart-William Smith Colleges

SCHEDULE OF BENEFITS
Benefit Per Trip

Maximum Benefit Amount/Principal Sum

Part A – Travel Arrangement Protection
Trip Interruption ...................................................................................................................... 100% of Trip Cost; up to $2,000
Part B – Travel Insurance Benefits
Accidental Death & Dismemberment – 24-hour........................................................................................................... $10,000
Accident Medical Expense ................................................................................................................................ up to $100,000
Dental due to Accident ...................................................................................................................................... up to $500
Sickness Medical Expense ............................................................................................................................... up to $100,000
Emergency Medical Evacuation ........................................................................................................................ up to $250,000
Return of Remains .............................................................................................................................................. up to $25,000

Hobart-William Smith Colleges-Ed. 07/2021

United States Fire Insurance Company

Administrative Office: 5 Christopher Way,
Eatontown, NJ 07724
(Hereinafter referred to as “the Company”)
_________________________________________________
TRAVEL PROTECTION INSURANCE
Certificate of Insurance
This Certificate of Insurance describes all of the travel insurance benefits underwritten by United States Fire Insurance Company, herein referred to
as the Company. The insurance benefits vary from program to program. Please refer to the accompanying Confirmation of Benefits. It provides the
Insured with specific information about the program he or she purchased. The Insured should contact the Company immediately if he or she
believes that the Confirmation of Benefits is incorrect.
Signed for the Company,
Chairman and CEO,

Marc J. Adee
Insurance provided by this Certificate is subject to all of the terms and conditions of the Group Policy. If there is a conflict between the Policy and
Certificate, the Policy will govern.
TABLE OF CONTENTS
I. COVERAGES
II. DEFINITIONS
III. INSURING PROVISIONS
IV. GENERAL LIMITATIONS AND EXCLUSIONS
V. GENERAL PROVISIONS
VI. COORDINATION OF BENEFITS
SECTION I. COVERAGES
COVERAGE A
24-HOUR ACCIDENTAL DEATH AND DISMEMBERMENT
This Coverage A Benefit is provided only if shown as covered on the Confirmation of Benefits.
You are eligible for benefits 24 hours a day, up to the Maximum Benefit Amount shown when you sustain an Injury during the Covered Trip which
results in a Loss noted below within 180 days of the date of the Injury causing the Loss.
Benefits will be paid as follows:
Type of Loss
Loss of life
Loss of both feet
Loss of both hands
Loss of both eyes
Loss of one hand and one foot
Loss of one hand and one eye
Loss of one foot and one eye
Loss of one hand
Loss of one foot
Loss of one eye
Loss of thumb and index finger of the same hand

Benefit Amount
Principal Sum
Principal Sum
Principal Sum
Principal Sum
Principal Sum
Principal Sum
Principal Sum
Half of the Principal Sum
Half of the Principal Sum
Half of the Principal Sum
Quarter of the Principal Sum

