NAME OF SPORT:

MEDICAL INSURANCE INFORMATION FORM

THIS FORM MUST BE COMPLETED ANNUALLY
COORDINATED COVERAGE CANNOT BEGIN UNTIL THIS INFORMATION IS ON FILE

PATIENT INFORMATION
(STUDENT-ATHLETE)

SOCIAL SECURITY #

STUDENT ID#

E-MAIL ADDRESS:

NAME:

LAST

FIRST

MIDDLE

DATE OF BIRTH

CAMPUS ADDRESS: Campus/Local Phone:
CELL PHONE:
STREET CIty STATE ZIPp CODE
EMERGENCY CONTACT | NAME: RELATIONSHIP TO STUDENT-
INFORMATION ATHLETE:

ADDRESS (Must be in USA)

STREET City

STATE

Zip CODE

DAYTIME PHONE:

EVENING PHONE:

ALLERGIES IS THE STUDENT-ATHLETE ALLERGIC TO ANY DRUGS OR MEDICATIONS? ___YES __ NO
IF YES, PLEASE SPECIFY:
PRIMARY INSURANCE COMPANY NAME INSURANCE COMPANY PHONE:
INSURANCE
POLICY NUMBER: GROUP NUMBER: PLAN NUMBER: PRIMARY  PHYSICIAN'S
NAME:

INSURANCE COMPANY MAILING ADDRESS:

PHYSICIAN’S PHONE
NUMBER:

POLICY HOLDER | POLICY HOLDER FULL NAME RELATION TO STUDENT-
INFORMATION ATHLETE:
POLICY HOLDER DATE OF BIRTH: / / POLICY HOLDER EMPLOYER:

DOES THIS POLICY REQUIRE PRE-AUTHORIZATION FOR OUT OF NETWORK CARE? ___YES __NO
PLEASE EXPLAIN:
ARE THERE TREATMENTS, CONDITIONS OR ILLNESSES THAT ARE NOT COVERED BY THISPOLICY? __ YES __ NO
PLEASE EXPLAIN:
IS THERE A DEDUCTIBLE AMOUNT PER INDIVIDUAL/PER YEAR/PER FAMILY? __YES __NO

PLEASE EXPLAIN:

SECONDARY INSURANCE
(IF APPLICABLE)

INSURANCE COMPANY NAME:

PHONE NUMBER

POLICY NUMBER:

GROUP NUMBER:

PLAN NUMBER:

INSURANCE MAILING ADDRESS:

POLICY HOLDER NAME:

RELATION TO STUDENT-ATHLETE:

POLICY HOLDER DATE OF BIRTH:

POLICY HOLDER’S EMPLOYER:
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DENTAL INSURANCE INSURANCE COMPANY NAME:

PHONE NUMBER:

POLICY NUMBER:

GROUP NUMBER:

PLAN NUMBER:

INSURANCE COMPANY MAILING ADDRESS:

STREET CiIty

STATE Zip CODE

DENTIST’S NAME:

DENTIST'S PHONE #:

PHARMACY INSURANCE | INSURANCE COMPANY NAME:

(IF DIFFERENT THAN PRIMARY INSURANCE)

PHONE NUMBER:

PATIENT ID OR POLICY #

GROUP NUMBER

CO-PAY AMOUNT?

POLICY HOLDER NAME

POLICY HOLDER SOCIAL SECURITY #

POLICY HOLDER D.O.B.

1. | certify that all of the above information is true and correct. If any incorrect or incomplete information has been given, | am

responsible for all charges.

Initial

2. Tunderstand that I am responsible for payment of all charges incurred for claims classified as “non-athletic.”

Initial

3. If I change insurance companies or information changes during the year, | understand | must forward that information to the

Athletic Medicine Department prior to any treatment received.

Initial

4. | grant the insurance coordinator at Waldorf College, access to my medical records and insurance information in order to

coordinate benefits, make inquiries and make payments on my behalf. This permission is granted for one year and may be

revoked, in writing, at any time.
Date:

Student Athlete Signature:

Policy Holder’s Signature
Date

Date

Student-Athlete Signature

PLEASEATTACH COPYOFINSURANCECARD (BACK AND FRONTOF CARD) HERE

Pleasenote: Sendinga copy of your personaprimaryinsurancecardsand/orinformationto NurseMary, the Athletic Trainer,or
anyoneelseat Waldorf CollegeDOESNOT waivethe studenboff of Waldorf'sinsuranceplan.If you havequestionn howto
waive off Waldorf college'sprimary healthinsuranceplan, pleasecontactBev Retlandat 641.585.8144r retlandb@waldorf.ed
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PLEASE ATTACH COPY OF INSURANCE CARD (BACK AND FRONT OF CARD) HERE.
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Please note: Sending a copy of your personal primary insurance cards and/or information to Nurse Mary, the Athletic Trainer, or 
anyone else at Waldorf College DOES NOT waive the student off of Waldorf's insurance plan. If you have questions on how to 
waive off Waldorf college's primary health insurance plan, please contact Bev Retland at 641.585.8144 or retlandb@waldorf.edu.
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