                                       HOLY NAMES UNIVERSITY
                        ATHLETES INSURANCE INFORMATION

ATHLETES NAME      _________________________________________________________________ 

SPORT(S)   ________________________________           DATE     ______________________________     

________   My son or daughter is covered under my group insurance.
________   My son or daughter is NOT covered under my group insurance.

Father’s Name  _______________________________________     SSN #  ________________________

Home Address   ________________________________________________________________________




Street



  City                             State          Zip 

Employer’s Name  __________________________________________________________

Employer’s Address  ____________________________________________________________________




         Street


  City                             State          Zip 
Home Phone # ________________ Cell Phone # ______________ Work Phone # _________________
Name of Group Insurance Company    _____________________________________________________    

Group Policy #  ________________  Account #  ________________  ID #___________________

Is the above insurance plan an HMO?  ____ YES   _____ NO     a PPO?     ____ YES  _____ NO

Does your insurance require -                A second opinion for surgery?        ____ YES  _____ NO 

                                                                Pre-authorization for services?       ____ YES  _____ NO

Mother’s Name   _____________________________   Social Security #_____________________

Home Address ___________________________________________________________________




Street



  City                             State          Zip 

Employer’s Name ________________________________________________________________

Employer’s Address   _____________________________________________________________




           Street

               City                             State          Zip 

Home Phone # ______________ Cell Phone # ______________ Work Phone # _______________

Name of Group Insurance Company __________________________________________________

Group Policy #  ________________  Account #  ________________  ID # ___________________

Is the above insurance plan an HMO?   ____ YES  _____ NO     a PPO?      ____ YES  ____ NO

Does your insurance require -                   A second opinion for surgery?        ____ YES _____ NO 

                                                                 Pre-authorization for services?       ____ YES _____ NO

I certify that the answers provided are true, complete and correct to the best of my knowledge.  

A photo copy of this authorization shall be considered as effective and valid as the original.

Signature of Parent __________________________________________  Date  ________________  

Signature of Athlete _________________________________________   Date  ________________

