FORM D 2008-2009
UNIVERSITY OF THE SOUTH ATHLETIC TRAINING

HEALTH INSURANCE INFORMATION
(NOTE: Complete all blanks with information or N/A if not applicable)

l. Name of Athlete: Sport(s):

Social Security Number: Birthdate:
Home Address: Telephone #:__/
City: State: Zip:
Il. Father/Grdn: Mother/Grdn:
Date of Birth: Date of Birth:
Soc. Sec. #: Soc. Sec. #:
Address: Address:
Cell phone: / Cell phone: /
I1. Employer: Employer:
Address: Address:
Telephone: / Telephone: /

IV.  Medical Insurance Company Medical Insurance Company
or Plan under father or self: or Plan under mother:
Address: Address:

Policy #: Policy #:
Group #: Group #:
Telephone: / Telephone: /

Is the company or plan listed above considered a Health Maintenance Organization (HMO) or a Preferred Provider

Organization (PPO)? No HMO PPO
If so, who is your Primary Care Physician: Telephone:
Does your insurance or plan require a second opinion before surgery?  Yes No

I hereby authorize The University of the South and its health care providers to inspect or secure copies of all medical
records and other data covering this and/or previous confinements and/or disabilities. A photostatic copy of this
authorization shall be deemed as effective and valid as the original.

I accept financial responsibility from injuries incurred during participation in varsity intercollegiate athletics at
The University of the South. We further understand and agree that The University of the South, its Boards,
employees and agents, are not responsible for any injury/iliness that occurs while participating in a varsity
intercollegiate sport, and we release any and all claims that arise from or relate to such participation.

I also understand that | must carry medical insurance for intercollegiate athletics and this coverage will provide primary
coverage. Please include a copy of your insurance card with this form.

Athlete’s Signature: Date:




Parent’s Signature: Date:

Both signature's are required before your son or daughter will be allowed to practice.



