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Illinois Wesleyan University
Sports Medicine

Athlete Information

(please print)
Name:__________________________________________________________   Class:  (FR)  (SO)  (JR)  (SR)
       Age:___________  Gender:  M / F  Date of Birth:_____/_____/_____  Sport / Position:____________________

       School Address:_____________________________________________________________________________
      School E-Mail Address: ______________________________________________________________________  
       School Phone Number: _______________________ Cell Phone Number: ______________________________ 
       Parents Names:_____________________________________________________________________________
       Parents Home Address:______________________________________________________________________
                                              (street)

(city)

(state)

(zip code)

       Parents Phone #:____________________________________________________________________________
                                  (home)
(work)



(cell)

       Parents Employer:___________________________________________________________________________

       Emergency Contact Person:______________________________  Emergency Phone #:____________________

       Primary Insurance Co.:__________________________________ HMO / PPO Group #:___________________

       Secondary Insurance Co:_________________________________ HMO / PPO  Group#:___________________

       No payment is due at the time of the doctors office visit with our team physicians for injuries incurred as an athlete.  A bill will be processed and forwarded to the prime insurance carrier. 
        I hereby authorize the doctor and athletic trainer to release all information necessary to secure the payment of benefits for a medical claim.  I further agree that a copy of this agreement shall be as valid as the original document.
       Signature:______________________________________________Date:________/__________/____________

