FITCHBURG STATE COLLEGE

INSURANCE INFORMATION FORM


Name: ____________________________________

Date of Birth:_______________________________
Sport: _____________________

SSN:______________________________________
Academic Year: 2007-2008_________
The Acknowledgement of Insurance Requirements must be read and understood and this form completed PRIOR to the student-athlete participating in practice and/or competition

YOU WILL NEED TO CALL YOUR INSURANCE COMPANY FOR CERTAIN INFORMATION ON THIS SHEET – DO NOT LEAVE ANY LINE BLANK
Policy Holder Name: _________________________________________________________

Relationship to Student-Athlete:_________________________________________________

Insurance Company Name:_____________________________________________________

Insurance Co. Telephone #:____________________________________________________

Group #:____________________________________
I.D.#:______________________
Effective Date of Policy:_______________________
Expiration Date:_____________

Life Time Maximum Benefit / Aggregate Limit:_________________________________

Policy CoPay (E.R., Radiology, Office Visit, etc): _______________________________________

Policy Deductible:___________________    Is your policy a HMO or PPO Plan: _______________
Does this policy cover athletically-related injuries:_______________________
I have read and agree to comply with the provisions of the Acknowledgement of Insurance Requirements.
___________________________________ 

____________________________________
Parent/Guardian Signature and Date


Student-Athlete Signature and Date

This form must be completed and returned by August 1, 2007.

Return To:

Todd Souliere 

Head Athletic Trainer




Fitchburg State College




160 Pearl Street




Fitchburg, MA 01420

You should keep a copy of these documents for your records

