
 
 
Dear Parent/Guardian of Student-Athlete, 
 
On behalf of Villanova Sports Medicine I would like to inform you of the services that will be provided to your 
son or daughter while they participate in athletics at Villanova University.  As you know, inherent risks are 
associated with playing sports and it is crucial that we communicate the policies and procedures that we operate 
under in order to appropriately handle these injuries when they occur.   
 
A long-standing University policy requires that all student-athletes provide evidence of insurance that includes 
coverage for athletically-related injuries and must have a limit of at least $75,000.  This is a pre-requisite for all 
practices and competitions.  Students are not allowed to participate until evidence of current insurance coverage is 
on file with the Villanova University Department of Sports Medicine.   Enclosed you will find an Emergency 
Contact and Insurance Information form that acknowledges that you understand this policy and that your 
insurance meets these requirements.  Please make sure that you read and complete this form and return it in the 
enclosed self-addressed stamped envelope with a photocopy of both sides of your insurance card.  If your 
insurance does not meet these requirements, we will review the individual circumstances to determine if the 
insurance meets the insurance coverage requirement.  
 
All medical treatment for an injury or illness must begin with a Villanova University Athletic Trainer and/or 
Team Physician. Any medical treatment engaged, and the expenses associated with treatment, without the explicit 
knowledge or approval from the Sports Medicine Department will be the financial responsibility of the student-
athlete and/or their family.  All medical bills must be submitted first to the student athlete’s primary insurance 
(this is completed by the provider of medical service). 
 
The Athletic Department maintains a secondary insurance policy to supplement costs not covered by a student-
athlete’s primary insurance.  The secondary policy provides medical expense benefits for accidents or injuries 
directly related to a student-athlete’s participation in a scheduled and sponsored practice or competition while 
directly representing Villanova University Athletics.  Not all medical expenses incurred by the athlete are payable 
by this policy, so please check with the Sports Medicine Staff should you have any questions about your 
coverage. 
 
As balance due billings are sent to the student-athlete and/or their primary residence, these charges must be sent to 
the Sports Medicine Department along with primary insurance explanation of benefits so that the school may 
process the payment immediately.  Please do not ignore medical bills as this may result in future involvement 
with collection agencies and negative credit.  There are certain policy restrictions, limitations and exclusions for 
payment.  Please be advised to communicate any medical treatment and to present all medical bills and paperwork 
so they may be processed for payment eligibility as soon as possible. 
 
Villanova University Sports Medicine is committed to providing its student-athletes with the highest level of care.  
We appreciate your acknowledgement and understanding by completing all enclosed paperwork and returning it 
to Villanova Sports Medicine as soon as possible.  Please contact me if you have any questions regarding this 
information. 
 
 
Sincerely, 
 
 
Lenny Currier 
Director of Sports Medicine 
Villanova University 
(O) 610-519-5669 
(F) 610-519-7728 



 
 
 
 
 
 
 
 
 
 

 
 
 
I, _________________________________, as parent, guardian or legal representative, attest that 
 (parent, please print) 
 
___________________________________ DOES/DOES NOT (circle one) have insurance coverage 
 (student-athlete name)  under a current, in force insurance policy for injuries that 
occur while he/she is participating in intercollegiate athletics.  This coverage has limits of at least $75,000 
and is valid in the state of Pennsylvania.  If there is a material change in coverage or expiration of 
coverage, I agree to notify Villanova University of this development and update the insurance 
information I have on file.  I understand and agree that Villanova University will assume no responsibility 
whatsoever for the payment of, or authorization to pay, medical expenses resulting in injuries that occur 
while participating in intercollegiate athletics at Villanova University. 
 
 
__________________________________________   ____________________________ 
(signature)       (date) 
 

PLEASE INCLUDE A COPY (FRONT AND BACK) OF YOUR CURRENT 
INSURANCE CARD. 

