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The Need
Accidents happen to all kinds of people every day. In 2012, 38.9 million 
people—about 1 out of 8—sought medical attention for an injury.*

What would the financial impact of an injury mean to your security? 
Are you prepared for medical debts in addition to everyday household 
expenditures and lost wages? Out-of-pocket expenses associated 
with an accident are unexpected and often burdensome; perhaps the 
accident itself could not have been prevented, but its impact on your 
finances and your well-being certainly can be reduced.

 

* Injury Facts, 2013 Edition, National Safety Council.

T H E  P E R S O N A L  A C C I D E N T  E X P E N S E  P L U S 
I N S U R A N C E  P O L I C Y  H A S :

Aflac pays cash benefits directly to you, unless you 
choose otherwise. This means that you will have added 
financial resources to help with expenses incurred due 
to an injury, to help with ongoing living expenses, or 
to help with any purpose you choose. Aflac Personal 
Accident Expense Plus is designed to provide you with 
cash benefits throughout the different stages of care, 
regardless of the severity of the injury. 

Aflac enables you to take charge and to help provide 
for an unpredictable future by paying cash benefits for 
accidental injuries. Your own peace of mind and the 
assurance that your family will have help financially are 
powerful reasons to consider Aflac.

1 No deductibles and no copayments.

2 No lifetime limit—policy won’t terminate based on 
number or dollar amount of claims paid.

3 No network restrictions—you choose your own medical 
treatment provider.

4 No coordination of benefits—we pay regardless of any 
other insurance.

Aflac herein means American Family Life Assurance Company of Columbus.



B E N E F I T B E N E F I T  A M O U N T A D D I T I O N A L  B E N E F I T  I N F O R M A T I O N

WELLNESS
$60 once per 12-month 
period, payable after 12 
months of paid premium

Payable if you or any one family member undergoes routine examinations or other 
preventive testing. Family members include your spouse and Dependent Children 
of either you or your spouse. Benefits include and are payable for annual physical 
examinations, mammograms, Pap smears, eye examinations, immunizations, flexible 
sigmoidoscopies, ultrasounds, prostate-specific antigen tests (PSAs), and blood 
screenings. This benefit will become available following each anniversary of the policy’s 
Effective Date and is payable only once each 12-month period. Service must be under 
the supervision of or recommended by a physician, and a charge must be incurred. 

Aflac will pay the following benefits as applicable if a Covered Person’s death, dismemberment, or Injury is caused by a covered 
accident. Death, dismemberment, or Injury must be independent of disease or bodily infirmity, or of any cause other than a covered 
accident. A covered death, dismemberment, or Injury must also occur while coverage is in force and is subject to the limitations and 
exclusions. 

ACCIDENT

EMERGENCY

TREATMENT

$120 Named Insured/
Spouse
$70 Dependent Children

Payable if a Covered Person receives treatment for Injuries sustained in a covered accident. 
This benefit is payable for treatment by a physician, for X-rays, or for treatment received in 
a hospital emergency room. Treatment must be received within 72 hours of the accident for 
benefits to be payable. This benefit is payable once per 24-hour period and only once per 
covered accident, per Covered Person. 

ACCIDENT 

FOLLOW-UP

TREATMENT

$25 for one treatment per 
day, up to a maximum of 
six treatments per covered 
accident, per Covered 
Person

Payable if a Covered Person receives emergency treatment for Injuries sustained in a covered 
accident and later requires additional treatment over and above emergency treatment 
administered in the first 72 hours following the accident. The treatment must begin within 30 
days of the covered accident or discharge from the hospital. Treatments must be furnished by 
a physician in a physician’s office or in a hospital on an outpatient basis. The Accident Follow-
Up Treatment Benefit is not payable for the same visit that the Physical Therapy Benefit is 
paid.

INITIAL 

ACCIDENT

HOSPITALIZATION

$1,000 once per period of 
Hospital Confinement and 
only once per calendar year, 
per Covered Person

Payable if a Covered Person requires Hospital Confinement for treatment of Injuries sustained 
in a covered accident. Confinements must start within 30 days of the accident.  

