Student Athlete Insurance Information
Student Name: _______________________________________
Phone: (Cell) _________________________________________
Current Address: ______________________________________________
City: ___________________________ State: __________________Zip Code:________________

Father’s Name: ____________________________ Mother’s Name:_________________________
Phone: (Cell) ___________________________        Phone: (Cell) __________________________
Address: _____________________________ City/State: ________________ Zip Code: ____________ 

Primary Physician Name: _______________________    Phone:___________________________ 
Address ________________________________________________________________________ 
Insurance Information
Insurance Company Name _____________________________________________________________ Address_____________________________________________________________________________ City ____________________________ State _______________Zip Code________________________ Phone Number______________________________________________
Policy Holder Name ________________________________ ID Number ____________________ 
I certify that the foregoing information is true and correct. 
Student Signature _____________________________________ Date ________________________ 
Authorization to Release Information
I authorize any Health Care Provider, Insurance Company, Employer, Person or Organization to release information regarding medical, dental, mental, alcohol or drug abuse history, treatment or benefits payable, including disability or employment related information, to Summit America Insurance Services, Inc., d/b/a Ascension Benefits & Insurance Solutions, the Plan Administrator, or its employees and authorized agents for the purpose of validating and determining benefits payable. A photocopy of this authorization shall be as valid as the original. 
Student Signature _________________________________________Date ____________________
Revised: 7/25
