Hobart and William Smith                   

Student Athlete Insurance Information

2010-2011  (14)


Please type or print the following insurance information and sign on the space provided below.  This information will be used to expedite any doctors visits needed by your son/daughter.

Students Name __________________________________________   Sport  ___________

SS#  _________________________________      DOB ______________________

Insurance Information:  Fill out following concerning your insurance company.

Name of Primary Insurance_________________________________

Complete Address _________________________________________

      _________________________________________     

Phone Number   _________________________________

Subscribers Name ________________________________________  DOB: ________________

ID#  ___________________________

Is a referral from primary physician needed?  __Yes/No_  

Secondary Insurance  _____________________________________

Complete Address  _______________________________________

                           ________________________________________

Phone Number  __________________________________

Subscribers Name  _______________________________________  DOB: _______________

ID#  _________________________

Parent or Guardian Signature_________________________________  Date _________ 

Parent Emergency Phone Number ______________________________________

Please return in the self addressed envelope provided.

HOBART ATHLETIC DEPARTMENT FAX NUMBER  315-781-3570

