Ferris State University

Athletic Department Insurance Information Form
Athlete Information

Name_______________________________________   Birth date:________________  Student Number  #_____________________________        

Permanent Address__________________________________________________________________________________________

                                           Street                                                                                               City                                            State                           Zip     

Cell phone (________)__________________    Email address_________________________________     Sport___________________________

                                                                                                                                              


Please enclose a copy of all medical, dental, optical and prescription drug cards with this completed form.

Ferris State Athletic Department provides excess or secondary accident coverage for all FSU student-athletes.  Your medical insurance is used first with all athletic related medical expenses.  

MAIL COMPLETED FORM  and PHOTOCOPY OF ALL MEDICAL INSURANCE CARDS TO: 

                                                           FSU Athletic Training                                   phone    231.250.7931                                                       
                                                                        210 Sports Dr.                                               
  Rev 12/2010                                                    Big Rapids,  MI  49307
   
               FATHER/GUARDIAN INFORMATION





         MOTHER/GUARDIAN INFORMATION








Father’s Name________________________________________________





Date of Birth____________________________________________





Address________________________________________________





             ________________________________________________


                     City                                        State                         Zip              


Home Phone (_________)_________________________________





Work Phone (_________ )_________________________________





Employer______________________________________________





Medical Insurance


Company or Plan _______________________________________





Address_______________________________________________





              _______________________________________________





Policy Number__________________________________________





Group Number__________________________________________





Telephone (________)____________________________________





Circle yes or no.


Is this the primary medical insurance coverage?        yes        no





Is this plan an HMO?                                  	   yes        no





Is this plan a PPO?	                                                   yes        no





Is pre-authorization required to obtain treatment?     yes        no





Is a second opinion required before surgery?            yes        no





Do you have prescription drug coverage?                  yes        no





Do you have dental coverage?                                   yes        no





Do you have optical coverage                                   yes        no





























Mother’s Name________________________________________________





Date of Birth_____________________________________________





Address_________________________________________________





             _________________________________________________


                       City                                       State                             Zip


Home Phone (_________)__________________________________





Work Phone (_________ )__________________________________





Employer_______________________________________________





Medical Insurance


Company or Plan _________________________________________





Address_________________________________________________





              _________________________________________________





Policy Number____________________________________________





Group Number____________________________________________





Telephone (________)_____________________________________





Circle yes or no.


Is this the primary medical insurance coverage?          yes        no





Is this plan an HMO?                                 	     yes        no





Is this plan a PPO?                                                       yes        no





Is pre-authorization required to obtain treatment?       yes        no


    


Is a second opinion required before surgery?              yes        no





Do you have prescription drug coverage?                    yes        no





Do you have dental coverage?                                     yes        no





Do you have optical coverage                                   yes        no