Loss of hand or hands, or foot or feet, means severance at or above the wrist joint or ankle joint, respectively,
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Loss of eye or eyes means the total and irrecoverable loss of the entire sight thereof. Only one of the amounts shown above (the largest applicable)
will be paid for Injuries resulting from one accident.
The benefit for loss of: (a) two limbs; (b) both eyes; or (c) one limb and one eye is payable only when such loss results from the same accident.
The Principal Sum is shown in the Confirmation of Benefits.
EXPOSURE AND DISAPPEARANCE
If, while insured under this Coverage A, You are unavoidably exposed to the elements because of a covered accident and suffer a loss for which
benefits are payable under this Coverage A, such loss will be covered.
If, while insured under this Coverage A, You are in an accident resulting in the disappearance, sinking or damaging of an air or water conveyance on
which You are covered by this Coverage A, and if Your body has not been found within 52 weeks from the date of the accident, it will be presumed,
unless there is evidence to the contrary, that You suffered loss of life as a result of those Injuries.
COVERAGE B
ACCIDENT MEDICAL EXPENSE
This Coverage is provided only if shown as covered on the Confirmation of Benefits.
For purposes of this benefit:
“Covered Expense” means expense incurred for services and supplies: (a) listed below; and (b) ordered or prescribed by a Legally Qualified
Physician as Medically Necessary for diagnosis or treatment; which are limited to:
1. the services of a Legally Qualified Physician;
2. Hospital or ambulatory medical-surgical center services (this will also include expenses for a cruise ship cabin or hotel room, not already
included in the cost of the Insured’s Covered Trip, if recommended as a substitute for a hospital room for recovery of an Injury);
3. transportation furnished by a professional ambulance company to and/or from a Hospital; and prescribed drugs, prosthetics and
therapeutic services and supplies.
Benefits will be paid for the expense incurred, up to the Maximum Benefit Amount, if an Insured incurs a Covered Expense as a result of an
accidental Injury, which occurs during the Covered Trip. You must receive the initial Medical Treatment for the Injury within 30 days after the date of
the accident, which caused the Injury. All services, supplies or treatment must be received within the 52 weeks following the date of the accident.
Benefits will include expenses for emergency dental treatment due to accidental Injury not to exceed $500.00.
Benefits will not be paid in excess of the Usual and Customary Charges.
Advance payment will be made to a Hospital, up to the Maximum Benefit Amount, if needed to secure an Insured’s admission to a Hospital, because
of a covered accidental Injury. The authorized travel assistance company will coordinate advance payment to the Hospital.
NEW YORK MANDATES: Under New York Law, certain mandated benefits are required to be provided under a medical expense policy.
The Company will pay benefits as applicable to this program for such mandates.
The Maximum Benefit Amount is shown in the Confirmation of Benefits.
COVERAGE C
SICKNESS MEDICAL EXPENSE
This Coverage is made a part of the policy to which it is attached. It is subject to all policy provisions of this Coverage.
For purposes of this benefit:
“Covered Expense” means expense incurred for services and supplies: (a) listed below; and (b) ordered or prescribed by a Legally Qualified
Physician as Medically Necessary for diagnosis or treatment; which are limited to:
1. the services of a Legally Qualified Physician;
2. Hospital or ambulatory medical-surgical center services (this will also include expenses for a cruise ship cabin or hotel room, not already
included in the cost of the Insured’s Covered Trip, if recommended as a substitute for a hospital room for recovery of a Sickness);
3. transportation furnished by a professional ambulance company to and/or from a Hospital; and
4. prescribed drugs, prosthetics and therapeutic services and supplies.
Benefits will be paid for the expense incurred, up to the Maximum Benefit Amount, if You incur a Covered Expense as a result of Sickness, which
manifests itself during the Covered Trip. You must receive initial Medical Treatment for the Sickness within 30 days of onset of the Sickness. All
services, supplies or treatment must be received within the 52 weeks following the onset of the Sickness.
Benefits will include expenses for emergency dental treatment not to exceed $500.00.
TP-401 CRT
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Benefits will not be paid in excess of the Usual and Customary Charges.
Advance payment will be made to a Hospital, up to the Maximum Benefit Amount, if needed to secure an Insured’s admission to a Hospital, up to the
Maximum Benefit Amount, because of a covered Sickness. The authorized travel assistance company will coordinate advance payment to the
Hospital.
NEW YORK MANDATES: Under New York Law, certain mandated benefits are required to be provided under a medical expense policy.
The Company will pay benefits as applicable to this program for such mandates.
The Maximum Benefit Amount is shown in the Confirmation of Benefits.
COVERAGE D
TRIP INTERRUPTION
This Coverage D is made a part of the policy. It is subject to all the provisions of this Coverage D.
Benefits will be paid, up to the Maximum Benefit Amount, for the non-refundable, unused portion of the prepaid expenses for Travel Arrangements
and/or the Additional Transportation Cost paid to return home or rejoin the Covered Trip, when You are prevented from completing Your Covered
Trip due to:
1.

Death involving You or Your Traveling Companion or You or Your Traveling Companions Business Partner or Your Family Member;

2.

A covered Sickness or Injury involving You, Your Traveling Companion or Business Partner, or Your Family Member or Your Traveling
Companion which necessitates Medical Treatment at the time of cancellation and results in medically imposed restrictions, as certified by a
Legally Qualified Physician, which prevents an Insured’s participation in the Covered Trip;

Provided such circumstances occurred after Your Effective Date.
The combined maximum payable under this benefit is the lesser of: a) total cost of Your Covered Trip; or b) the total amount of coverage You
purchased.
The maximum payable under this benefit is the lesser of: a) total cost of Your Covered Trip; or b) the total amount of coverage You purchased
These benefits will not duplicate any benefits payable under the policy or any coverage(s) attached to the policy.
The Maximum Benefit Amount is shown in the Confirmation of Benefits.
COVERAGE E
EMERGENCY MEDICAL EVACUATION, MEDICAL REPATRIATION AND RETURN OF REMAINS
This Coverage E Benefit is provided only if shown as covered in the Confirmation of benefits.
When You suffer loss of life for any reason or incurs a Sickness or Injury during the course of a Covered Trip, the following benefits are payable, up
to the Maximum Benefit Amount.
1.

For Emergency Medical Evacuation: If the local attending Legally Qualified Physician and the authorized travel assistance company determine
that transportation to a Hospital or medical facility is Medically Necessary to treat an unforeseen Sickness or Injury which is acute or life
threatening and adequate Medical Treatment is not available in the immediate area, the Transportation Expense incurred will be paid for the
Usual and Customary Charges for transportation to the closest Hospital or medical facility capable of providing that treatment.
If You are in the Hospital for more than three consecutive days and Your dependent children who are under 18 years of age and accompanying
You on the Covered Trip, are left unattended, Economy Transportation will be paid to return the dependents to their home (with an attendant, if
considered necessary by the travel assistance company).
If You are traveling alone and is in the Hospital for more than three consecutive days and Emergency Evacuation is not imminent, upon Your or
of Your next of kin if You are incapacitated, benefits will be paid to transport one person, chosen by You, by Economy Transportation, for a
single visit to and from Your bedside.

