SOUTHERN VIRGINIA UNIVERSITY

EMERGENCY AUTHORIZATION
SPORTS MEDICINE DEPARTMENT

We give permission to authorized personnel selected by SVU, on our behalf, to secure treatment for and/or
hospitalize the athlete in the event of an emergency — including, on the recommendation of a physician, injections
and/or surgery. We give permission for the emergency contacts listed below to be notified regarding the
emergency and the treatment arranged. We agree to be responsible for all costs associated with any such medical
treatment, and authorize SVU personnel to approve such medical treatment on our behalf. This form may be
duplicated and given to authorized personnel. All information recorded will be held in the strictest of confidence.
Your signature below indicates that the information you have provided is accurate and complete.

ATHLETE’S NAME (print):

First Middle Last
SIGNATURE: DATE:
PARENT/GUARDIAN (print):

First Middle Last
SIGNATURE: DATE:
HEALTH INSURANCE POLICY HOLDER (print):

(if different from Parent/Guardian identified above) First Middle Last

SIGNATURE: DATE:

PRIMARY EMERGENCY CONTACT — Next of Kin (Parent, Spouse, etc...)

Print Name: Relationship:
Home Phone: Work Phone:
Cell Phone: Email:
Address:
Street City State Zip
SECONDARY EMERGENCY CONTACT - Next of Kin (Parent, Spouse, etc...)
Print Name: Relationship:
Home Phone: Work Phone:
Cell Phone: Email:
Address:
Street City State Zip
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SOUTHERN VIRGINIA UNIVERSITY

INSURANCE INFORMATION
Name: Date: Sport:
Single/Married: SS#: Birth Date:

1. University policy states that athletes must carry health insurance, for the duration of the academic year.
2. Your group insurance is always the Primary carrier and will be billed for any service rendered.
3. You mustinclude a copy of yours or the policy holder’s health insurance card & prescription card, both

front and back.
4. Bolded sections must be completed to be cleared for participation.
5. If you change insurance carriers you must fill out a new form with the effective date of the new policy.

THE FOLLOWING INFORMATION AND AUTHORIZATION MUST BE COMPLETED IN FULL AND SIGNED.

Primary Insurance Policy Holder Secondary Insurance Policy Holder

Name of Policy Holder Name of Policy Holder

(Father, Mother, self, spouse) (Father, Mother, self, spouse)

SS# Birthdate SS# Birthdate

Address Address

City State Zip City State Zip
Home Phone Home Phone

‘Work Phone ‘Work Phone

Employer Employer

Primary Ins. Company Primary Ins. Company

Policy # Policy #

Claims Mailing Address Claims Mailing Address

Phone # Phone #

Is Pre-authorization required? Yes No Is Pre-authorization required? Yes No

Prescription Ins. Co.

Prescription Ins. Co.

Card # Card #
Mailing Address Mailing Address
Phone # Phone #

I hereby certify that the answers provided are true, and correct. A photo static copy of this authorization
shall be considered as effective and valid.

Date:

Signature:

(Parents signature if athlete is under 18)
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