Cumberland University Athletics: Insurance Information Form

NOTE:  Complete all blanks.  If all information is not completed this form will not be accepted.
1.
Name of Athlete____________________________
Sport__________________

Social Security #___________________________
Date of Birth____________

Home Address____________________________
Phone__________________


City___________________________
State___
Zip Code_________
2.
Father/Guardian/Insured


Mother/Guardian/Insured
_____________________________

______________________________


Social Security #



Social Security #

_____________________________

______________________________

Date of Birth




Date of Birth


_____________________________

______________________________

3.
Father/Guardian/Insured’s Employer

Mother/Guardian/Insured’s Employer

_____________________________

______________________________


Address_______________________

Address_______________________

_____________________________

______________________________


Phone________________________

Phone________________________
4.
LIST INSURANCE INFO FOR POLICY OR POLICIES THAT COVER THE ATHLETE
Policy Holder___________________
Policy Holder__________________

Insurance Company______________
Insurance Company_____________

Address________________________
Address_______________________

______________________________
______________________________
Phone #________________________
Phone #_______________________

Policy #________________________
Policy #_______________________

Group #________________________
Group #_______________________
5.
Does the athlete’s insurance pay for prescriptions?
Yes_____
No_____

If so, does the athlete have a prescription card?

Yes_____
No_____

6.
Is the company or plan listed above considered a Health Maintenance Organization (HMO) or a Preferred Provider Organization (PPO)?
______ PPO
______HMO

If it is an HMO, or insurance in which the athlete must be seen by or referred by his/her primary care physician first, please list the following information regarding your primary care physician:

Name________________________________
Phone #_________________
I hereby authorize Cumberland University and their insurance carrier to inspect or secure copies of case history records, lab reports, diagnoses, x-rays, and any other data concerning any injuries or conditions affecting intercollegiate athletic participation.  In addition, I authorize Cumberland University’s secondary insurance administrators to pay the medical vendors directly for any bills incurred from accidents that are covered under the secondary insurance plan provided by Cumberland University.

Parent/Guardian’s Signature_____________________________
Date______________
Student-Athlete’s Signature______________________________
Date______________