2.

For Medical Repatriation:
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a)

If the local attending Legally Qualified Physician and the authorized travel assistance company determine that it is Medically Necessary for
You to return to Your place of permanent residence because of an unforeseen Sickness or Injury which is acute or life-threatening, the
Transportation Expense incurred will be paid for Your return to Your permanent residence via:
i) one-way Economy Transportation; or
ii) commercial upgrade, based on an Insured’s condition as recommended by the local attending Legally Qualified Physician and verified
in writing.
Transportation must be via the most direct and economical route.

b)

If the local attending Legally Qualified Physician and the authorized travel assistance company determine that it is Medically Necessary for
You to return to Your place of permanent residence for continued treatment of an unforeseen Sickness or Injury which is acute or lifethreatening, the Transportation Expense incurred will be paid for transportation to the Hospital or medical facility closest to Your permanent
place of residence capable of providing that treatment. Transportation must be by the most direct and economical route. Covered land or
air transportation includes, but is not limited to, commercial stretcher, medical escort, or the Usual and Customary Charges for air
ambulance, provided such transportation has been pre-approved and arranged by the authorized travel assistance company.

2.

For Return of Remains: In the event of Your death, the expense incurred will be paid for minimally necessary casket or air tray,
preparation and transportation of Your remains to Your place of residence or to the place of burial.

Benefits are paid less the value of Your original unused return travel ticket.
If benefits are payable under this Coverage G and You have other insurance that may provide benefits for this same loss, the Company reserves the
right to recover from such other insurance. You shall:
a) notify the Company of any other insurance;
b) help the Company exercise the Company’s rights in any reasonable way that the Company may request, including the filing and
assignment of other insurance benefits;
c) not do anything after the loss to prejudice the Company’s rights; and
d) reimburse to the Company, to the extent of any payment the Company has made, for benefits received from such other insurance.
The Maximum Benefit Amount is shown in the Confirmation of Benefits.
SECTION II. DEFINITIONS
“Additional Transportation Cost” means the actual cost incurred for one-way Economy Transportation by Common Carrier reduced by the value of an
unused travel ticket.
“Bankruptcy” means the filing of a petition for voluntary or involuntary bankruptcy in a court of competent jurisdiction under Chapter 7 or Chapter 11
of the United States Bankruptcy Code 11 L.S.C. Subsection 101 et seq.
“Business Partner” means an individual who (a) is involved in a legal general partnership with You and or (b) is actively involved in the day to day
management of Your business.
“Common Carrier” means any land, sea, and/or air conveyance operating under a valid license for the transportation of passengers for hire.
“Confirmation of Benefits” means the coverage confirmation provided to You following enrollment and payment of the applicable premium.
“Covered Trip” means scheduled trips, tours or cruises for which (a) coverage is requested; (b) the required premium is submitted prior to the
Scheduled Departure Date; (c) a scheduled trip of 90 days or less for which coverage is requested and the premium is paid.
“Economy Transportation” means the lowest published available transportation rate for a ticket on a Common Carrier matching the original class of
transportation that the Insured purchased for the Covered Trip.
“Family Member” means Your or a Traveling Companion’s: legal spouse (or common-law spouse where legal); legal guardian; son or daughter
(adopted, foster, step or in-law); parent (includes step or in-law); brother or sister (includes step or in-law); grandparent (includes in-law); grandchild;
aunt; uncle; niece; or nephew.
“Hospital” means a short-term, acute, general hospital, that:
(a) is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic services and therapeutic
services for diagnosis, treatment and care of injured or sick persons;
(b) has organized departments of medicine and major surgery;
(c) has a requirement that every patient must be under the care of a physician or dentist;
(d) provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.);
(e) if located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at least the standards set forth in
section 1861(k) of United States Public Law 89-97, (42 USCA 1395x[k]);
(f) is duly licensed by the agency responsible for licensing such hospitals; and
Is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the aged, a place for drug addicts,
alcoholics, or a place for convalescent, custodial, educational, or rehabilitative care.
“Injury” or “Injuries” means accidental bodily injuries: (a) received while insured under the Policy and any attached coverages: (b) resulting in loss
independently of sickness and all other causes: and (c) not excluded from coverage.
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“Insured” means the person(s) named on the enrollment form or Roster as the principal Participant, participant’s spouse or participant’s child.
Insured is also referred to as You or Your.
“Intoxicated” mean a blood alcohol level that equals or exceeds the legal limit for operating a motor vehicle in the state or jurisdiction where You are
located at the time of an incident.
“Legally Qualified Physician” means a physician or a Christian Science Practitioner (a) other than You, a Traveling Companion or a Family Member:
(b) practicing within the scope of his or her license: and (c) recognized as a physician in the place where the services are rendered.
“Maximum Benefit Amount” means the maximum amount payable for coverage provided to an Insured as shown in the Confirmation of Benefits.
“Medical Treatment” means treatment advice or consultation by a Legally Qualified Physician.
“Medically Necessary” means a service or supply which: (a) is recommended by the attending Legally Qualified Physician: (b) is appropriate and
consistent with the diagnosis in accord with accepted standards of community practice: (c) could not have been omitted without adversely affecting
Your condition or quality of medical care: (d) is delivered at the most appropriate level of care and not primarily for the sake of convenience: and (e)
is not considered experimental unless coverage for experimental services or supplies is required by law.
“Pre-Existing Condition” means the existence of symptoms in You, Your Traveling Companion, You or Your Traveling Companion's Family Member
that would ordinarily cause a prudent person to seek diagnosis, care or treatment within a 60-day period preceding the effective date of Your
coverage, or a condition for which medical advice or treatment was recommended by a Physician or received from a Physician within a 60-day
period preceding the effective date of Your coverage.
“Scheduled Departure Date” means the date on which You are originally scheduled to leave on the Covered Trip.
“Scheduled Return Date” means the date on which You are originally scheduled to return to the point of origin or the original final destination.
“Sickness” means an illness or disease that is diagnosed or treated by a Legally Qualified Physician after the effective date of insurance and while
You are covered under the Policy.
“Third Party” means a person or entity other than You or the Company.
“Transportation Expense” means: (a) the cost of conveyance of You and any medical personnel (if Medically Necessary): and (b) Medically
Necessary services or supplies.
“Travel Arrangements” means: (a) transportation: (b) accommodations: and (c) other specified services arranged by the Travel Supplier for the
covered trip.
“Traveling Companion” means a person or persons with whom a covered person has coordinated travel arrangements and intends to travel with
during the trip.
“Travel Supplier” means any entity or organization that coordinates or supplies travel services for You.
Usual and Customary Charges” means those comparable charges for similar treatment, services and supplies in the geographic area where
treatment is performed.
SECTION III. INSURING PROVISIONS
Insured’s Term of Coverage:
For all coverages: Coverage begins at the point and time of departure on the Scheduled Departure Date. Coverage ends at the point and time of
return on Your Scheduled Return Date.
In the event the Scheduled Departure Date and/or the Schedule Return Date are delayed, or the point and time of departure and/or point and time of
return are changed because of circumstances over which neither the Travel Supplier nor You have control Your term of coverage shall be
automatically adjusted accordance with the Travel Supplier’s notice to the Company of the delay or change.
SECTION IV. GENERAL LIMITATIONS AND EXCLUSIONS
Benefits are not payable for Sickness, Injuries or losses of You, Your Traveling Companion or Your Traveling Companion’s Family Member, or Your
Business Partner:
1.
2.
3.
4.
5.
6.
7.
8.

