MANSFIELD UNIVERSITY OF PA

Athletic Insurance Information

FAILURE TO COMPLETE ALL BLANKS AND RETURN THIS FORM WILL RESULT IN CLAIMS PROCESSING DELAY AND WILL PREVENT YOUR SON/DAUGHTER FROM PARTICIPATING IN PRACTICES AND COMPETITIONS. (NOTE: Complete all blanks with information or N/A.)            Please Print
Students Name _____________________________________________________Sport(s)_____________________________________________
Social Security#_____________________________________________________  Birth Date___________________________________________

Permanent Address__________________________________________________ City________________________________________________

State____________________________________ Zip______________________________ Home Phone__________________________________









     Cell Phone____________________________________
Father’s Name _____________________________________________________________Home Phone__________________________________










      Cell Phone ___________________________________
Address________________________________________________________________________________________________________________

Employer _________________________________________________________________ Phone _______________________________________

Mother’s Name_____________________________________________________________ Home Phone_________________________________









       Cell Phone___________________________________
Address ________________________________________________________________________________________________________________

Employer__________________________________________________________________ Phone _______________________________________

Do you have medical insurance to cover this athlete? _____________________ Yes ___________________ No

Policy Holder’s Name _______________________________________________________ Relationship________________________________

Name of Insurance Carrier _______________________________________________________________________________________________

Policy: _____________________________________________________________________ Phone ______________________________________

Primary Care Physician Name: ___________________________________________________ Phone______________________________________
Is this an HMO (Health Maintenance Organization)? _____________________ Yes ___________________ No

If your insurance carrier is an HMO, are there any emergency care provisions that we should be aware of in the event of the need for “emergency on-site medical care.”
Please explain any such provisions: ___________________________________________________________________________________________

I authorize Mansfield University and Borden Perlman Insurance group to inspect or secure copies of case history records, laboratory reports, diagnoses, x-rays, and any other data covering this and /or previous confinements and/or disabilities. A photo copy of this authorization shall be deemed as valid as the original. We authorize Mansfield University or Borden Perlman Insurance group to pay medical vendors direct for any bills incurred from accidents that are covered under the coverage purchased by Mansfield University. I/WE AGREE THAT ALL INFORMATON PROVIDED IN THIS DOCUMENT IS ACCURATE AND COMLETE TO THE BEST OF MY/OUR KNOWLEDGE, I/WE UNDERSTAND THAT ANY INCORRECT OR UNDISCLOSED INFORMATION CAN RESULT IN DUPLICATE PAYMENTS CREATING SUBSTANTIAL OVER PAYMENT. THE RESPONSIBILTY OF SUCH OVERPAYMENT WILL BE THE OBLIGATION OF THE UNDERSIGNED TO REIMBURSE IN FULL, UPON REQUEST, ALL AMOUNTS DEEMED REFUNDABLE. 

PARENT/ GUARDIAN _____________________________________________________ DATE_____________________________
STUDENT ATHLETE ______________________________________________________ DATE ____________________________

PLEASE BE SURE BOTH A PARENT AND A STUDENT SIGN AND DATE THE FORM AND RETURN IT TO ME BY THE DATE IN THE UPPER RIGHT CORNER. 
Revised 2/05
