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Averett University

Student Insurance Information

Complete the following as thorough as possible.  Emergency contact should be the parent/gaurdian, unless there is no association, death or a spouse.   All information provided here will be held strictly confidential.     

Please Print

Student-Athlete________________________________________________Male/Female    Sport________________

                                    Last                                       First                       

MI

Home Address____________________________________ City/State/Zip_________________________________

Date of Birth_______________ SS#____________________ Year:  Fr  So  Jr  Sr  5th year

[image: image2.emf]Home Phone (      )                                  Mobile Phone  (      )                            Email_________________________

	Emergency Contact
	Emergency Contact

	Name*
	Name*

	Relationship 
	Relationship

	Is this person the primary insurance policy holder?

              YES                            NO
	Is this person the primary insurance policy holder?

                 YES                         NO

	Date of Birth (only if policy holder)
	Date of Birth (only if policy holder)

	Home Address*
	Home Address*

	City, State, Zip*
	City, State, Zip*

	Home Phone*

(       )
	Cell Phone

(       )
	Home Phone*

(       )
	Cell Phone

(       )

	Name of Employer*
	Name of Employer* 

	Address of Employer*
	Address of Employer*

	City, State, Zip*
	City, State, Zip*

	Work Phone*
	Work Phone*

	Email Address
	Email Address

	PRIMARY INSURANCE*

COMPLETE THIS SECTION AND TAPE A COPY OF THE INS. CARD ON THE NEXT PAGE (International students must provide American Contact Information)
	IF NO INSURANCE, COMPLETE THE FOLLOWING QUESTIONS



	Name of Insurance Company
	Will the student-athlete be purchasing insurance through Averett University?            YES                      NO

	Street Address
	

	City, State, Zip
	

	Phone
	

	Policy Number
	

	Group Number
	

	This policy is an    HMO   PPO    Other                                                If HMO Primary Physician: ____________________   

Primary Physician Phone: ____________________
	 

	This policy requires pre-authorization?   Yes   No         

If yes, list phone number: ___________________
	

	Does your insurance provide dental benefits?       Yes     No
	


Please attach a copy of the insurance card on the appropriate box with tape (DO NOT STAPLE). Failure to do so will result in an incomplete insurance form and student-athlete ineligibility until a complete form is turned in.


􀂉 I am planning to purchase insurance through the university. I will provide a copy of the front & back of my card when I receive it.
I hereby authorize any licensed physician or hospital that has treated or attended the above claimant to furnish the insurance company or its representatives any information requested for completion of a claim.  A Photostat of this authorization shall be considered as effective and valid as the original.  I certify to the best of my knowledge the above information is accurate and will notify the Dean of Students Office and the Athletic Training Department of any changes if they occur during the upcoming academic year.

Signature of Parent-Guardian_____________________________ Date_____________

Signature of Student-Athlete______________________________ Date_____________

Student Health History

Page 1: All incoming freshman and transfer students must have immunization records completed by medical staff

Page 2: INTERCOLLEGIATE ATHLETES/INTRAMURAL ATHLETES: All incoming athletes must have physical prior to the school year. It is recommended that all students planning on participating in intramural 
Name:______________________________



Check one of the following: 
􀂉 New Averett University Student 􀂉 Returning Averett University Student
Update Of Illnesses: (Please check all that you have had in the last year) 
	Allergies 
	Hypertension (High Blood Pressure) 
	Seizure Disorder 

	Asthma 
	Mental Disorder 
	Tuberculosis 


	Congenital Heart Defects 
	Poliomyelitis 
	Frequent Urinary Infections 

	Diabetes 
	Rheumatic Fever 
	OTHER: 

	Hepatitis 
	Rubella (German Measles) 
	


Are you receiving any regular treatment or taking medication?_________ If yes, please specify name of drugs, including insulin, prophylactic penicillin, anti-convulsive drugs, etc. Please attach a copy of all prescriptions to this health form. 
_________________________________________________________________
• Specify all allergies (drug, food, environmental) and type of reaction: 
____________________________________________________________________________________________________________________________________
• Describe any physical limitations (i.e. hearing, vision [including contact lenses], and mobility): 
_____________________________________________________________________________________
• Describe any surgery you have had and give dates: 
__________________________________________________________________
Immunizations: 
MMR (Measles, Mumps, and Rubella) Date Completed:__________________ 

Tetanus Toxoid (Must be within last 10 years) Date Completed:__________________ 

TB (Tuberculosis) Skin Test Date Completed:__________________ 

- or Chest X Ray Date Completed:__________________ 

Meningitis Vaccination (Required by all incoming students) Date Completed:__________________ 

Verification of Immunization Record (Not required for returning students if there have been no changes): 
________________________________________________ 
Signature of Certified Medical Practitioner 
____________________________________ 

Name of Medical Facility 
________________________________________________ 

Facility Telephone Number
Name:______________________________

Class:
FR
SO
JR
SR
5th YR

Social Security #:_____________________
Date of Birth:_____________ Sex: 
M     F

Sport(s):______________________________

Have you had a significant illness or injury or surgery? _______ If YES, please explain in detail_________________________________________________________________________

Sickle Cell Trait Testing
Averett University requires all athletes to be tested for sickle cell trait regardless of ethnicity.  If you have not previously been tested you should have testing done during your physical.   Sickle Cell Trait is the third lead cause of non-traumatic deaths in athletics.  Intense exertion or extended periods of exertion can cause a catastrophic event such as death.  Averett University will not allow any student to participate in athletics until we have sickle cell test results.  More information can be found at www.ncaa.org.  Please attach the results to this physical form.  
The following is to be completed by a physician

Height:__________
Weight:__________
Blood Pressure: ___________   Pulse: __________

Eyes: (Corrected/Uncorrected)
Right:_______
Left:________

Ears:
Right:__________
Left:_________

Physical Exam:

Respiratory:____________
Cardiovascular: _______________
Abdomen: _______________

Musculoskeletal: _____________________
Neurological: ___________________________

Medications: ___________________________

Cleared for participation: ______________
Not cleared for participation: __________________

Further exam required: ________________
Recommendations: __________________________

Physician’s Name & Address: _____________________________________________________

Telephone: (     ) ______________________Fax: (      ) ___________________________

Physician’s Signature: ___________________________ Date of Exam:__________________
























FRONT OF INSURANCE CARD


























BACK OF INSURANCE CARD





Make a copy of these forms for your records then mail the originals to (Medical exams are required for those anticipate competing in Intercollegiate Athletics):





Athletic Training Room	


Averett University 


420 West Main Street 


Danville, VA 24541
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