 PARENT/GUARDIAN PRIMARY HEALTH INSURANCE INFORMATION

Please Print

Sport_______________________
Year:2007/2008
Athlete’s Name_________________________________
Date of Birth___/____/____

Social Security Number_____/___/______


Class: Fr, Soph, Jr, Sr









           (Please Circle)

	Father/Guardian
	Mother/Guardian

	Name:
	Name:

	Address:
	Address:

	City:
	City:

	State:                          Zip:
	State:                         Zip:

	Home Phone#(        )
	Home Phone#(       )


Is your son/daughter covered under your individual or group employee insurance?

If yes, complete the following: If no, the insurance company requires a letter from your employer on company stationary that states, you receive no health benefits.  

	Father/Guardian
	Mother/Guardian

	Policy Holder’s Name
	Policy Holder’s Name

	Policy Holder’s SSN
	Policy Holder’s SSN

	Policy Holder’s Date of Birth
	Policy Holder’s Date of Birth

	Father/Guardian Insurance Information
	Father/Guardian Insurance Information

	Name of Insurance Company
	Name of Insurance Company

	
	

	Address
	Address

	City
	City

	State                                Zip
	State                              Zip

	Phone# (         )
	Phone# (          )

	
	

	Group Policy#
	Group Policy#

	ID or Group Certificate#
	ID or Group Certificate#

	Name of Employer
	Name of Employer

	Address
	Address

	City
	City

	State                               Zip
	State                              Zip

	
	


Co-pay Amount             $______________
Co-pay Amount             $_______________


Amount of Deductible   $______________
Amount of Deductible   $_______________

	Please circle yes or no for the following (Father/Guardian)
	Please circle yes or no for the following (Mother/Guardian)

	Is your coverage through a HMO, PPO, etc.?
	Yes           No
	Is your coverage through a HMO, PPO, etc.?
	Yes           No

	Does your coverage require pre-approval for doctor visits?
	Yes           No
	Does your coverage require pre-approval for doctor visits?
	Yes           No

	Does your coverage require pre-approval for hospital admissions?
	Yes           No
	Does your coverage require pre-approval for hospital admissions?
	Yes           No

	
	
	
	

	Father/Guardian Insurance Information
	Mother/Guardian Insurance Information

	Please list any policy restrictions:
	Please list any policy restrictions:

	
	

	
	

	
	

	
	

	Has your son/daughter been assigned a  primary care physician?
	Yes           No
	Has your son/daughter been assigned a  primary care physician?
	Yes           No

	If yes:
	
	If yes:
	

	Physician’s name:
	Physician’s Name:

	Phone # (      )  
	Phone # (       )

	Does your son/daughter have eye care coverage?
	Yes           No
	Does your son/daughter have eye care coverage?
	Yes           No

	Does your son/daughter have prescription coverage?
	Yes          No
	Does your son or daughter have prescription coverage?
	Yes           No

	Does your son/daughter have dental coverage?
	Yes          No
	Does your son/daughter have dental coverage?
	Yes          No

	Name of Dental Insurance Company
	Name of Dental Insurance Company

	
	

	Address:
	Address:

	City:
	City:

	State:                                   Zip:
	State:                             Zip:

	Phone # (         )
	Phone # (         )

	Group  Policy #
	Group Policy #

	Id or Group Certificate #
	Id or Group Certificate #

	Amount of Deductible for Dental Insurance?
	$
	Amount of Deductible for Dental Insurance?
	$


By subscribing their signatures below, the undersigning parents/guardians/spouse of the above named athlete hereby acknowledge that the above information is true and accurate to the best of their knowledge, and in consideration of their, son/daughter, spouse, participating in organized athletics at Walsh University do hereby agree to abide the requirements of the insurance program as explained in the attached information.

 Parents’/Guardians’ Spouse’s signature:

   



________________________________Date__________





________________________________Date__________

Athletic Injuries- Walsh University Athletic Department is considered Secondary coverage to all group insurance policies, such as coverage through parent/guardian or spouse’s personal or place of employment, under which the athlete is covered as an eligible  dependent.