 
Return to: 

 
Villanova University 

Sports Medicine 
Jake Nevin Field House 

Villanova, PA 19085 
(O) 610-519-5669 
(F) 610-519-7728 

 



 

 
 

Student-Athlete Authorization/Consent  
For Disclosure of Protected Health Information 
To the Villanova Sports Medicine Department 

 
 
I, ___________________________ hereby authorize the Villanova Sport Medicine Department,  
        Name of Student Athlete 
 
and its physicians, athletic trainers, and other non-affiliated health care personnel to disclose my 
protected health information and any related information regarding any injury or illness during 
my training for and participation in intercollegiate athletics to Villanova Sports Medicine and its 
employees. 
 
I understand that my injury/illness information is protected by federal regulations under either 
the Health Information Portability and Accountability Act (HIPAA) or the Family Educational 
Rights and Privacy Act of 1974 (the Buckley Amendment) and may not be disclosed without 
either my authorization under HIPAA or my consent under the Buckley Amendment.  I 
understand that my signing of this authorization/consent is voluntary and that my institution will 
not condition or withhold any health care treatment or payment, enrollment in a health plan or 
receipt of any benefits (if applicable) on whether I provide the consent or authorization requested 
for this disclosure.  I also understand that I am not required to sign this authorization/consent in 
order to be eligible for participation in Villanova athletics. 
 
I understand that while HIPAA regulations do not apply to Villanova Sports Medicine’s use or 
disclosure of my injury/illness information, Villanova is committed to protecting my privacy.  
This authorization/consent expires 380 days from the date of my signature below, but I have the 
right to revoke it in writing at any time by sending written notification to the Director of Sports 
Medicine at my institution.  I understand that a revocation takes effect on its request date and 
does not affect any action taken prior to that date. 
 
 
_____________________________    ________________________________ _______ 
              Printed Name               Signature      Date 



VILLANOVA SPORTS MEDICINE 
Health Insurance/ Emergency Contact Information  

 
Athlete’s Name:_________________________________ Gender:_______ Sport:________________ 
 
Soc Sec #:___________________ Date of Birth:_____________  Cell Phone #:_____________________ 
 
Home Phone #:____________________ Academic Year:  1  2  3  4  5 
 
Athlete’s Permanent Address:______________________________________________________________ 
 
 
EMERGENCY CONTACTS 
Primary Contact 
 
Name:________________________________________________Relation:__________________________
 
Address:_______________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Work Phone:_________________  Cell Phone:_________________ Home Phone:________________ 
 
 
Secondary Contact 
 
Name:__________________________________________________Relation:________________________ 
 
Address:_______________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Work Phone:_________________  Cell Phone:_________________ Home Phone:________________ 
 
 
 
INSURANCE INFORMATION 
 
Company:______________________________________________________________________________ 
 
Address:_______________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Phone #:______________________       Policy Type:  HMO  PPO 
 
Policy #:_______________________________ Group #:____________________________________ 
 
Policy  Holder’s Name:_________________________  Policy Holders Soc. Sec. #____________________ 
 
Policy Holder’s Date of Birth____________________   Precertification Needed:  Yes         No 
 
Primary Care Physician_________________________  Physician’s Phone #_________________________ 
 
Referral Needed:  Yes No 





Villanova Sports Medicine 
Initial Health History 

Name_____________________________        Sport___________________ Date____________                              
 
Social Security # ____________________ Sex:   Male   Female     Birthdate ______________ 
 
The following questions are to be answered yes or no.  Please comment in the space provided for all “YES” answers. 
Have you ever been diagnosed or currently have any of the following conditions: 
      Yes   No  Comments 
Asthma      (     ) (     )  ___________________________________________ 
 
Allergies     (     ) (     )  ___________________________________________ 
 
Pneumonia     (     ) (     )  ___________________________________________ 
 
Frequent Sore Throats / Colds                (     ) (     )  ___________________________________________ 
 
 Excessive or un-explained fatigue associated
          with exercise                                                     (     ) (     )                   ___________________________________________ 

 
High Blood Pressure    (     ) (     )  ___________________________________________ 
 
Heart Murmur/Problem    (     ) (     )  ___________________________________________ 
 
Frequent Headaches    (     ) (     )  ___________________________________________ 
 
Migraine Headaches    (     ) (     )  ___________________________________________ 
 