ACCIDENT

HOSPITAL 

CONFINEMENT

$200 per day up to 365 days 
per covered accident, per 
Covered Person

Payable if a Covered Person requires Hospital Confinement for treatment of Injuries 
sustained in a covered accident. Confinements must start within 30 days of the accident. 

INTENSIVE

CARE UNIT 

CONFINEMENT

An additional $400 per 
day for up to 15 days per 
covered accident, per 
Covered Person

Payable for each day a Covered Person receives the Accident Hospital Confinement 
Benefit and is confined in an intensive care unit. Confinements must start within 30 days of 
the accident.



B E N E F I T B E N E F I T  A M O U N T A D D I T I O N A L  B E N E F I T  I N F O R M A T I O N

ACCIDENT

SPECIFIC-SUM

INJURIES

$25–$10,000 (according to 
the policy) for:
• Dislocations
• Tendons & Ligaments
• Burns
• Skin grafts
• Ruptured disc/Torn knee     
   cartilage
• Eye injuries
• Lacerations
• Internal injuries
• Fractures
• Concussions
• Coma
• Paralysis
• Emergency dental work
• Partial amputations
• Exploratory surgery
• Torn rotator cuffs

Payable for treatment received by a Covered Person for Injuries sustained in a covered 
accident. We will pay for no more than two dislocations per covered accident, per Covered 
Person. Benefits are payable for only the first dislocation of a joint. Torn, ruptured, or severed 
tendons, ligaments, ruptured discs, or torn knee cartilage must be treated by a physician 
and repaired through surgery within one year after a covered accident. If a dislocation is 
reduced with local anesthesia or no anesthesia by a physician, we will pay 25 percent of the 
amount shown for the closed reduction dislocation. Burns must be treated by a physician 
within 72 hours after a covered accident. If a Covered Person receives a skin graft for a 
covered burn, we will pay 25 percent of the burn benefit amount that we paid for the burn 
involved. Lacerations requiring sutures must be repaired within 72 hours after the accident 
and repaired under the attendance of a physician. Only the highest single benefit will be paid 
for Injuries sustained in a covered accident. We will pay 25 percent of the benefit amount 
shown for the closed reduction of chip fractures and other fractures not reduced by open 
or closed reduction. We will pay for no more than two fractures per covered accident, per 
Covered Person. The duration of the paralysis must be a minimum of three months, and this 
benefit will be payable once per Covered Person. Coma must last at least 30 days.

PHYSICAL

THERAPY

$25 per treatment for one 
treatment per day, up to a 
maximum of six treatments 
per covered accident, per 
Covered Person

Payable if a Covered Person receives emergency treatment for Injuries sustained in a 
covered accident and later a physician advises the Covered Person to seek treatment 
from a physical therapist. Physical therapy must be for Injuries sustained in a covered 
accident and must start within 30 days of the covered accident or discharge from the 
hospital. The treatment must take place within six months after the accident. The Physical 
Therapy Benefit is not payable for the same visit the Accident Follow-Up Treatment 
Benefit is paid. 

APPLIANCES
$100 once per covered 
accident, per Covered 
Person

Payable if a physician advises a Covered Person to use a medical appliance as an aid in 
personal locomotion for Injuries sustained in a covered accident. Benefits are payable for 
the following types of appliances: a wheelchair, a leg brace, a back brace, a walker, and/or 
a pair of crutches. 

The policy has limitations and exclusions that may affect benefits payable. 
This brochure is for illustrative purposes only. Refer to the policy and outline of coverage for complete details, definitions, limitations, and exclusions.



B E N E F I T B E N E F I T  A M O U N T A D D I T I O N A L  B E N E F I T  I N F O R M A T I O N

PROSTHESIS
$500 once per covered accident, per 

Covered Person

Payable if a Covered Person requires use of a prosthetic device as a result of 
Injuries sustained in a covered accident. This benefit is not payable for hearing 
aids, wigs, or any dental aids, to include false teeth. 

BLOOD & PLASMA
$100 once per covered accident, per 
Covered Person

Payable if a Covered Person requires blood and/or plasma for the treatment 
of Injuries sustained in a covered accident. This benefit does not pay for 
immunoglobulins.

