
INSURANCE INFORMATION 
 

Athlete’s Name ________________________________________________________________ Sport _______________ 
    First Middle      Last 
 
Athlete’s Social Security #  _________ - _________ - __________  Athlete’s Date of Birth  _______/_______/_______ 
 
Name of Insurance Company ______________________________________________________________________ 
 
Mailing Address for Claims ______________________________________________________________________ 
    (street) 
        ______________________________________________________________________ 
    (city, state, zip) 
Claims Phone Number  ______________________________________________________________________ 
 
Does your insurance require a referral from your Primary Care Physician to see another health care provider?       YES _____  NO  _____ 
 
Policy Holder’s Name  ______________________________________________________________________ 
 
Policyholder’s Address    ______________________________________________________________________ 

     (street) 
        ______________________________________________________________________ 

(city, state, zip) 
 
Policyholder’s Subscriber ID #  Policyholder’s Group # (or Group Name)     Policy Holder Social Security # 
 
_____________________________ _________________________________     _________________________ 
 
 
Mother’s Date of Birth  _______/_______/_______ Mother’s Social Security Number  __________________________________ 
 
 
Father’s Date of Birth   _______/_______/_______ Father’s Social Security Number    __________________________________ 
  
Athlete’s Relationship to Policyholder:   Self ____  Spouse ____  Child ____  Other ____ 
 

READ CAREFULLY 
• I authorize payment of medical benefits to all providers for all services and materials they provide during the care of an injury/illness. 
• I agree to supply any and all information requested by my primary insurance, the University of Nevada, Las Vegas and their excess insurance company in a timely manner 

in order to expedite the claims process. 
• I hereby authorize the University of Nevada, Las Vegas and their excess insurance company to secure and inspect copies of case history records, lab reports, diagnoses,   

x-rays, and any other data pertaining to the injury/illness I am receiving care for or previous confinements or disabilities relevant to the care of the injury/illness. 
• I authorize the Athletic Training staff of the University of Nevada, Las Vegas and/or my coach to hospitalize and secure treatment for me for any athletic injury/illness. If 

the athlete is under 18 years of age, the undersigned parent grants permission to the Athletic Training staff of the University of Nevada, Las Vegas and/or their coach to 
hospitalize and secure treatment for their son/daughter for any athletic injury/illness. 

• A photostatic copy of this authorization shall be deemed as effective and valid as the original. 
• I will notify the Athletic Training staff of the University of Nevada, Las Vegas immediately upon any change in the above health insurance information. 
 
Signature  _______________________________________________ Date _____________________________________ 
    (If under 18, parent or legal guardian must sign) 
 
Parent’s Names ___________________________________________ Home Phone  ______________________________ 
 
Mother’s Work Phone ______________________________________ Father’s Work Phone ________________________ 
 
In an emergency, if parents cannot be contacted, notify: 
 
Name ___________________________________________________ Phone  ___________________________________ 
 

PLEASE FILL OUT COMPLETELY, LEAVE NO AREA BLANK! 
PLEASE ATTACH A COPY (FRONT & BACK) OF YOUR INSURANCE CARD 



 
 

ATTACH FRONT OF INSURANCE CARD HERE 
 

 
ATTACH BACK OF INSURANCE CARD HERE 
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