Mononucleosis     (     ) (     )  ___________________________________________ 
 
Hearing Loss     (     ) (     )  ___________________________________________ 
 
Impaired Vision / (Glasses/Contacts)                        (     )       (    )        ___________________________________________ 
 
Unexplained fainting             (     )       (     )        ___________________________________________ 
 
Heat Illness     (     ) (     )  ___________________________________________ 
 
Dizziness with Exercise    (     ) (     )  ___________________________________________ 
 
Chest Pain with Exercise    (     ) (     )  ___________________________________________ 
 
Sickle Cell Anemia    (     ) (     )  ___________________________________________ 
 
Appendicitis     (     ) (     )  ___________________________________________ 
 
Hernia      (     ) (     )  ___________________________________________ 
 
Stomach Disorder    (     ) (     )  ___________________________________________ 
 
Anemia      (     ) (     )  ___________________________________________ 
 
Diabetes     (     ) (     )  ___________________________________________ 
 
Kidney Dysfunction    (     ) (     )  ___________________________________________ 
 
Loss of Function (Testes)    (     ) (     )  ___________________________________________ 
 
Menstrual irregularities/absence   (     ) (     )  ___________________________________________ 
 
Other medical conditions                                           (     )       (     )                     ___________________________________________ 
 
Are you happy with your current weight?  (     ) (     )  ___________________________________________ 



Health Hx 2 
Has anyone in your immediate family ever had any of the following conditions? 
 
     Yes  No  Explain 
Diabetes     (     )              (      )  ____________________________________ 
Sudden Death (age less than 50)  (     )              (      )  ____________________________________ 
High Blood Pressure   (     )              (      )  ____________________________________ 
Heart Attack/Heart Disease  (     )              (      )  ____________________________________ 
Hypertrophic Cardiomyopathy                       (     )                   (      )                      ____________________________________
Long QT Syndrome                                        (     )                   (      )                      ____________________________________
Marfan Syndrome                                           (     )                   (      )                      ____________________________________
Clinically important heart rhythms                 (     )                   (      )                      ____________________________________   
    or arrhythmias 
 
 Have you in the past or do you currently use: 
 
     Yes  No  Explain 
Chewing Tobacco   (     )              (      )  ____________________________________ 
Vitamins or Nutritional Supplements (     )              (      )  ____________________________________ 
Weight Loss Medication/Laxatives  (     )              (      )  ____________________________________ 
 
 List any current medications (include any over the counter medications) that you are currently taking: 
 
 
 
 ____________________________________________________________________________________________________ 
List any current nutritional supplements or vitamins that you are currently taking: 

____________________________________________________________________________________________________ 

 
 
List any ALLERGIES: _________________________________________________________________________________ 

 
 
 
PLEASE ANSWER THE FOLLOWING QUESTIONS WITH AS MUCH DETAIL AS POSSIBLE: 
 

1. Have you ever had a head injury involving any of the symptoms listed?  If yes, please give date of injury, follow-up 
care, and time that was lost in participation from sports related activity. 

  
    Yes   No     Yes   No

Loss of Memory  (     )               (     )  Headaches  (     )               (     ) 
 Disorientation  (     )               (     )  Blurry/Double Vision (     )               (     ) 
 Dizziness  (     )               (     )  Loss of Vision  (     )               (     ) 
 Mental Confusion (     )               (     )  Nausea/Vomiting  (     )               (     ) 
 Loss of Consciousness (     )               (     )  Skull Fracture  (     )               (     ) 
 
 

2. Have you ever been hospitalized or had any surgery?  (Please specify when and why) 
 
 
 
 
 
3. Have you ever had a MRI performed?  (Please specify when and body part(s) that were examined) 
 
 

 
 

4. Have you ever had a neck injury?  “Stinger”, “Burner”, or “Pinched Nerve?” 
 If yes, please specify when, follow-up care, time lost in participation, and how often. 
 