AMBULANCE

$100 if a Covered Person requires 
ambulance transportation 

$500 if a Covered Person requires air 
ambulance transportation

Payable if a Covered Person requires ambulance transportation or air ambulance 
transportation to a hospital or emergency center for Injuries sustained in a 
covered accident. Ambulance transportation must be within 72 hours of the 
covered accident. A licensed professional ambulance company must provide the 
ambulance service.

TRANSPORTATION
$300 per trip, up to three trips per 
calendar year, per Covered Person

Payable per trip to a hospital if a Covered Person requires special treatment 
and confinement in a hospital for Injuries sustained in a covered accident. If 
the treatment is for a Dependent Child and commercial travel is necessary, the 
Dependent Child’s parent or legal guardian who travels with the Dependent 
Child will also receive this benefit. Only one person will be paid to travel with the 
Dependent Child. This benefit is not payable for transportation to any hospital 
located within a 100-mile radius from the site of the accident or the residence of 
the Covered Person. The local attending physician must prescribe the treatment 
and the treatment must not be available locally. This benefit is not payable for 
transportation by ambulance or air ambulance to the hospital. 

FAMILY LODGING
$100 per night, limited to one motel/
hotel room per night, up to 30 days per 
covered accident

Payable for one motel/hotel room for a member of the immediate family who 
accompanies a Covered Person who requires Hospital Confinement for the 
treatment of Injuries sustained in a covered accident. This benefit is payable 
only during the same period of time the injured Covered Person is confined to 
the hospital. The hospital and motel/hotel must be more than 100 miles from the 
residence of the Covered Person. 

ACCIDENTAL-

DEATH

We will pay the applicable lump sum benefit indicated for the accidental death 
of a Covered Person. Death must occur as a result of Injuries sustained in a 
covered accident and must occur within 90 days of such accident. 

Please see the Terms You Need to Know section of this brochure for more 
details about Common-Carrier Accidents and Other Accidents.

	 Common-	 Other	 	
	 Carrier	 Accidents
	 Accidents	 	

INSURED	 $100,000	 $25,000

SPOUSE	 $		50,000	 $10,000

CHILD	 $		15,000	 $		5,000



B E N E F I T B E N E F I T  A M O U N T A D D I T I O N A L  B E N E F I T  I N F O R M A T I O N

ACCIDENTAL- 

DISMEMBERMENT
$250–$25,000

We will pay the applicable lump sum benefit indicated in the policy for dismemberment due 
to a covered accident. Dismemberment must occur within 90 days of the accident. Only 
the highest single benefit per Covered Person will be paid for accidental dismemberment. 
Benefits will be paid only once for any covered accident. If death and dismemberment result 
from the same accident, only the Accidental-Death Benefit will be paid. Loss of use does not 
constitute dismemberment, except for eye injuries resulting in loss of the eye or permanent 
loss of 80 percent of vision.

CONTINUATION

OF

COVERAGE

Waive all monthly premiums 
for up to two months

We will waive all monthly premiums due for the policy and riders for up to two months if 
you meet all of the following conditions: (1) The policy has been in force for at least six 
months; (2) We have received premiums for at least six consecutive months; (3) Your 
premiums have been paid through payroll deduction and you leave your employer for 
any reason; (4) You or your employer notifies us in writing within 30 days of the date your 
premium payments cease because of your leaving employment; and (5) You re-establish 
premium payments either through your new employer’s payroll deduction process or 
direct payment to Aflac. You will again become eligible to receive this benefit after you 
re-establish your premium payments through payroll deduction for a period of at least six 
months, and we receive premiums for at least six consecutive months. (Payroll deduction 
means your premium is remitted to Aflac for you by your employer through a payroll 
deduction process.)

W H AT  I S  N O T  C OV E R E D

L I M I TAT I O N S  A N D  E XC LU S I O N S
We will not pay benefits for services rendered by a member of the immediate family of a Covered Person. 

