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THE SAGE COLLEGES

Current Academic Year_______


The following information and authorization must be FULLY completed, signed, and returned.  Any student who does not have this form on file in the Athletic Training Room is ineligible for participation in the intercollegiate athletic program.  

Athlete’s Name ______________________________________ Sport (s) ______________________________                                                               

Athlete’s SS# ______-______-________     Athlete’s Student ID #______________    DOB _____/____/______

____ Check here if athlete is self insured.  If self insured please fill out completely the lines below only and sign on the bottom signature line. 

Name/Group Insurance Co. _______________________
Insurance Company Phone ___________________

Mailing Address for Claim _______________________________________________________________________
Group # ___________________________ID # ________________________

Effective Date of Policy ______________ Expiration Date _______________ 

HMO or PPO or Neither (circle one)          Individual or Group (circle one)  
              (circle one)
Does your insurance company require:

a second opinion for surgery?

Yes
No







a pre-authorization for services?
Yes
No







Co-Pay (if yes, amount $_________)
Yes  
No
____Check here if athlete is insured by a parent or guardian, fill out completely the information below, and sign on the bottom signature line. 

Policy Holder’s Name____________________________________ ___________________________________________  
Policy Holder’s Home Address_________________________________________________________________________

Policy Holder’s Home Phone ___________________Cell Phone______________
____Work Phone_________________
Policy Holder’s Employer’s Name ______________________________________________________________________ 
Employer’s Address _________________________________________________________________________________

Policy Holder’s SS# _____-____-_______ 
DOB_____/_____/_______
Insurance Co. Name____________________________ _________Insurance Phone______________________________ 

Claim Mailing Address_______________________________________________________________________
Group # ______________________ 
ID # _________________________ 
HMO or PPO or Neither (circle one)

Effective Date of Policy ____/____/_____
Expiration Date _____/____/______  
Individual or Group (circle one)  

Is your student athlete covered under the above policy (circle one)?




Yes
No

Does your insurance company require (circle one):
A second opinion for surgery


Yes
No








A Pre-authorization for services


Yes
No








Co-Pay (if yes, amount $_________)

Yes  
No

I hereby certify that the answers provided are true, complete and correct to the best of my knowledge.  A photocopy of this authorization shall be considered as effective and valid as the original.

Signature of Policy Holder __________________________________
DATE _____/_____/________
PLEASE SUBMIT A FRONT AND BACK COPY OF YOUR INSURANCE CARD (S) ALONG WITH THIS COMPLETED FORM TO:

(     The Sage Colleges   Department of Athletics   65 First Street    Troy, NY 12180   or fax to: (518) 720-3007







