INTERCOLLEGIATE ATHLETICS



DOANE COLLEGE

PERSONAL DATA





ATHLETIC TRAINING
Student Athlete Information:

  Parent/Guardian Information:
Name

________________________  Name(s)  

__________________



First
             MI
                     Last

SS#

________________________  Relationship

__________________

Date of Birth
________________________  Home Address
__________________

Local Phone #
(      )____________________  City, State, Zip
__________________

Cell Phone #
________________________  Home Phone #
(      )_____________ 

Sport(s)
________________________  Work Phone #
(      )_____________



________________________  Emergency Contact
__________________

Year in School
   1st      2nd     3rd     4th      5th   

(Circle One)




  Emergency Phone #
(      )_____________

Family Physician ________________________________________(      )_____________




Name


City

State

Phone #

Are You Allergic To:

	Type
	Circle One
	Explanation

	PENICILLIN
	YES     NO
	

	SULFA DRUGS
	YES     NO
	

	OTHER DRUGS
	YES     NO
	

	INSECTS / FOODS
	YES     NO
	


Do You Take Any Medications Regularly?  YES    NO


If Yes, Please List And Explain, (Include Birth Control, Allergy Medication/Shots, Etc.)

Please Fill In As Completely As Possible:

Year of Last Tetanus Shot ____________________
TB Skin Test ________________________________

Sickle Test Index

____________________

When You Participate In Sports, Do You Wear Eyeglasses? __________     And/Or Contacts? __________








(Yes/No)

           (Yes/No)

If Yes To The Above Question, Please Name The Prescribing Physician Below


(Name)


(City)


(State)


(Phone #)

Describe The Type Of Contacts Worn (Soft, Hard, Gas Permeable, Extended Wear) __________________

Contact Brand __________________    Contact Prescription
R _____________   L _________________





       Eyeglass Prescription  R _____________   L _________________

List All Dental Appliances (Caps, Bridges, Crowns) ____________________________________________

INTERCOLLEGIATE ATHLETICS



DOANE COLLEGE

PROOF OF INSURANCE




ATHLETIC TRAINING

	Student Athlete
	Social Security Number
	Date of Birth
	Sport

	
	
	
	


Dear Parent

Parent/Guardian Information

   Our athletic accident policy which provides insurance for your son or daughter for injuries occurring while participating in the play or practice of intercollegiate sports is “SECONDARY” to any other collectible insurance company providing coverage to your son or daughter through your employer or your spouse’s employer.  

   Please note that the school’s general insurance policy for students does not cover athletic injuries.



**MUST ALSO UPLOAD OR SUBMIT A CURRENT INSURANCE CARD**
Primary Policy


Holder’s Name: ___________________________ SS#: _________________ Date of Birth: _________





Home Address: ______________________________________________________________________


				Street				City, State. Zip Code





Employer’s Name: ___________________________________________________________________


				Street				City, State, Zip Code





Home Telephone # ___________________________ Work Telephone # ________________________





Insurance Company ___________________________________  Policy #  _______________________





IS YOUR DEPENDENT SON/DAUGHTER COVERED UNDER THE ABOVE POLICY?	Yes ____  No ____


Does your insurance require: 	A second opinion for surgery?		Yes ____  No ____


	Pre-Authorization for service?		Yes ____  No ____


	                 


Check Appropriate: 	HMO _____	PPO _____		Co-Pay Required _________





Secondary Policy


Holder’s Name: ___________________________ SS#: _________________ Date of Birth: _________





Home Address: ______________________________________________________________________


			Street				City, State. Zip Code





Employer’s Name: ___________________________________________________________________


			Street				City, State, Zip Code





Home Telephone # ___________________________ Work Telephone # ________________________





Insurance Company ___________________________________  Policy #  _______________________





IS YOUR DEPENDENT SON/DAUGHTER COVERED UNDER THE ABOVE POLICY?	Yes ____  No ____


Does your insurance require: 	A second opinion for surgery?		Yes ____  No ____


	Pre-Authorization for service?		Yes ____  No ____


	                 


Check Appropriate: 	HMO _____	PPO _____		Co-Pay Required _________





I verify that the above statement of insurance is true, complete and correct to the best of my knowledge


Signature of Parent/Guardian:							Date:








