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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, LAT


Jared Sandler M.Ed., ATC, LAT


Head Athletic Trainer




Assistant Athletic Trainer

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  _________________


DRUG TESTING CONSENT FORM
I, ___________________________________, consent to being drug tested during the 

                           (student athlete-print name)

Course of the year while I am an active participant in a intercollegiate sport and/or 

receiving any type of scholarship or aid from the Athletic Department at Columbus State 

University. I fully understand the consequences involved with a positive drug test and 

accept full responsibility for my actions/positive results while at Columbus State 

University. I have received a copy of the drug policy that is currently enforced by the 

Athletic Department at Columbus State University.

Signature  
_____________________________

Date  _________________

                                             
(student athlete)


COLUMBUS STATE UNIVERSITY SPORTS MEDICINE
STUDENT-ATHLETE SUPPLEMENT NOTIFICATION FORM

I, _______________________________, acknowledge that I am currently taking and/or 
   Student-athlete print name 

have (within the past 12 months) taken the following ergogenic aids, creatine powder, amino acids, protein supplements, or other similar substances, hereinafter referred to as “supplements.” (Attach another sheet to this form if necessary). 

	Name
	Dosage
	Main Ingredients
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I understand and agree:

1. Columbus State University Intercollegiate Athletics neither approves of nor condones the use of supplements.

2.  I have been informed of Columbus State University Intercollegiate Athletics, Peach Belt Conference (PBC), National Collegiate Athletic Association (NCAA) and the United States Olympic Committee (USOC) policies regarding the use of supplements, and have had any questions about these policies answered.

3. The use of supplements may result in serious harm to me, possible permanent injury to my health and even death.
4. I risk losing my eligibility to participate in intercollegiate athletics if I test positive for an NCAA banned substance

5. I must list all supplements on the Chain of Custody Forms at the time of any drug test.

I fully accept any and all risk and liability if I have used in the past, continue to use, or use at any time in the future any forms of supplements.

I further understand and agree that Columbus State University, its officers, employees, and agents are not responsible for any harm and possible permanent injury to my past, present, and/or future use of supplements. I agree to hold harmless, indemnify, and irrevocably and unconditionally release the State of Georgia, Columbus State University, and their officers, employees, and agents from any and all liability, and demands, claims, and causes of action relating to my use of supplements.

I understand the statements in this form, and have had all questions about the information in this form answered to my satisfaction.

________________________________________                                   ______________

Student-athlete’s signature




     Date

________________________________________


     ______________

Parent/Guardian’s signature                 



     Date

Athletic Training – Returning Medical Update
Name: _________________________ Sport: _______________________ Classification:___________________
All answers pertain to the period of time from August 1 of last year and the summer break of the same year.

IF YES; explain what/when/prescriptions/doctor’s name, address, phone number. Circle answers; fill in blanks.

YES NO 

1. Have you experienced a CONCUSSION or INJURY to the HEAD since last season?

__________________________________________________________________

__________________________________________________________________

YES NO 

2. Have you experienced any JOINT or LIMB injury and/or pain since last season?

__________________________________________________________________

__________________________________________________________________

YES NO
3. Have you had any X-RAYS, DIAGNOSTIC TESTING, or DENTAL WORK since                                 last season?________________________________________________________
_________________________________________________________________
YES NO

4. Have you had any SURGERY or ILLNESS of any type since last season?

__________________________________________________________________

__________________________________________________________________

YES NO 

5. Have you been HOSPITALIZED or UNDER A PHYSICIAN’S CARE?

__________________________________________________________________

__________________________________________________________________

YES NO 
6. Do you have any NEW HEALTH CONDITIONS or HEALTH CONCERNS since                                                           you last participated in your sport? (e.g. high blood pressure, heart-related problems, shortness of

breath, asthma, diabetes)

__________________________________________________________________

__________________________________________________________________

YES NO 

7. Do you have any ALLERGIES or take any MEDICATIONS or SUPPLEMENTS?

__________________________________________________________________

__________________________________________________________________

YES NO 

8. Have you FELT DIZZY, PASSED OUT, HAD CHEST PAIN, or experienced RACING OR

SKIPPED HEART BEATS in the last year?

__________________________________________________________________

__________________________________________________________________

YES NO 

9. Have you been fitted for CONTACTS or GLASSES since you last played? (circle which)

__________________________________________________________________

__________________________________________________________________

YES NO 

10. Do you have any CURRENT SKIN PROBLEMS or ASTHMA (what medications if so)?

__________________________________________________________________

__________________________________________________________________

YES NO 

11. Do you know of any health reasons you should not participate in athletics at CSU?

__________________________________________________________________

__________________________________________________________________

Please sign below to certify that the above information is current and accurate.

