GENERAL INFORMATION FORM

Name:
___________________________________

Sport:
___________________________________

Date of Birth:
____________________________

Year of Eligibility:
1     2     3     4

Student I.D. #
____________________________

S.S. #
___________________________________

Local Address:
____________________________

Local Phone #
____________________________

​​

Parent/Guardian Names:
________________________________________________________________________

Address:
______________________________________________________________________________________

City:
___________________________________

State:
___________
Zip:
______________

Home Phone #
____________________________

Work Phone #
____________________________

Insurance Policy Holder Name:
________________________________________________________________

Relationship to Student-Athlete:
________________________________________________________________

Address:
______________________________________________________________________________________

City:
___________________________________

State:
___________
Zip:
______________

Home Phone #
____________________________

Work Phone #
____________________________

Primary Physician Name:
_____________________

Office Phone #
____________________________

Insurance Company Name:
________________________________________________________________

Insurance Company Address:
________________________________________________________________

Group #
____________________________________
I.D. #
___________________________________

Policy Effective Date:
______________________
Expiration Date:
____________________________

Policy Limit:
_____________________________
Policy Deductible
____________________________

Policy Co-Pay:
_____________________________

Does the policy cover athletically-related injuries?

____________ YES
____________ NO

Please indicate any previous injuries to the following areas, including the date of injury:

Body Part



Body Part


Body Part


Shoulder
______________

Knee
______________

Neck

______________

Back

______________

Ankle
______________

Concussion
______________

Please list any allergies or current medications:
__________________________________________________

___________________________________________

___________________________________________


(parent/guardian signature and date)


(student-athlete signature and date)

SIGN AND RETURN ALL FORMS TO THE UWRF ATHLETIC TRAINING STAFF BY AUGUST 1st

410 SOUTH 3RD STREET · RIVER FALLS, WI 54022 

FAX 715-425-3257