resulting from an act of declared or undeclared war;
while participating in maneuvers or training exercises of an armed service;
while riding, driving or participating in races, or speed or endurance contests;
while mountaineering (engaging in the sport of scaling mountains generally requiring the use of picks, ropes, or other special equipment);
while participating as a member of a team in an organized sporting competition;
while participating in skydiving, hang gliding, bungee cord jumping, scuba diving or deep sea diving;
while piloting or learning to pilot or acting as a member of the crew of any aircraft;
received as a result or consequence of being Intoxicated, as specifically defined in the policy, or under the influence of any controlled substance
unless administered on the advice of a Legally Qualified Physician;
9. to which a contributory cause was the commission of or attempt to commit a felony or being engaged in an illegal occupation;
10. due to normal childbirth, normal pregnancy through the first 6 months of pregnancy or voluntarily induced abortion;
11. for dental treatment (except as coverage is otherwise specifically provided herein);
12. which exceed the Maximum Benefit Amount for each attached coverage as shown in the Confirmation of Benefits: or;
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SECTION V. GENERAL PROVISIONS
Notice of Claim: Notice of claim must be reported within 20 days after a loss occurs or as soon as is reasonably possible. You or someone on
Your behalf may give the notice. The notice should be given to the Company or designated representative and should include sufficient information
to identify the Insured.
Claim Forms: When notice of claim is received by the Company or designated representative, forms for filing proof of loss will be furnished. If
these forms are not sent within 15 days, the proof of loss requirements can be met by sending a written statement of what happened. This
statement must be received within the time given for filing proof of loss.
Proof of Loss: Proof of loss must be provided within 90 days after the date of the loss or as soon as is reasonably possible. Proof must, however,
be furnished no later than 12 months from the time it is otherwise required, except in the absence of legal capacity.
Time of Payment of Claims: The Company or its designated representative will pay the claim after receipt of acceptable proof of loss.
Payment of Claims: Benefits for loss of life are payable to the Insured’s beneficiary. If a beneficiary is not otherwise designated by the Insured,
benefits for loss of life will be paid to the first of the following surviving preference beneficiaries:
a) the Insured’s spouse;
b) the Insured’s child or children jointly;
c) the Insured’s parents jointly if both are living or the surviving parent if only one survives;
d) the Insured’s brothers and sisters jointly; or
e) the Insured’s estate.
All or a portion of all other benefits provided by the Policy may, at the option of the Company, be paid directly to the provider of the service(s). All
benefits not paid to the provider will be paid to the Insured.
Other than for loss of life, if any benefit is payable to: (a) You or the Insured’s beneficiary who is minor or otherwise not able to give a valid release:
or (b) the Insured’s estate: the Company may pay up to $1,000 to the Insured’s beneficiary or any relative to whom the Company finds entitled to the
payment. Any payment made in good faith shall fully discharge the Company to the extent of such payment.
Physician Examination and Autopsy: The Company, at the expense of the Company, may have You examined when and as often as is
reasonable while the claim is pending. The Company may have an autopsy done (at the expense of the Company) where it is not forbidden by law.
Legal Actions: No legal action for a claim can be brought against us until 60 days after we receive proof of loss. No legal action for a claim can be
brought against us more than 1 year after the time required for giving proof of loss. This 1-year time period is extended from the date proof of loss is
filed and the date the claim is denied in whole or in part.
Concealment and Misrepresentation: The entire coverage will be void, if before, during or after a loss, any material fact or circumstance relating to
this insurance has been concealed or misrepresented.
Other Insurance with the Company: You may be covered under only one travel policy with the Company for each Covered Trip. If You are
covered under more than one such policy, You may select the coverage that is to remain in effect. In the event of death, the selection will be made
by the beneficiary or estate. Premiums paid (less claims paid) will be refunded for the duplicate coverage that does not remain in effect.
Subrogation: If the Company has made a payment for a loss under this coverage, and the person to or for whom payment was made has a right to
recover damages from the Third Party responsible for the loss, the Company will be subrogated to that right. You shall help the Company exercise
the Company’s rights in any reasonable way that the Company may request: nor do anything after the loss to prejudice the Company’s rights: and in
the event You recover damages from the Third Party responsible for the loss, the Insured will hold the proceeds of the recover for the Company in
trust and reimburse the Company to the extent of the Company’s previous payment for the loss.
Additional Claims Provisions Specific to Baggage
Insured’s Duties After Loss of or Damage to Property or Delay of Baggage: In case of loss, theft, damage or delay of baggage or personal effects,
and Insured must:
a) take all reasonable steps to protect, save or recover the property:
b) promptly notify, in writing, either the police, hotel proprietors, ship lines, airlines, railroad, bus, airport or other station authorities, tour operators
or group leaders, or any Common Carrier or bailee who has custody of Your property at the time of loss:
c) produce records needed to verify the claim and its amount, and permit copies to be made:
d) provide to the Company, within 90 days from the date of loss, a detailed proof of loss signed and sworn to: and
e) be examined, if requested.
Reductions in the Amount of Insurance: The applicable benefit amount will be reduced by the amount of benefits, if any, previously paid for any
loss or damage under this coverage for this Covered Trip.
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When used throughout this document “The Company”, “Our”, “We”, or “Us” means:

United States Fire Insurance Company

PRIVACY POLICY AND PRACTICES
The Company values your business and your trust. In order to administer insurance policies and provide you with
effective customer service, we must collect certain information about our customers. We want you to know that we are
committed to protecting your private information and we will comply with all federal and state privacy laws. Below is a
Privacy Notice describing our policy regarding the collection and disclosure of personal information. Please review this
Notice and keep a copy of it with your records.
Your Privacy is Our Concern
When you apply to The Company for insurance or make a claim against a policy written by The Company, you disclose
information about yourself to us. There are legal requirements governing the collection, use, and disclosure of such
information. The Company maintains physical, electronic, and procedural safeguards that comply with state and federal
regulations to guard your personal information. We also limit employee access to personally identifiable information to
those with a business reason for knowing such information. The Company instructs our employees as to the importance
of the confidentiality of personal information, and takes measures to enforce employee privacy responsibilities.
What kind of information do we collect about you and from whom?
We obtain most of our information from you. The application or claim form you complete, as well as any additional
information you provide, generally gives us most of the information we need to know. Sometimes we may contact you by
phone or mail to obtain additional information. We may use information about you from other transactions with us, our
affiliates, or others. Depending on the nature of your insurance transaction, we may need additional information about
you or other individuals proposed for coverage. We may obtain the additional information we need from third parties,
such as other insurance companies or agents, government agencies, medical personnel, the state motor vehicle
department, information clearinghouses, credit reporting agencies, courts, or public records. A report from a consumer
reporting agency may contain information as to creditworthiness, credit standing, credit capacity, character, general
reputation, hobbies, occupation, personal characteristics, or mode of living.
What do we do with the information collected about you?
If coverage is declined or the charge for coverage is increased because of information contained in a consumer report we
obtained, we will inform you, as required by state law or the federal Fair Credit Reporting Act. We will also give you the
name and address of the consumer reporting agency making the report. We may retain information about our former
customers and may disclose that information to affiliates and non-affiliates only as described in this notice.
To whom do we disclose information about you?
We may disclose all the information that we collect about you, as described above. We may disclose such information
about you to our affiliated companies, such as:
• Insurance companies;
• Insurance agencies;
• Third party administrators;
• Medical bill review companies; and
• Reinsurance companies.
We may also disclose nonpublic personal information about you to affiliated and nonaffiliated third parties as permitted by
law. You have a right to access and correct the personal information we collect, maintain, and disclose about you.
How to contact Us
You may obtain a more detailed description of the information practices prescribed by law by contacting us at the address
below. Remember to include your name, address, policy number, and daytime phone number.
Privacy Policy Coordinator
Fairmont Specialty
5 Christopher Way, 2nd Floor
Eatontown, New Jersey 07724

