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	2003-2004

Washington & Lee University

Insurance Information/Waiver Form


	Student Health Center
Lexington, VA  24450-0303
(540) 458-8947
Fax (540) 458-8404


I choose to have my son/daughter enrolled in the Washington & Lee Endorsed Markel Student Accident and Sickness Insurance Policy.        Yes              No
(Unless this information form is returned before August 1, 2003, your son/daughter will be automatically enrolled).
Student Information


Contact Information

	Father/Guardian
	Mother/Guardian

	Name _______________________________

Address _____________________________

City ________________________________

State _______________  Zip ____________

Home Phone (______)_______-__________

Work Phone (______)_______-__________

SSN _________-_________-____________


	Name ________________________________

Address ______________________________

City _________________________________

State ________________  Zip ____________

Home Phone (______)_______-___________

Work Phone (______)_______-___________

SSN _________-_________-_____________


Insurance Information
	Policyholder _________________________ Insurance Co. Phone # ______-______-________
Insurance Co. ________________________ Group Policy # ____________________________
Address_____________________________ Group Certificate # ________________________

City ________________________________ State ________________  Zip _______________

Please attach a copy of your insurance card (front & back).


	Do you have dental coverage?  YES  NO    
     IF YES, please attach a copy of your dental card.

Do you have prescription coverage?  YES  NO

     IF YES, please attach a copy of your prescription card including co-pay amount.

__________________________________________________________________

__________________________________________________________________

Do you need a referral from your PCP to see a specialist?  YES   NO

     If YES, what is the PCP’s name? ________________________________

                                   what is the PCP’s phone number?  (______)______-___________

Do you need pre-authorization for x-rays or off-campus consultation?  YES  NO

     If YES, who is to be contacted?  (Insurance Co., Primary Care Physician, etc.)

Name ___________________________  Phone # (______)______-_________




I certify that ___________________________ has adequate health insurance and that this coverage will continue through June 30, 2004.  Therefore I request that the above named student be excluded from participating in the Markel Student Accident and Sickness Insurance Policy for 2003-2004, endorsed by Washington & Lee University.  I understand that by signing this waiver I am releasing the University from any and all liability for any expenses due to student accident or sickness.  I will notify the W&L immediately upon any change in the stated insurance information.
Signature of Parent/Guardian_________________________ 
Date ___/____/_____

Printed Name of Parent/Guardian __________________________
Athlete ________________________________________________ 	     Class _____


	    Last			First		        Middle


SSN 	______-____-_______		DOB 	_____/_____/________		





Sport(s) ________________, ________________, _______________
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