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(706) 568-2204 FAX: (706) 569-3435



                             

Dear student athlete and parent,

I would like to welcome you and your family to the Columbus State University Athletic Department family. The following is a list of the CSU Cougar Sports Medicine Team Physicians used by the Athletic Department to provide medical care for our student athletes. If your son’s/daughter’s insurance has assigned them to a specific physician, we encourage that you switch their coverage to one of our team physicians to expedite their medical care. This assignment may be a seasonal coverage while they are attending classes at CSU (fall & spring semester) or actively participating in their respective sport. Our schools insurance policy requires that we show proof that the primary insurance (your child) has been billed, before the secondary insurance (school policy) will pay the balance. If your son/daughter does not have primary insurance, they will be required to purchase our voluntary school policy prior to their participation in their respective team activities or work-outs. Here is a list of our team physicians:

Primary Care






Dr. John Henderson



Dr. Lewis, Dr. Sexton, Dr. Kosobucki 

2300 Manchester Expressway


Columbus State University 

St. Francis Medical Park, Suite#G-2

University Student Health

Columbus, GA 31904  



4225 University Dr.

706-323-5717 office



Columbus, GA 31907-5645

706-323-6010 fax




706-568-2039 office







706-568-2323 fax


Orthopedics

Dr. Champ Baker

The Hughston Clinic,P.C.

P.O. Box 9517





6262 Veterans Pkwy





Columbus, GA 31903



 

(706) 494-3259 office





(706) 494-3097 fax



 

If you have any question please feel to contact me at 706-565-4332 (office) or 706-593-0633 (cell).

Julio C. Llanos Jr., ATC



Head Athletic Trainer
  

STUDENT ATHLETE INSURANCE TRAVEL FORM

Athletes Name___________________________________________
Sport________________________

SSN#________________________________
DOB_______________
Age__________________


Athletes local address & phone___________________________________________________________

Parents name____________________________
SS#__________________

DOB__________

Home address__________________________________________________________________________




Street




City, State, & Zip code

Employer’s Name_______________________________________________________________________

Employer’s address______________________________________________________________________




Street




City, State, & Zip code

Home phone______________________________Work phone____________________________________

Insurance company__________________________________Phone_____________________________

Group # ____________________Policy #___________________________Other #___________________

Mailing address for claims_________________________________________________________________





Street



City, State, & Zip code

1.
Is your dependant son/daughter covered under above policy?____yes____No

2.
Is this policy an HMO? ____yes ____NO

3.
Is second opinion required for surgery? ____yes ____no

Permission is granted to the insurance company at Columbus State University to file claims with and receive information from my insurance company as it relates to my son / daughter named above.

Date __________________Signature of Parent/Guardian________________________________________

CONSENT FOR TREATMENT FORM

Permission is granted to the medical personnel (Athletic Trainer, Team Physicians, Infirmary Staff) of Columbus State University to seek and/or initiate treatment for emergency medical treatment, hospitalization, or any other medical treatment as may be necessary for the welfare of 

_____________________________ Athlete name/signature  _________________________________
  
Print name


_____________________________ Parent/guardian name____________________________________

Print name













Date _______________

 

INSURANCE COVERAGE EXPLANATION FORM


The athletic department at Columbus State University provides a “secondary” or “excess” insurance as is customary at major universities. This means that your insurance is used first (primary insurance) in the case of any accidents that may occur while your son / daughter is participating in intercollegiate athletics at Columbus State University. We do request, should any bills come directly to you, that you please send us the bills and any “Explanation of Benefits” (EOB’s) forms that you receive on the injury from your insurance company. The secondary coverage is limited to injuries and accidents only when participating in organized athletic events, practices and conditioning for Columbus State University. It is for this reason that we request that you DO NOT DROP YOUR SON/DAUGHTER FROM YOUR INSURANCE..  

Any questions, bills or EOB’s should be forwarded to Head Athletic Trainer at above address.

*All INTERNATIONAL students must be covered by a policy that will cover athletic injuries.  This does not apply to the policy offered by the campus Student Health Center.

*All MILITARY DEPENDANTS covered by Tricare must purchase a policy.  Tricare is a secondary insurance, which means the responsibility would fall to CSU.  You must be covered by a policy that will serve as primary.

*CSU WILL NOT be responsible for bills or treatments for an athlete with a pre-existing condition.  CSU is only responsible for NEW injuries that occur while participating in varsity athletics at CSU.

*CSU will only approve secondary payment on medical care arranged/approved by the Head Athletic Trainer.

*If your insurance policy changes or is cancelled during the school year you must notify the Head Athletic Trainer immediately.  CSU will not be responsible for any medical bills incurred if a policy has been cancelled or changed unless notified of such ahead of time.  

*CSU will not provide secondary insurance coverage to any athlete that has not received a physical or completed and turned in all necessary medical forms.  Athletes will also not be able to receive treatment in the CSU Training Room until all of the above are received.

*CSU will be responsible only for injuries that occur during an official practice or event.  An official practice or event is anything sanctioned by the NCAA where a coach is present.

__________________________________

________________________________


Athlete printed name




Athlete signature
 
_______________________________

______________________________


Parent printed name




Parent signature

 




_____________

Date

 

INFORMATION RELEASE FORM


Permission is granted to the medical personnel (Athletic Trainer, Team Physicians) of Columbus State University to release medical information to all professional athletic teams, their scouts, representative agents, trainers, physicians, servants or employees. Any and all medical information pertaining to athletic participation while involved in Columbus State University Intercollegiate Athletics may be released for 

___________________________Athlete name/signature__________________________

Print Name


___________________________ Parent/guardian name___________________________

Print Name














Date _______________

ATHLETIC PARTICIPATION RELEASE FORM

WARNING: Although participation in supervised intercollegiate athletics and activities may be one of the least hazardous in which any student will engage in or out of school, by its nature, participation in intercollegiate athletics includes a risk of injury which may range in severity from minor, long term, or catastrophic, including permanent paralysis from the neck down or death. Although serious injuries are not common in supervised school athletic programs, it is possible only to minimize, not eliminate risk.


Participants can and have the responsibility to help reduce the chance of injury.

Participants must obey all rules, report all physical problems to their coach or athletic trainer, follow a proper conditioning program and inspect their equipment daily.


By signing this Athletic Participation Release Form, we acknowledge that we have read and understand this warning. Parents or athletes who do not wish to accept the risks described in this warning should not sign this form.

 _______________________

__________

_______________________

ATHLETE SIGNATURE

DATE


PARENT OR GUARDIAN










SIGNATURE


HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT

(HIPAA) RELEASE FORM

I, ___________________________________, authorize CSU healthcare providers 

                           (student athlete-print name)

to disclose information regarding any injuries I might receive during the course of the 

season, as well as my general fitness to play, to CSU Sports Medicine or appropriate 

CSU Athletic staff.  I understand that I have the right to withdraw my consent, in writing, 

at any time.  I also understand that if any information is disclosed to a non-covered entity 

(including any member of the coaching staff or athletic department personnel not 

designated to receive information) it may no longer be protected under HIPAA. Should I 

choose not to sign this form I will not be denied treatment for any injury by the CSU 

Sports Medicine staff.

Signature  
_____________________________

Date  _________________

                                             
(student athlete)

Witness    
_____________________________

Date  _________________