 
 
 
5. Have you ever sustained a back injury? 
 If yes, please specify when, follow-up care, and time lost in participation. 



Health Hx 3 
 
6. Have you ever had a shoulder injury?   (Y or N) 
 If yes, please specify right or left, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
 
 
7. Have you ever sustained an injury to your hand, wrist, or elbow?    (Y or N) 
 If yes, please specify which body part, right or left, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
 
 
8. Have you ever sustained a knee injury?    (Y or N) 
 If yes, please specify right or left, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
 
 
9. Have you ever had an ankle injury?    (Y or N) 
 If yes, please specify right or left, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
 
 
10. Have you ever had a foot injury?    (Y or N) 
 If yes, please specify right or left, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
 
 
11. Have you ever had a stress fracture?    (Y or N) 
 If yes, please specify where, when, follow-up care, time lost, etc. 
 
 
 
 
 
 
12. Do you currently wear prescribed orthotics?    (Y or N) 
 If yes, why? 
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Name:  Student ID #:  
    
REQUIRED IMMUNIZATIONS –  

NO ATTACHMENTS PLEASE 
 
VACCINE DATE LAST BOOSTER  
 
DPT  - (Diphtheria,pertussis,tetanus)  
                      Last date of series                 Please circle:  TD   or   Tdap :   
   
 
HEP B #1   
 
HEP B #2   
 
HEP B #3   
   
 
MMR #1   
 
MMR #2   
or   
 
MEASLES #1   
 
MEASLES #2   
 
MUMPS #1   
 
MUMPS #2   
 
RUBELLA #1   
 
RUBELLA #2   
   
POLIO VACCINE 
(Last date of completed  primary series)        
   
 
VARICELLA  #1   
 
VARICELLA #2   
or   
CHICKEN POX   
   
 
TUBERCULOSIS SCREENING - 
             MANTOUX /PPD 
          (within past 365 days)  

 
REACTIVE             YES              NO   (please circle) 
______________ mm 
 

CIRCLE: 
MENOMUNE OR  MENACTRA   

 
Clinician’s initials that information above is correct:                                                      

 



STUDENT HEALTH CENTER CONFIDENTIAL 

VILLANOVA UNIVERSITY 
CLINICIAN’S FORM 

800 Lancaster Avenue  •  Villanova, PA 19085-1699 Phone: (610) 519-4070  •  Fax: (610) 519-4047 

Patient’s Name:  Student ID. #:  
 

TO THE EXAMINING CLINICIAN 
Please review the patient’s history, complete the clinician’s form and comment on all positive answers. 

BP / Height  Weight  

CBC HgB  HcT  WBC  RBC  Platelets  
 
*COMPLETE  BASELINE CBC REQUIRED -  ALL ABOVE VALUES  
Physical Exam: 

Eyes WNL Remarks:  

Ears WNL Remarks:  

Nose WNL Remarks:  

Throat WNL Remarks:  

Neck WNL Remarks:  

Lungs WNL Remarks:  

Heart WNL Remarks:  

Abdomen WNL Remarks:  

Lymph glands WNL Remarks:  

G.U. WNL Remarks:  

Skin WNL Remarks:  

Neuro WNL Remarks:  

Musculoskeletal WNL Remarks:  
 

Current Medications: (required) 
 
 
 

 

Is this patient medically qualified to participate in intracollegiate, intramural or club sport activities? Yes No 

Clinician’s Signature  Date exam was completed  

Clinician’s Printed Name  

Clinician’s Address  

Clinician’s Phone #  Fax #  
 5
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Villanova University Health Center 

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION 
 

Pennsylvania state law (specifically 35 p.s. Section 10101) requires any minor who is eighteen (18) years of age or older, or has graduated 
from high school, or has married, or has been pregnant, may give effective consent to medical, dental and health services for himself or 
herself, and the consent of no other person shall be necessary. 
 
I hereby consent to and authorize the health center to release information about my medical condition to my parents/legal guardian. 
 
Purpose of the Disclosure: 

The information may be released in order to keep my parents/legal guardians informed about my general health and medical condition. 
 
I authorize disclosure to my parents/legal guardians of all information contained in my medical records. 
My authorization may be revoked at any time. 
 

Signature  

Printed Name  

Soc. Sec. #  

Date  
 
 

Although the Student Health Center does not bill insurance companies, we request that you send front and back copies  
of insurance and prescription cards in case of emergency. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Form revised July 28, 2008 
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