SOUTHWESTERN CHRISTIAN UNIVERSITY
ATHLETIC INSURANCE INFORMATION
Athlete: 
Name:________________________________________ Sport:_________________ Check if JV:____ 
Local Address/SCU Box #:___________________________________________________________ 
Permanent Address:_____________________________________ City:_______________________ 
State:______ Zip:____________ Country:____________________ Date of Birth:________________ 
Age:_____ Year in school: FR   SO   JR   SR		 Social Security #:____________________ 
SCU ID#:___________________ Email:_________________________________________________ 
Phone number while at SCU/Cell Phone:________________________________________________ 
Parent(s) or Legal Guardian: 
Mother's Name:________________________________________ Phone: ( )_______________ 
Address:______________________________________________ Social Security #:____________ 
City:________________________________ State:____________ Zip:________________________ 
Country:______________________________________ 
Workplace:____________________________________________ Phone: ( )_______________ 
Address:_______________________________________________ City:_______________________ 
State:___ Zip:______________ Country:____________________ 
Father's Name:________________________________________ Phone: ( )_______________ 
Address:______________________________________________ Social Security #:____________ 
City:________________________________ State:____________ Zip:______ Country:_________________
Workplace:____________________________________________ Phone: ( )_______________ 
Address:_______________________________________________ City:_______________________ 
State:___ Zip:______________ Country:_______________________________________________ 
Insurance: 
Insurance Company:_______________________________________________________________ 
Policy Holder:________________________________ Policy Holder Date of Birth:_____________ 
Policy Number:________________________________ Group Number:_______________________ 
Insurance Company Phone: ( )_____________________________________________________ 
Claims Address:___________________________________________________________________ 
City:_______________________________ State:_____ Zip:_______________________ 
Type of Coverage: ____HMO ____PPO 
Name of Primary Care Physician:__________________________ Phone:( )________________ 
