	Note:  Complete all blanks on this form.  Failure to complete all blanks will result in claims processing delays.

If information is not applicable, indicate the reason it is not (e.g., deceased, divorced, unknown etc).


	Name of Athlete
	
	Gender
	(     ♀ Female
	   (     ♂  Male

	Sport(s)

circle all that apply
	BB
	BSB
	CH
	FB
	SB
	SOC
	VB
	

	Date of Birth
	
	Date of last tetanus shot
	

	College Address
	
	Athlete Cell #
	(         )

	City
	
	State
	
	Zip
	

	Home Address
	
	Home Phone
	(         )

	City
	
	State
	
	Zip
	


** PLEASE READ and follow these instructions **
.    In the spaces below, fill in all of the blanks up to the shaded area.  If insurance is provided by both parties complete insurance information requested in the two areas below.  If only one party provides insurance you my state No Insurance in the corresponding shaded area.  Thank you!
	FATHER/GUARDIAN/SELF INFORMATION
	MOTHER/GUARDIAN INFORMATION

	
	
	* * please print * *
	
	

	
	
	
	

	Father’s or Self

	
	Mother’s Name
	

	Date of Birth
	
	Date of Birth
	

	Address
	
	Address
	

	
	
	
	

	
	
	
	

	Employer
	
	Employer
	

	Address
	
	Address
	

	
	
	
	

	Telephone
	(         )
	Telephone
	(        )

	Medical Insurance
	
	Medical Insurance
	

	Company or Plan
	
	Company or Plan
	

	Address
	
	Address
	

	
	
	
	

	Policy Number
	
	Policy Number
	

	Telephone
	(       )
	Telephone
	(       )

	
	
	
	

	Is this plan an HMO or PPO?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Is this plan an HMO or PPO?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	
	
	
	

	Is pre-authorization required to obtain treatment?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Is pre-authorization required to obtain treatment?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	
	
	
	

	Is a second opinion required before surgery?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Is a second opinion required before surgery?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	

	Medical Allergies:
	

	  

	Medicines taken regularly:
	

	

	In Case of Emergency, another person to contact:
	
	Phone Number:
	

	

	*A copy of both sides of your insurance card is required in order for you to participate.*


I, the undersigned, authorize release of information and authorize payment directly to the suppliers described.  I understand that if any insurance coverage changes occur; I must notify the MNU Athletic Training staff immediately and provide the new information along with a copy of both sides of the insurance card.  I also understand that I am not cleared to participate in strength training, practice or competition and will be responsible for all medical bills incurred if I have any lapses in primary insurance coverage.  I also understand that I will not be able to participate in any intercollegiate athletic activities until I provide evidence of primary insurance coverage.  MidAmerica Nazarene University’s insurance coverage is secondary to my primary insurance coverage and does not make any payments until at least $2000 per incident/injury has been paid by me, my parents, my guardians, other responsible parties or my personal, primary insurance.

Signature of student/athlete                                                                        Date                        .
	


   2010  –  2011             PARENT / GUARDIAN / STUDENT             2010  -  2011 