We will not pay benefits for an accident or sickness that is caused by or occurs as a result of a Covered Person’s:  

•  Participating in any activity or event, including the operation of a vehicle, while under the influence of a controlled 
substance (unless administered by a physician and taken according to the physician’s instructions) or while intoxicated 
(intoxicated means that condition as defined by the law of the jurisdiction in which the accident occurred); 

•  Driving any taxi for wage, compensation, or profit; 

•  Mountaineering using ropes and/or other equipment, parachuting, or hang gliding;

•  Participating in any illegal activity that is defined as a felony (felony is as defined by the law of the jurisdiction in which the 
activity takes place); or being incarcerated in any type penal institution; 

•  Intentionally self-inflicting bodily injury or attempting suicide, while sane or insane; 

•  Having cosmetic surgery or other elective procedures that are not medically necessary, or having dental treatment 
except as a result of Injury; 

•  Being exposed to war or any act of war, declared or undeclared, or serving in any of the armed forces;

•  Participating in any form of flight aviation other than as a fare-paying passenger in a fully licensed passenger-carrying 
aircraft; 

•  Participating in any sport or activity for wage, compensation, or profit, or racing any type vehicle in an organized event.

A hospital does not include any institution or part thereof used as a hospice unit, including any bed designated as a 
hospice or a swing bed; a convalescent home; a rest or nursing facility; an extended-care facility; a skilled nursing facility; 
or a facility primarily affording custodial or educational care, care or treatment for persons suffering from mental disease 
or disorders, care for the aged, or care for persons addicted to drugs or alcohol.

A physician does not include you, a member of your immediate family, or anyone who normally resides in your home or 
residence.



T E R M S  Y O U  N E E D  T O  K N O W
Common-Carrier Accidents: accidents that occur on or after the 
Effective Date of coverage and while coverage is in force, directly 
involving a vehicle in which a Covered Person is a passenger at 
the time of the accident and which is duly licensed by proper 
authority to transport passengers for a fee. A common-carrier 
vehicle is limited to only an airplane, train, bus, trolley, or boat that 
operates on a regularly scheduled basis between predetermined 
points or cities. A taxi is not a common-carrier vehicle.

Covered Person: any person insured under the coverage type you 
applied for: individual (the insured listed in the Policy Schedule), 
husband-wife (the insured and spouse), one-parent family (the 
insured and Dependent Children), or two-parent family (the 
insured, spouse, and Dependent Children). Newborn children 
are automatically covered under the terms of the policy from the 
moment of birth. If coverage is for individual or husband-wife, and 
you desire uninterrupted coverage for a newborn child, you must 
notify Aflac in writing within 31 days of the birth of your child, and 
Aflac will convert the policy to one-parent family or two-parent 
family coverage and advise you of the additional premium due. 
Coverage shall include any other Dependent Child, regardless of 
age, who is incapable of self-sustaining employment by reason 
of mental retardation or physical handicap and who became so 
incapacitated while covered hereunder.  Dependent Children are 
your natural children, stepchildren, or legally adopted children 
who are under age 26. Children born to Dependent Children of 
the insured or spouse are covered under the policy. Children for 
which you must provide medical support under a court order are 
also covered under the terms of the policy.  

Effective Date: the date(s) coverage begins as shown in the 
Policy Schedule. The Effective Date is not the date you signed 
the application for coverage.

Grace Period: a Grace Period of 31 days will be granted for the 
payment of each premium falling due after the first premium. 
During the Grace Period, the policy will continue in force.

Guaranteed-Renewable: the right to renew the policy by payment 
of the premium due on or before the renewal date. The policy is 
Guaranteed-Renewable for your lifetime, subject to Aflac’s right 
to change premiums by class upon any renewal date. 

Hospital Confinement: a 24-hour overnight stay of a Covered 
Person confined to a bed in a hospital as an inpatient, for which 
a charge is made. The Hospital Confinement must be on the 
advice of a physician and medically necessary. Benefits are 
also payable for confinement in hospitals operated by or for 
the United States government. 

Injury: a bodily injury caused directly by an accident, 
independent of sickness, disease, bodily infirmity, or any other 
cause, occurring on or after the Effective Date of coverage and 
while coverage is in force. See the Limitations and Exclusions 
section for Injuries not covered by the policy. 

Other Accidents: accidents that occur on or after the Effective 
Date of coverage and while coverage is in force that is not 
classified as a Common-Carrier Accident and that is not 
specifically excluded in the Limitations and Exclusions section.

PREMIUMS :  Premiums are subject to change. 