Athlete Signature:_____________________________   Date:____________________

Athletic Trainer:______________________________   Date:____________________

‘

Cougar Sports Medicine

Student Athlete - Medical Policies & Procedures
A. Pre Participation Physical Examinations

All student-athletes must be examined and approved for participation by a physician designated by the university and/or Team Physician before being permitted to practice or compete with an intercollegiate team. While the examination is effective for one year, the Team Physician and/or University physician designee may re-evaluate the athlete's fitness for participation at any time.


All incoming freshman and transfer student-athletes must complete a health history questionnaire before a physical examination is given. Upon satisfactorily completing the physical exam, the student-athlete will be allowed to participate. In the event the physician requires further examination and/or tests to determine clearance for play, it will be the financial responsibility of the student-athlete to pay for such examination and/or tests. Returning student-athletes will complete a medical history packet and then receive a physical examination by the CSU Team Physician and/or his/her designate.
B. Cougar Sports Medicine Injury/Appropriate Care Responsibility

The university's responsibility for medical treatment resulting from injuries sustained by the student athlete is limited to:
**Only those student athletes who have completed all required paperwork and have been cleared, by the Athletic Training Staff, to participate with their respective team will be entitled to appropriate medical coverage under this policy


a) Those injuries that occur while participating as a member of an athletic team at

Columbus State University in a regularly approved practice session or game; and under the SUPERVISION of their respective coaches.


b) Those injuries while traveling directly to or from such regularly scheduled and


approved practice sessions or games with other members of the team as a group,


provided such group is at the time under the supervision of their respective coach.
Responsibility for medical expenses resulting from injuries sustained as listed above is limited to:

1.) Those expenses resulting from medical services which have been authorized by Head Athletic Trainer

2.) Payment of authorized expenses not covered by the athlete’s and/or parent's personal insurance.
The University's policy and/or the University may deny claims for an injury that has resulted from a preexisting condition (i.e., any injury that was incurred prior to enrollment as a student-athlete at Columbus State University). If a student-athlete does not follow the procedures of reporting an injury to the athletic training staff, but decides to go to an outside physician without prior approval from the athletic training staff and Team Physician, the university insurance coverage is null and void. In order for a student-athlete to be covered for expenses of any athletic injury or illness, he/she must go through the athletic training staff and Team Physician by reporting the injury and the athletic training staff will make necessary arrangements with an outside physician.

C. Insurance Guidelines

**All student athletes who do not have adequate health/medical  insurance will be required to purchase a policy that has been pre-approved by the athletic training staff.**

**Any student athlete who has been dropped from their respective health/medical insurance policy at any point during the academic year will not be allowed to practice and/or participate in any competition until they have assured re-establishment on their prior policy and or new establishment in a policy approved by the athletic training staff.  

All student-athletes will be required to fill out an insurance packet prior to the beginning of their season to show proof of accident/illness insurance. This must be on file with the athletic training department. The university's athletic insurance requires that the athlete's and/or parent's insurance be utilized for primary coverage of medical and surgical expenses. The Athletic Departments insurance policy is an excess policy which requires payment from the student athlete’s primary health/medical insurance policy. Once the student athlete’s primary insurance has paid, the bill and appropriate EOB (explanation of benefits) must be submitted to the athletic training staff for proper administration. Student athletes with an HMO will be required to follow guidelines and referral processes set forth by that insurance company.

Authorized medical bills are to be handled in the following manner:

a). Submit all bills for medical services to the athletes and/or parent's insurance policy.


b). If the student has no insurance or the athlete's policy does not pay the entire claim,
the bills and the "Explanation of Benefits" form should be sent to the Head 
Athletic Trainer for processing.

D. Student Athlete Injury/Illness Procedure

The student-athlete must report all athletic injuries or illnesses to a representative of the athletic training staff as soon as possible, so an early and thorough evaluation can be accomplished. The staff athletic trainer will make the necessary medical referral as indicated. If the athlete desires to the see the school’s Health Services, they must first come through the athletic training staff to insure proper tracking and documenting of evaluation. Failure to comply with these procedures may cause the student athlete to become responsible for any medical bills that may be incurred.

In the event of an emergency or medical problem, outside of training room hours, contact a member of the athletic training staff for the necessary advice or assistance, regardless of the time of day. If unable to contact a member of the athletic training staff and you live on/off campus you should go to the Emergency Room at St. Francis Hospital located on Manchester Expressway.


