
 

Missouri Valley College 
Athletic Department 

Health Insurance Information 
 

Missouri Valley College does not carry health insurance for any of its athletes.  As a result, it is 
MANDATORY that all athletes carry insurance while participating in athletics at MVC.  NO  
ATHLETE WILL BE PERMITTED TO PARTICIPATE WITHOUT PROOF OF HEALTH 
INSURANCE COVERAGE! 
 
If your son/daughter is not currently covered by a health insurance policy, there are short-term 
health insurance policies available from insurance companies that will cover the student athlete 
during the school year.  You are free to choose ANY health insurance company to adequately 
cover your child.  
 
REQUIRED: 1)  Complete the following form, DO NOT leave any lines blank. 
       Incomplete or incorrect information will result in your son/ daughter 
       being ineligible to participate until all the information has been complete. 
 

2) Attach a copy of the front and back of the health insurance card the student-
athlete is covered under. 

 
If you have any questions, please contact the Head Athletic Trainer.  This information is vital in  
case of an emergency or injury and could delay the treatment if filled out incorrectly.  Please take  
time to fill out these and all forms completely and correctly. 
 
1.  Son/ Daughter’s Name ________________________________________________________ 
 
2.  Policy Holder’s Name  ________________________________________________________ 
 
3.  Policy Holder’s Social Security Number __________________________________________ 
 
4.  Name of Health Insurance _____________________________________________________ 
 
5.  Address of Health Insurance Co._________________________________________________ 
     ___________________________________________________________________________ 
 
6.  Phone Number of Health Insurance Co. ___________________________________________ 
 
7.  Policy or ID# ________________________________________________________________ 
 
8.  Group or Certification # ________________________________________________________ 
 
9.  Is this insurance company an:  (Please Circle One)  HMO  PPO 
 
10.  If an HMO, please list Primary Care Physician’s name and phone number________________ 
       ___________________________________________________________________________ 
 
11.  Emergency Contact Name and Number   __________________________________________ 
 ___________________________________________________________________________ 
 