Risk Class: ____
 Annual Semiannual Quarterly Monthly
Policy:   
A-33000-TX $_____ $_____ $_____ $______

Riders:
Off-the-Job Accident Disability Benefit Rider:  

A-33050-TX $_____ $_____ $_____ $______

On-the-Job Accident Disability Benefit Rider:  

A-33051-TX $_____ $_____ $_____ $______

The person to whom the policy is issued is permitted to return 
the policy to Aflac within 30 days of its delivery and to have the 
premium paid refunded.



$1000 ON-THE-JOB AND $1000 OFF-THE-JOB 
ACCIDENT DISABILITY BENEFIT RIDERS  
SUMMARY PAGE 
Riders A-33050-TX and A-33051-TX

ACR

Riders become a part of the policy and are subject to all policy provisions, unless otherwise stated. 

REFER TO THE POLICY, RIDERS, AND OUTLINE OF COVERAGE FOR COMPLETE DEFINITIONS, DETAILS, LIMITATIONS, AND EXCLUSIONS.

  W H AT  W E  W I L L  PAY

THROUGH AGE 69:
While coverage is in force, if you become Totally 
Disabled within 90 days of, and as a result of, a 
covered accident, we will pay you one-thirtieth 
of the benefit shown in the Policy Schedule for 
each day you remain Totally Disabled. Benefits 
are payable up to the benefit period you select, 
subject to the elimination period shown in the 
Policy Schedule.

AGE 70 AND ABOVE:
If you require hospital confinement as the result 
of a covered accident within 90 days of, and as 
a result of, a covered accident, we will pay you 
one-thirtieth of the benefit shown in the Policy 
Schedule times three for each day you are 
confined. Benefits are payable up to the benefit 
period you select, not subject to the elimination 
period shown in the Policy Schedule.

Benefits will be paid for only one disability at a time even if it is caused by more than one injury. Both 
the disability and hospital confinement benefits are not payable for the same day. Turning age 70 will 
not stop benefits otherwise payable. Successive periods of disability not separated by 180 days or 
more, if due to the same or a related condition, will be considered a continuation of the prior disability. 
Separate periods of disability due to unrelated causes will be considered a continuation of the prior 
disability unless they are separated by your returning to your job for at least one full day, during which 
you are performing the material and substantial duties of your job and are no longer qualified to receive 
disability benefits. We reserve the right to meet with you during the pendency of a claim or to use an 
independent consultant and a physician’s statement to determine whether you are Totally Disabled. 
Totally disabled is defined as your continuing inability to perform the material and substantial duties of 
your job. You must also be under the care and attendance of a physician for your condition. If you have 
any other disability benefit in force with Aflac, only one disability benefit will be payable under the policy.

 

Underwritten by: 
American Family Life Assurance Company of Columbus
Worldwide Headquarters | 1932 Wynnton Road | Columbus, Georgia 31999 | aflac.com



RIDERS SUMMARY PAGE – CONTINUED

P R E -E X I S T I N G  C O N DI T IO N S

Disability caused by a Pre-Existing Condition or re-injuries to a Pre-Existing Condition will not be covered 
unless it begins more than 12 months after the Effective Date of coverage. A Pre-Existing Condition is an injury 
for which, within the 12-month period before the Effective Date of coverage, medical advice, consultation or 
treatment was recommended or received, or for which symptoms existed that would ordinarily cause a prudent 
person to seek diagnosis, care or treatment.

E F F E C T I V E  DAT E

The Effective Date of the rider is the Effective Date of the policy or the Effective Date of the rider as stated in the 
Policy Schedule, if later. 

T E R M I N A T I O N

The rider will terminate if the policy to which it is attached terminates, if the premiums for the rider are not paid, or upon 
your death.

W H AT  I S  N O T  C OV E R E D

L I M I T A T I O N S  A N D  E X C L U S I O N S

• Aflac will not pay benefits for an accident that is caused by or occurs as a result of you being Totally Disabled while 
outside the territorial limits of the United States or, if outside the United States, the territorial limits of the place where 
the policy was issued.

• Aflac will not pay benefits for an accident that occurs while you are working at any job for pay or benefits (applicable 
to the Off-the-Job Disability Benefit Rider A-33050-TX only).

• Aflac will not pay benefits for an accident that occurs while you are not working at any job for pay or benefits 
(applicable to the On-the-Job Disability Benefit Rider A-33051-TX only).

