CONCORDIA COLLEGE

Insurance/Emergency Information

Please use BLUE or BLACK ink to complete the form.

Name _______________________________________
SS# __________________________

Birth Date _____/_____/_____



Sex:  M/F


Year in School:  FR   SO   JR   SR   5th
Sport(s) ______________________  _______________________   _______________________

******************************************************************************

College Address:




Permanent (home) Address:

____________________________________
____________________________________

Street or PO Box





Street or PO Box

____________________________________
____________________________________

City


State

ZIP

City


State

ZIP

Phone: ______________________________
Phone: ______________________________

******************************************************************************

Emergency Contact:  Primary



Emergency Contact:  Secondary

Name _______________________________
Name _______________________________

Relation _____________________________
Relation _____________________________

____________________________________
____________________________________

Street






Street

____________________________________
____________________________________

City


State

ZIP

City


State

ZIP

Phone: ______________________________
Phone:_______________________________

******************************************************************************

Medical Alerts:

Allergies: ____________________________
Last Tetanus Booster ___________________

Current Prescriptions ___________________
Significant Medical Conditions ___________

____________________________________
____________________________________

******************************************************************************

Insurance Company ______________________________________________________________

Policy Holder ___________________________________________________________________

ID # ________________________________
Group #______________________________

Expiration Date _______________________
Policy Limit___________________________

Policy Deductible _____________________

Policy Co-Pay _________________________

Primary Physician(s) ___________________
Physician Phone _______________________

____________________________________
_____________________________________

Do you have restrictions as to a physician you can see?  Yes _______
No _______

If yes, which physician(s)/clinic/hospital can you visit?  Orthopaedic Associates ____ Other _____


MeritCare ______  Dakota Clinic/Innovis ______  Heartland Independent Network ______

Do you have insurance restrictions as to where you can receive physical therapy?  Yes___ No____

If yes, which physical therapy location can you visit?  PT-OT _____ MeritCare ____ Dakota ____

Are out-of-area non-emergency services provided? Yes ____  No ____

Procedure for obtaining approval for out-of-area services: _________________________________

________________________________________________________________________________

*******************************************************************************

Athletic Insurance Policy



Medical Authorization

Students at Concordia College participating in inter-

The athlete/parent gives consent for the College 

collegiate athletics must have adequate health 

physician, consulting physician and/or appropriate

insurance coverage for an athletic injury.  If a student
-
members of the College Student Health Services and

athlete does not have adequate health insurance cover-
Athletic Training staff to examine records or be in 

age, he/she must obtain coverage prior to participation
consultation concerning examination or treatment of the

in any Concordia College intercollegiate sport as 

athlete for the express purpose of evaluating the medical

mandated by the NCAA.  Concordia College has 

and/or physical fitness for participation in, or continued

secondary insurance coverage through Student Assur-

participation in any intercollegiate athletics at Concordia 

ance Services Inc. to cover athletic-related injuries 

College.  The athlete/parent also gives permission for 

occurring during intercollegiate practice and competition
acceptable diagnostic, therapeutic, and emergency 

that result in medical expenses in excess of $500 per 

operative procedures to be carried out in the treatment of

injury.  A claim form must be completed in the athletic
illness and/or injury sustained while a student-athlete at

training room or business office located in Lorentzen

Concordia College.

Hall within 30 days of the injury.  All claims are submitted 

through your primary insurance first and claims must

exceed $500 before the secondary insurance policy 

will take effect.

______________________________________________________________________________

Signature of Athlete/Parent-Guardian




Date

YOU MUST INCLUDE A PHOTOCOPY (FRONT AND BACK) OF YOUR CURRENT HEALTH INSURANCE CARD AND THE COMPLETED INSURANCE/EMERGENCY CONTACT FORM.