In any case, the athlete should report the emergency incident to the athletic training staff as soon as possible. The athlete is not permitted to seek medical attention without the prior authorization from the athletic training staff and/or Team Physician, except in cases of emergencies.

E.


       
  COUGAR SPORTS MEDICINE

ATHLETIC TRAINING ROOM POLICIES

It is the goal of the Columbus State University Sports Medicine staff to provide the highest and most effective level of sports medicine healthcare possible to the athletes under our care.  We intend to work as hard for you as you work for us.  In order to accomplish this goal we need for our athletes to follow some simple rules, we ask that all athletes adhere to these rules at all times.

· NO FOOD OR DRINK IS ALLOWED IN THE ATHLETIC TRAINING ROOM FOR ANY REASON.
· Treat athletic training staff and students with the up most respect at all times.

· Cell phone use should be limited and put on silent while in the athletic training room.
· Do not touch any equipment or supplies in the athletic training room unless instructed to do so by staff or student member.
· Athletic training office and physician exam room are entirely off limits to everyone, but athletic training staff.

· Athletes, receiving sports medicine care, must be appropriately dressed (shorts and t-shirt) at all times while in athletic training room.

· Punishment for missing treatment will be handled by head coach without discussion or argument from athletic training staff.

· Equipment which is lent out to athletes (braces, sleeves, ace bandages, crutches, shoulder slings, rehab equipment, etc.) must be signed in and out by the date instructed by the athletic training staff.  If it is not returned it will be reported to your coach and a hold will be placed on your account.
· Report injuries or conditions as soon as possible.  There is a time frame in which an injury has to be reported to our insurance company, and if this time period has elapsed you may be responsible for paying the concurring medical bills.
· All sexually transmitted diseases should be reported immediately to the Muscogee County Health Department.
· Do not wear cleats inside the athletic training room.

· Please shower or clean yourself up before receiving treatment.

· Make sure a staff or student member has written your name down on the treatment log to ensure that you receive credit for treatment.

· Do not loiter in the athletic training room.

· Athletes must exhibit appropriate behavior in the athletic training room (i.e. no foul language, disrespectful behavior, horseplay).  This WILL NOT be tolerated in any way.

F. Treatments/ Rehabilitation
Injured athletes must report for treatment according to the schedule identified by the athletic training staff. Failure of the athlete to keep treatment appointments will be reported to their respective coach.
G. Injury Evaluations

The evaluation of injured athletes is the sole responsibility of the athletic training staff and Team Physician/university physician. When an injury occurs, the coaches should refer the athlete to the athletic training staff for evaluation, treatment, and/or rehabilitation of the injury or condition.
H. Referrals to Medical Specialists

If, in the opinion of the Athletic Trainer and Team Physician, an athlete should be referred to a medical specialist for consultation due to an athletic injury, the following procedures will be followed:

a) The athletic training staff and/or Team Physician will make the appointment with the consultant.


b) Any expenses occurred (travel, mileage, etc.) will be the responsibility of the


student-athlete.
I. Participation Following Injuries

Decisions regarding the return of an injured athlete to practice and competition will be the sole responsibility of the athletic training staff, Team Physician and/or university physicians.
J. Emergency Procedures

Emergency Action Plans are posted at all athletic venues with corresponding emergency telephone numbers, contacts, and directions to venues. In the event of an injury that requires immediate transportation to a medical facility, the following procedure should be used:


a) Begin immediate first aid

b) Call campus security and inform them of your need for an ambulance. Give your name, location, and the status of the emergency. They will call for the ambulance.


c) When the ambulance arrives, someone (athletic trainer) should accompany the


athlete to the hospital.


d) The athletic training staff should be notified as soon as possible.
K. End of the year questionnaire/ exit physical evaluations
At the end of the school year, each student-athlete will be required to fill out an end of the year questionnaire. This questionnaire will address any medical problems that the student-athlete may still be experiencing after their season has been completed. Student athletes will also be required to participate in exit physical evaluations prior to their departure from school that academic year. Failure to participate/completely disclose any continuing injury will make the student-athlete financially responsible for any medical treatment that might occur as a result of the injury

L. Non-emergency Transportation

Transportation for non-medical emergencies will be arranged through the athletic training staff. Should the athletic training staff not be available, it should be arranged through respective head coach. Under no circumstances should a student athletic trainer transport an athlete in a personal vehicle.
Signature _____________________________

Date _________________

                          (Student athlete)