PRIVACY - USF

When used throughout this document “Company”, “Our”, “We”, or “Us” means:

United States Fire Insurance Company
GRIEVANCE PROCEDURES

When you submit a claim and that claim is denied, we will provide a written statement containing the reasons for the
Adverse Determination. You have the right to request a review of any Company decision or action pertaining to our
contractual relationship and to appeal any adverse claim determination we’ve made by filing a Grievance. These
procedures have been developed to ensure a full investigation of a Grievance through a formal process.
DEFINITIONS
A “Grievance” is a written complaint requesting a change to a previous claim decision, claims payment, the handling or
reimbursement of health care services, or other matters pertaining to your coverage and our contractual relationship.
An “Adverse Determination” is a determination by the Company or its designated utilization review organization that (i)
a service, treatment, drug, or device, is experimental, investigational, specifically limited or excluded by your coverage; or
(ii) a facility admission, the availability of care, continued stay or other health care services proposed or furnished have
been reviewed and, based upon the information provided, does not meet the contractual requirements for medical
necessity, appropriateness, health care setting, level of care or effectiveness and therefore, the benefit coverage is
denied, reduced or terminated in whole or in part.
INFORMAL GRIEVANCE PROCEDURE
You, your authorized representative, or a provider acting on your behalf may submit an oral complaint to us within 60-days
after an event that causes a dispute. Telephoning allows you to discuss your complaint or concerns and gives us the
opportunity to immediately resolve the problem.
If we don’t have all the information necessary to review your complaint, we will request any additional information within 5
business days of receiving your complaint. After we receive all the necessary information, we will provide you, your
authorized representative, or a provider acting on your behalf with our written decision within 30-days after receiving the
complaint and all necessary information.
If the problem cannot be resolved in this manner, you still have the right to submit a written request for the complaint to be
reviewed through the Formal Grievance Procedure, as outlined below.
FORMAL GRIEVANCE PROCEDURE
A formal Grievance may be submitted by you, your authorized representative, or in the event of an Adverse
Determination, by a provider acting on your behalf.
If you file a formal Grievance, you will have the opportunity to submit written comments, documents, records and other
information you feel are relevant to the Grievance, regardless of whether those materials were considered in the initial
Adverse Determination.
First Level Review
Within 3 working business days after receiving the Grievance, we must acknowledge the Grievance and provide you, your
authorized representative or a provider with the name, address, and telephone number of the coordinator handling the
Grievance and information on how to submit written material. The person(s) who reviews the Grievance will not be the
same person(s) who made the initial Adverse Determination. During the review, all information, documents, and other
materials submitted relating to the claim will be considered, regardless of whether they were considered in making the
previous claim decision. The Insured will not be allowed to attend, or have a representative attend, a First Level Review.
The Insured may, however, submit written material for consideration by the reviewer(s).
When the Grievance is based in whole or in part on a medical judgment, the review will be conducted by, or in
consultation with, a medical doctor with appropriate training and expertise to evaluate the matter.
Following our review of your Grievance, we must issue a written decision to you and, if applicable, to your representative
or provider, within 20-days after receiving the Grievance. The written decision must include:
(1) The name(s), title(s) and professional qualifications of any person(s) participating in the First Level Review
process.
(2) A statement of the reviewer’s understanding of the Grievance.
(3) The specific reason(s) for the reviewer’s decision in clear terms and the contractual basis or medical rationale used
as the basis for the decision in sufficient detail for the Insured to respond further to our position.
(4) A reference to the evidence or documentation used as the basis for the decision.
(5) If the claim denial is based on medical necessity, experimental treatment or similar exclusion, instructions for
requesting an explanation of the scientific or clinical rationale used to make the determination.
(6) A statement advising you of your right to request a Second Level Review, if applicable, and a description of the
procedure and timeframes for requesting a Second Level Review.
GRIEVANCE-USF
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Second Level Review
The Second Level Review process is available if you are not satisfied with the outcome of the First level Review for an
Adverse Determination. Within ten business days after receiving a request for a Second Level Review, we will advise you
of the following:
(1) the name, address, and telephone number of a person designated to coordinate the Grievance review for the
Company;
(2) a statement of your rights, including the right to:
• attend the Second Level Review
• present his/her case to the review panel;
• submit supporting materials before and at the review meeting;
• ask questions of any member of the review panel;
• be assisted or represented by a person of his/her choice, including a provider, family member, employer
representative, or attorney.
• request and receive from us free of charge, copies of all relevant documents, records and other information
that is not confidential or privileged that were considered in making the Adverse Determination.
We must convene a review panel and hold a review meeting within 45-days after receiving a request for a Second Level
Review. We will notify you in writing of the meeting date at least 15-days prior to the date. The review meeting will be
held during regular business hours at a location reasonable accessible to you. In cases where a face-to-face meeting is
not practical for geographic reasons, we will offer you the opportunity to communicate with the review panel at our
expense by conference call or other appropriate technology. Your right to a full review may not be conditioned on whether
or not you appear at the meeting.
If you choose to be represented by an attorney, we may also be represented by an attorney. If we choose to have an
attorney present to represent our interests, we will notify you at least 15 working days in advance of the review that an
attorney will be present and that you may wish to obtain legal representation of your own.
The panel must be comprised of persons who:
(1) were not previously involved in any matter giving rise to the Second Level Review;
(2) are not employees of the Company or Utilization Review Organization; and
(3) do not have a financial interest in the outcome of the review.
A person previously involved in the Grievance may appear before the panel to present information or answer questions.
All persons reviewing a Second Level Grievance involving a Utilization Review non-certification or a clinical issue will be
providers who have appropriate expertise, including at least one clinical peer. If we use a clinical peer on an appeal of a
Utilization Review non-certification or on a First Level Review, we may use one of our employees on the Second Level
Review panel if the panel is comprised of 3 or more persons.
We must issue a written decision to you and, if applicable, to your representative or provider, within 10 business days
after completing the review meeting. The decision must include:
(1) the name(s), title(s) and qualifying credentials of the members of the review panel;
(2) a statement of the review panel’s understanding of the nature of the Grievance and all pertinent facts;
(3) the review panel’s recommendation to the Company and the rationale behind the recommendation;
(4) a description of, or reference to, the evidence or documentation considered by the review panel in making the
recommendation;
(5) in the review of a Utilization Review non-certification or other clinical matter, a written statement of the clinical
rationale, including the clinical review criteria, that was used by the review panel to make the determination;
(6) the rationale for the Company’s decision if it differs from the review panel’s recommendation;
(7) a statement that the decision is the Company’s final determination in the matter;
(8) notice of the availability of the Commissioner’s office for assistance, including the telephone number and address
of the Commissioner’s office.
EXPEDITED REVIEW
You are eligible for an expedited review when the timeframes for an Informal, formal First Level review or Second Level
review would reasonably appear to seriously jeopardize your life or health, or your ability to regain maximum function. An
expedited review is also available for all Grievances concerning an admission, availability of care, continued stay or health
care service for a person who has received emergency services, but who has not been discharged from a facility.
A request for an expedited review may be submitted orally or in writing. An expedited review must be evaluated by an
appropriate clinical peer in the same or similar specialty as would typically manage the case being reviewed. If we don’t
have the information necessary to decide an appeal, we will send you notification of precisely what is required within 24hours of our receipt of your Grievance. All necessary information, including our decision, will be transmitted by telephone,
facsimile, or the most expeditious method available. Provided we have enough information to make a decision, you, your
GRIEVANCE-USF
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authorized representative, or a provider acting on your behalf will be notified of the determination as expeditiously as the
medical condition requires, but in no event more than 72-hours after the review has commenced. Written confirmation of
our decision will be provided within 2 working business days of the decision and will contain the same items described in
the written decision requirements for First Level reviews.
If the expedited review does not resolve the situation, you, your representative or a provider acting on your behalf may
submit a written Grievance. We will not provide an expedited review for retrospective reviews of Adverse Determinations.