Refer to the policy for limitations and exclusions.

Coverage is provided for Off-the-Job Accidents and On-the-Job Accidents only. The rider does not apply to 
the Spouse or dependents. An Off-the-Job Accident is an accident that occurs while you are not working at 
any job for pay or benefits. An On-the-Job Accident is an accident that occurs while you are working at any 
job for pay or benefits.





Accident Specific-Sum Injuries Benefit Amounts – Policy A-33000-TX
Aflac will pay $25–$10,000 for:

Exploratory Surgeries Torn Rotator Cuffs Tendons & Ligaments  Ruptured Discs
Torn Knee Cartilages Dislocations  Internal Injuries Emergency Dental Work
Lacerations Concussions Eye Injuries Paralyses
Skin Grafts Fractures Comas Partial Amputations
Burns
Payable for treatment received by a Covered Person for Injuries sustained in a covered accident. We will pay for no more than two 
dislocations per covered accident, per Covered Person. Dislocations reduced by local anesthesia or no anesthesia by a physician 
will be paid 25 percent of the amount shown for the closed reduction dislocations. Benefits are payable for only the first dislocation 
of a joint. Torn, ruptured, or severed tendons, ligaments, ruptured discs, or torn knee cartilages must be treated by a physician 
and repaired through surgery within one year after a covered accident. Burns must be treated by a physician within 72 hours 
after a covered accident. Lacerations requiring sutures must be repaired within 72 hours after the accident and repaired under the 
attendance of a physician. Only the highest single benefit will be paid for Injuries sustained in a covered accident. Chip fractures 
and other fractures not reduced by open or closed reduction pay 25 percent of the benefit amount shown for closed reduction. Chip 
fractures must be diagnosed by a physician within 14 days after the date of the accident. We will pay for no more than two fractures 
per covered accident, per Covered Person. Concussions must result in electroencephalogram abnormality for benefit to be payable. 
Partial amputations of fingers or toes must include at least one joint. Coma durations must be at least 30 days. The benefit for 
paralysis is payable for spinal cord injuries received in a covered accident that result in complete and total loss of use of two or more 
limbs for a period of not less than three months, and must be confirmed by an attending physician.

A33075SSTX Refer to the policy for complete definitions, details, limitations, and exclusions. A33075SSTX.1

A.  Dislocations Benefit (dislocations that 
are reduced under general anesthesia):

   Benefit
 1. Hip: 
  open reduction $2,000 
  closed reduction 500
 2. Knee or shoulder: 
  open reduction 500 
  closed reduction 200
 3. Collarbone: 
  open reduction 800 
  closed reduction 150
 4. Ankle or foot (excluding toes): 
  open reduction 500 
  closed reduction 150
 5. Lower jaw: 
  open reduction 500 
  closed reduction 250
 6. Wrist or elbow: 
  open reduction 400 
  closed reduction 200
 7. Toe or finger: 
  open reduction 100 
  closed reduction 50

B. Tendons and Ligaments Benefit: 500

C. Burns:
 1. Second-degree burns of less than: 100 
  10% of the body surface

   Benefit

 2.  Second-degree burns of at least $   200 
10% but not more than 25% of the 
body surface

 3.  Second-degree burns of at least 500 
25% but not more than 35% of the 
body surface

 4.  Second-degree burns of more than 1,000 
35% of the body surface

 5.  Third-degree burns covering less 200 
than 3 square inches of the body 
surface

 6.  Third-degree burns covering at least 500 
3 but not more than 6 square inches 
of the body surface

 7.  Third-degree burns covering at least 1,000 
6 but not more than 10 square 
inches of the body surface

 8.  Third-degree burns covering at least 3,000 
10 but not more than 25 square 
inches of the body surface

 9.  Third-degree burns covering at least 7,000 
25 but not more than 35 square 
inches of the body surface

 10.  Third-degree burns covering 35 or 10,000 
more square inches of the body 
surface

D.  Skin Grafts: 
If a Covered Person receives a skin graft for a covered  
burn, we will pay 25% of the amount for the burn  
involved.



