Wilmington University 

Sports Medicine

Acknowledgement of Insurance Requirements - Parent Form

I, ________________________________, as parent, guardian or legal representative, attest that

   (Parent/Guardian Name, please print)

______________________________ has insurance coverage under a current, in force insurance
(Student-Athlete Name, please print)
policy for injuries that occur while he/she is participating in intercollegiate athletics.

If there is a material change in coverage or expiration of coverage, I agree to notify Wilmington University of this development and update the insurance information I have on file with Wilmington University.

I understand and agree that Wilmington University will assume no responsibility whatsoever for the payment of deductibles and co-pays resulting in injuries that occur while participating in intercollegiate athletics at Wilmington University. 
It is the responsibility of the parent/athlete to supply the athletic training staff with any bill or explanation of benefits resulting from injuries that occur while participating in intercollegiate athletics at Wilmington University.

________________________________________________________        _________________

(Parent/Guardian Signature)*                                                              
(Date)
*needed if athlete is covered under parent/guardian’s insurance policy
ALL FORMS MUST BE READ AND COMPLETED

PRIOR TO THE STUDENT-ATHLETE PARTICIPATING IN PRACTICE OR COMPETITION
1. AKNOWLEDGEMENT OF INSURANCE REQUIREMENTS – PARENT
(Parent Form needed if Student Athlete is covered under Parent’s Insurance)
2. AKNOWLEDGEMENT OF INSURANCE REQUIREMENTS – STUDENT

3. COMPLETED MEDICAL INFORMATION FORM
4. A COPY (FRONT AND BACK) OF YOUR CURRENT INSURANCE CARD
Wilmington University 

Sports Medicine

Acknowledgement of Insurance Requirements - Student Form

I, ________________________________, attest that I have insurance coverage under current,

    (Student-Athlete Name, please print)

in force insurance policy for injuries that occur during my participation in intercollegiate 

athletics.

If there is a material change in coverage or expiration of coverage, I agree to notify Wilmington University of this development and update the insurance information I have on file with Wilmington University.

I understand and agree that Wilmington University will assume no responsibility whatsoever for the payment of deductibles and co-pays resulting in injuries that occur while participating in intercollegiate athletics at Wilmington University.

It is the responsibility of the parent/athlete to supply the athletic training staff with any bill or explanation of benefits resulting from injuries that occur while participating in intercollegiate athletics at Wilmington University.
__________________________________________________            ______________________

(Student-Athlete Signature)                                                                 (Date)
ALL FORMS MUST BE READ AND COMPLETED

PRIOR TO THE STUDENT-ATHLETE PARTICIPATING IN PRACTICE OR COMPETITION

1. AKNOWLEDGEMENT OF INSURANCE REQUIREMENTS – PARENT
(Parent Form needed if Student Athlete is covered under Parent’s Insurance)
2. AKNOWLEDGEMENT OF INSURANCE REQUIREMENTS – STUDENT

3. COMPLETED MEDICAL INFORMATION FORM

4. A COPY (FRONT AND BACK) OF YOUR CURRENT INSURANCE CARD 
       Wilmington University Sports Medicine - Medical Information Form

        Student Name___________________________
 Sex
M
F
Marital Status_______________

        Date of Birth____________________________
 Sport_________________________________________

        S.S. #__________________________________
 Academic Year        Fr.        So.        Jr.        Sr.       Grad.

        Current Address__________________________________________________________________________
        Permanent Address________________________________________________________________________
                     Home Telephone                                     Work Telephone                                     Cell /Pager                                                      .   
        Father/Guardian________________________ 
Mother/Guardian________________________________

        Address______________________________
Address_______________________________________                             

        _____________________________________         ______________________________________________            

       Telephone_____________________________
Telephone_____________________________________   

       Employer______________________________ 
Employer______________________________________ 
       Address_______________________________ 
Address_______________________________________
       ______________________________________         _____________________________________________
                     Telephone                                                                   Telephone                                                                                                   .   

       Policy Holder Name___________________________________    Relationship to Student________________
       Insurance Company Name___________________________________________________________________
       Insurance Company Address_________________________________________________________________
       I.D. #__________________________________      Group #________________________________________
       Effective Date of Policy ____________   Policy Co-Pay ____________   Policy Deductible ______________
       Does the policy cover athletically-related injuries? (circle)       YES       NO       
       Primary Physician________________________________      Office Number__________________________
       List any medical conditions__________________________________________________________________

       List any medications you are taking____________________________________________________________

       Are you currently taking medication for ADHD? (circle)   YES   NO
If yes, you must have your primary physician fill out the ADHD Medical Exception Form (found on the WU athletics page)
       List any allergies (including to medications)______________________________________________________

I have read and agree to comply with the provisions of the Acknowledgement of Insurance Requirements.

___________________________________________

___________________________________________
(Parent / Guardian Signature)*
(Date) 
 

(Student-Athlete Signature)

(Date)
*needed if athlete is covered under parent/guardian’s insurance policy
PLEASE PHOTOCOPY

YOUR INSURANCE CARD
IN THE BOX BELOW
(FRONT AND BACK)

This form must be completed and returned to the following address by August 1st
Athletic Training Department

Wilmington University

320 North DuPont Highway

New Castle, DE 19720


