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Ancilla College Athletic Insurance Form 
Student Name_________________________________ Date________________________________ 

 

Student Home address (City, State, and Zip)_________________________________________________ 

      _________________________________________________ 

      

Student local address while attending Ancilla (City, State and Zip)_______________________________ 

         _______________________________ 

         

Student SS# _______________________________  Student Date of Birth____________________ 

 

Student Cell Phone__________________________   Student Home Phone____________________ 

 

Parent Information: 

Father’s Name_________________________________________________________________________ 

    

SS#_____________________________________  Father’s Date of Birth___________________ 

 

Cell Phone_______________________________  Home Phone:__________________________ 

 

Father’s Employer_________________________  Employer Phone# ______________________ 

 

Mother’s Name________________________________________________________________________ 

 

SS# _____________________________________  Mother’s Date of Birth:__________________ 

 

Cell Phone________________________________  Home Phone__________________________ 

 

Mother’s Employer_________________________  Employer Phone#______________________ 
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Insurance Information:  

Does claimant have health insurance coverage available as a dependent?  □  Yes  □  No   

Name of person insured__________________________________________________________________ 

 

Address of Person Insured________________________________________________________________ 

 

Date of Birth of person insured____________________________________________________________ 

 

SS# of person insured___________________________________________________________________ 

 

Name of insurance company _____________________________________________________________ 

 

Address of insurance company ___________________________________________________________ 

 

Insurance Company Phone#______________________________________________________________ 

 

Policy#______________________________  Group# ______________________________ 

 

Name of Person to contact in case of an emergency____________________________________________ 

 

Allergies ____________________ Please list all medication student is taking______________________ 

 

Please attach a copy (front and back) of the student’s insurance card and return with this form. 

 

Bill to information: 

Name of person to be billed:______________________________________________________________ 

I hereby verify that all of the above information is complete and correct. I also understand 
that at anytime the above information changes, it’s my responsibility to inform the Ancilla 
College Athletic Department. 
 
Furthermore, I understand that I’m responsible for first $2500.00 of all medical and dental 
expenses incurred, whether through my primary insurance company or out of pocket before 
Ancilla College Athletic insurance will take effect.  
 
 
 
Signature of student/parent_________________________  Date______________ 