   Benefit

E.  Ruptured discs or torn $    500 
knee cartilages:

F.  Eye injury with surgical repair 250 
(removal of foreign body by a physician): 50

G.  Lacerations requiring suture: 
1. Single laceration less than 2 inches 50

 2.  At least 2 inches but not more than 200 
6 inches (total of all lacerations)

 3. Over 6 inches (total of all lacerations) 400
 4.  Lacerations not requiring sutures and 25 

treated by a physician

H.  Internal injuries resulting in open 1,000 
abdominal, hernia, or thoracic surgery:

I.  Fractures (chip fractures and other fractures  
not reduced by open or closed reduction pay: 
25% of the benefit amount shown for the 
closed reduction): We will pay for no more 
than two fractures per covered accident, per 
Covered Person.

 1. Hip: 
  open reduction 2,000 
  closed reduction 1,000
 2. Leg: 
  open reduction 1,000 
  closed reduction 500
 3.  Hand (excluding fingers), foot 

(excluding toes/heel), wrist, 
shoulder blade, forearm, ankle, 
elbow, kneecap, sternum or lower 
jaw: 
open reduction 500

  closed reduction 250
 4.  Vertebrae (body of), pelvis 

(excluding coccyx): 
open reduction 1,000

  closed reduction 500
 5.  Upper jaw, upper arm or face 

 (excluding nose): 
open reduction 600

  closed reduction 300
 6.  Rib or ribs:
  open reduction 1,000
  closed reduction 100
 7.  Nose, heel or finger(s):
  open reduction 500
  closed reduction 100

   Benefit

 8.  Coccyx:
  open reduction $   200
  closed reduction 100
 9.  Toe(s):
  open reduction 200
  closed reduction 100
 10. Vertebral processes:
  open reduction 1,000
  closed reduction 150
 11. Skull:
  depressed 1,500
  simple 500

J.  Torn rotator cuffs with surgical repairs: 
one  250

 more than one  500

K.  Exploratory surgeries without 
surgical repair (i.e., arthroscopy): 250

L.  Concussion resulting in 
electroencephalogram abnormality: 200

M.  Emergency dental work: 
Broken teeth repaired with crown(s) 150

 Broken teeth resulting in extraction(s) 50

N.  Partial amputations of finger(s) or 
toe(s) (must include at least one joint): 100

O.  Coma duration of at least 30 days: 10,000

P.  Paralysis: If a Covered Person suffers  
paralysis as a result of a covered accident,  
we will pay the applicable benefit indicated  
below. The duration of the paralysis must be 
a minimum of three months.

 1. Quadriplegia (paralysis of four limbs): 
  Insured/Spouse 10,000 
  Children 5,000
 2. Paraplegia (paralysis of lower limbs): 
  Insured/Spouse 5,000 
  Children 2,500
 This benefit is payable once per Covered Person.

A33075SSTX Underwritten by: American Family Life Assurance Company of Columbus A33075SSTX.1
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Additional Information
During the application process:

Please attend the benefits meeting scheduled for your department where 
an Aflac agent will be available to assist you in selecting your policy 
options and fully completing the applications. Also, read the brochures and 
outlines of coverage for each policy.

The policies being made available are:

 Accident/Disability – 24 Hour Coverage (On/Off the Job)
 Cancer
 Hospital Confinement Indemnity

You may choose to apply for the following types of coverage:

 Employee-Only
 Employee & Spouse
 Employee & Dependent Children
 Employee, Spouse & Dependent Children

Please complete the personal information section at the top of the first page of 
the applications for the policies you have selected. 

 If you have owned your policies for more than 10 years, please check with 
the agent who visits your location to be sure you are aware of all available 
upgrade option and filed all eligible wellness benefit claims.

During Open Enrollment & anytime throughout the year:

 If you need further assistance in completing your application(s), or if you 
have any questions, please contact the office of Debra Schmidt, District 
Sales Coordinator, at 281-440-1133.  An Aflac agent will assist you over 
the phone, or set-up an appointment to meet with you.

 For assistance with premiums, policy issues, or your payroll deductions, 
please contact Heather Kirk at 281-440-1133 ext. 123, or via email at 
heather_kirk@us.aflac.com.

 For assistance in completing a claim, please contact Teresa Baldwin at 
          281-951-0101, or via email at teresa_baldwin@us.aflac.com. You can
          also fax your claim directly to Teresa at 281-200-0673.
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