GRIEVANCE-USF
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ON CALL INTERNATIONAL TRAVEL ASSISTANCE SERVICES
The Travel Assistance program feature provides a variety of travel related services. Services offered include: Pre-Trip
Information  Medical Monitoring  Medical, Dental and Pharmacy Referrals  Legal Referrals  Hospital Admission
Guarantee  Dispatch of Medicine  Translation Service  Lost Baggage Retrieval  Inoculation Information  Passport
/ Visa Information  Emergency Message Forwarding  Emergency Cash Advance*  Prescription Drug / Eyeglass
Replacement*
* Payment reimbursement is Your responsibility
FOR 24/7 TRAVEL ASSISTANCE SERVICES ONLY
CALL TOLL FREE:
877-714-8179 (within the United States and Canada)
OR CALL COLLECT:
603-952-2660 (From all other locations)
E-MAIL: mail@oncallinternational.com
Travel assistance services are provided by an independent organization and not by the Company. There may be times
when circumstances beyond On Call’s control hinder their endeavors to provide travel assistance services. They will,
however, make all reasonable efforts to provide travel assistance services and help you resolve your emergency situation.

FOR FILING A CLAIM, PLEASE CONTACT THE PLAN ADMINISTRATOR AT:
Attn: Travel Insurance Claims on behalf of US Fire Insurance Company
P.O. Box 26222
Tampa, FL 33623
Or
E-Mail: travelteam@cbpinsure.com
Fax: 800-560-6340
Customer Service: 866-224-4594

TRAVEL MEDICALEXPENSE CLAIM FORM
United States Fire Insurance Company.

