Virginia Intermont Sports Medicine

Travel Insurance Information

Name of Athlete________________________  Sport(s)_______________  SSN_____________

Date of Birth________________________  Athletic Year_______________________________

College Box #_______________________  College Phone #_____________________________

Home Address___________________________________________ Phone_________________

Father/Guardian_______________________        Mother/Guardian________________________

SSN________________________________         SSN__________________________________

Address_____________________________         Address_______________________________

___________________________________          ______________________________________

Work/Cell Phone_____________________          Work/Cell Phone________________________

MEDICAL INSURANCE                                    MEDICAL INSURANCE

Company___________________________          Company______________________________

Address____________________________           Address_______________________________

___________________________________          ______________________________________

Policy #____________________________          Policy ________________________________

Group Name & #_____________________         Group Name & #________________________

Phone #____________________________          Phone #________________________________

HMO_____ PPO_______ Select________           HMO______ PPO________ Select__________

Primary_______ Secondary____________           Primary________ Secondary______________

Require second opinion for surgery?  Yes_____________   No_____________


I hereby authorize Virginia Intermont College and its Secondary Insurers to inspect or secure copies of case history records, lab reports, diagnoses, x-rays, and any other data covering this and or previous confinements and/or disabilities.  A photocopy of this form shall be deemed as effective and valid as the original.


I authorize that the Secondary policy carried by Virginia Intermont College pay for any medical costs over and above those of our own primary insurance coverage.  I also agree to provide proof of Medical Insurance (copy of insurance card) where without such proof the athlete may not participate in ANY intercollegiate athletic function.
Parent’s Signature_____________________________________ Date______________________

Athlete’s Signature____________________________________  Date_____________________

Please bring completed form to Check-In table when arriving to campus; OR return to: Virginia Intermont College; Amanda Painter, Athletic Trainer; 1013 Moore St.; Bristol, VA 24201
