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Illinois Wesleyan University

Sports Medicine
INSURANCE AND EMERGENCY INFORMATION FORM
This form MUST be resubmitted every year – Leave No blanks – “N/A” is not acceptable
Student Name:  _________________________________________
 IN CASE OF EMERGENCY:

Birth date:  _____________________________________________
Contact Person:  ____________________________________
Social Security:  _________________________________________
Relationship to you:  _________________________________
Family Physician Name:  __________________________________
Contact Person’s Home #:  ____________________________
Physician Office Phone #:  _________________________________
Contact Person’s Work #:  ____________________________   

Student Health Problems (allergies, etc.):  __________________________________________________________________________ 

Student Medication:  __________________________________________________________________________________________

Father’s Name:  _____________________________________
Social Security Number:  _____________________________
Employer:  ________________________________________
Employer Phone #:  _________________________________
Insurance CO.:  ____________________________________

Address:  __________________________________

City:  _____________________________________

State:  __________ Zip:  _____________________

Policy ID #:  _______________________________
Insurance CO Phone #:  ______________________________
Is student covered by this policy?  Yes ___  No ___

Is this policy:  _____ Primary or ______ Secondary

Is this policy a:  ____ Health Maintenance (HMO)



   ____ Preferred Provider (PPO)



   ____ Standard Policy

Is a pre-authorization or a referral needed for a 


Doctor’s appointment ____Yes  ____No

Is a second opinion required before surgery:


_____Yes   _____No


Mother’s Name:  ____________________________________
Social Security Number:  _____________________________
Employer:  ________________________________________
Employer Phone #:  _________________________________
Insurance CO.:  _____________________________________

Address:  ___________________________________

City:  ______________________________________

State:  __________ Zip:  ______________________

Policy ID #:  ________________________________
Insurance CO Phone #:  ______________________________
Is student covered by this policy?  Yes ___  No ___

Is this policy:  _____ Primary or ______ Secondary

Is this policy a:  ____ Health Maintenance (HMO)



   ____ Preferred Provider (PPO)



   ____ Standard Policy

Is a pre-authorization or a referral needed for a 


Doctor’s appointment ____Yes  ____No

Is a second opinion required before surgery:


_____Yes   _____No
Does the student have individual personal insurance:
_____ Yes
_____ No
If Yes:
Insurance CO:  ____________________________________
Phone #:  __________________________________________

Address:  _________________________________________
Policy #:  __________________________________________

City:  ____________________  Zip:  ___________________

Will you play inter-collegiate Sports:  _____ Yes
_____ No
ATHLETES ONLY:  I give authorization to the athletic training staff, Arnold Health Service and/or medical consultants to evaluate and treat any injuries that occur during my participation in athletics at Illinois Wesleyan University.  I understand that Team Physician has the authority to eliminate me from further participation because of an injury and/or because of undue liability to risk Illinois Wesleyan University.

______________________________________________

_____________________________

Student’s Signature





Date

______________________________________________

_____________________________

(If student is under 18 yrs.) Parent or Guardian’s Signature

Date
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