PARTICIPANT’S INFORMATION:
Account Name and Policy Number: __________________________________________________________________________
Name of participant (i.e. student): ___________________________________________________________________________
Address:________________________________________

City:_____________________ State:____ Zip Code:________

Email Address:

Home Phone #:

Work Phone:

Cell #:

Address:

City:

State:

Zip Code:

LEGAL GUARDIAN INFORMATION:
Full Name: ____________________________________________________________________________________________
Mailing Address: ________________________________________________________________________________________
Relationship to Participant: ________________________________________________________________________________
Home Phone: (________) ____________/______________

Cell #:

(_______) ___________________________________

Email Address: ________________________________________________________________________________________
Signature of participant’s legal guardian: _____________________________________________________________________
(*** Please note: your signature indicates you are the legal guardian of the participant and authorizes payment issuance to you***)

TRAVEL SUPPLIER / PROVIDER INFORMATION:
Name of Tour Operator/Cruise Line/Airline you were traveling with:_________________________________________________
Scheduled Date of Departure:_____/_____/_____

Scheduled Date of Return: _____/_____/_____

Origination: _______________________________ Destination: __________________________________
Flight Number:
Air Carrier:

_______________________________ Flight Number:

_______________________________ Air Carrier:

__________________________________

__________________________________

OTHER INSURANCE / AUTHORIZATION:
Do you have any other type of insurance?
If so, please provide the Company Name and Address:
Type of Policy:

Policy #:

Contact:

Phone:

DETAILS OF SICKNESS / INJURY
Date Sickness or Injury began:
Nature of sickness / details of accident:

Have you ever been treated for this condition previously?

Date of first treatment:

Yes

No

Date(s) of treatment(s):

Name, address and phone number of treating physician(s):
(1) Physician’s Name:
Address:

Phone:

(2) Physician’s Name:
Address:

Phone:

NEW YORK FRAUD WARNING: 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.
AUTHORIZATION: I hereby authorize Crum & Forster, United States Fire Insurance Company or its representative, to inspect or
secure copies of case history records or any other data necessary to determine eligibility of benefits. I also authorize Crum & Forster,
United States Fire Insurance Company or its representative to release and share claim information including that which may be used in
the identification and prevention of potential fraudulent activity to any insurance organization, fraud information clearinghouses,
designated service providers and business associates assisting in the processing of this claim. A photostatic copy or facsimile of this
authorization shall be deemed as effective and valid as the original. This authorization is valid for twelve (12) months from date of
signature. I HAVE REVIEWED AND ACKNOWLEDGE THE ATTACHED FRAUD WARNING.
SIGNATURE OF INSURED

DATE

CLAIM DOCUMENTATION REQUIREMENTS:
Depending upon the circumstance involved in the loss, one or more of the following items may be required to complete the processing
of your claim. Please place a check by those items you have attached. We recommend you keep copies of any items submitted with
this claim.
Copies of itemized bills and/or statement from medical providers for services rendered in connection with your claim. These bills
and/or statements must include the date of service, the service rendered, the charge for each service, and the diagnosis
If you have other insurance, we need the final disposition from the primary insurer listing payment or denial of your claim with them
(Explanation of Benefit or “EOB”).
Copies of the front and back of your cancelled checks and/or your credit card statements showing your payments for the trip; and a
copy of your trip invoice.
Airline Ticket Stub/Receipt (if applicable)
Copies of your credit card statements and/or cancelled checks showing your payment for the medical service submitted
If medical expenses were incurred abroad, attach copies of your passport pages which identify you as the traveler and document
your entrance into and exit from the country or countries where medical services were received
Other (please describe):
Please advise if you wish to be contacted via e-mail or regular mail

PLEASE COMPLETE THIS FORM IN FULL AND RETURN TO:

Attention: Co-ordinated Benefit Plans, LLC
On Behalf of United States Fire Insurance Company
P.O. Box 26222
Tampa, FL 33623
OR
E-Mail: travelteam@cbpinsure.com
Fax: 800-560-6340
Customer Service: 866-224-4594

IMPORTANT NOTICE
Fraud Warning: Any person who, with the intent to defraud or knowingly facilitates a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement, or conceals
information for the purpose of misleading may be guilty of insurance fraud and subject to criminal
and/or civil penalties.
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 California Claimants: For your protection California law requires the following to appear on
this form. Any person who knowingly presents 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
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 policy holder or claimant for the purpose of defrauding or
attempting to defraud the policy holder 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 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 Hawaii Claimants: For your protection, Hawaii law requires you to be informed that presenting
a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or imprisonment or
both.
Notice to Idaho Claimants: Any person who knowingly and with intent to defraud or deceive any
insurance company, files a statement or claim containing a false, incomplete, or misleading information
is guilty of a felony.
Notice to Kentucky 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 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 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 Texas Claimants: 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.

