Medical Policies and Procedures
The following is a summary of the ASU medical policies and procedures for student-athletes. Each
student-athlete will adhere to the policies and procedures throughout their athletic tenure. We hope
this summary will answer some of the questions concerning the health care provided for your son or
daughter and the financial responsibility of the ASU athletic department, the student-athlete, and their
parent/guardian.
A. Pre-season Physical Examinations:
All student-athletes must undergo a complete physical examination each year prior to participation or
practice with any athletic team. A student-athlete will NOT be allowed to participate in any scheduled
practices, scrimmages, or competition until the physical examination has been completed. The
examination will be conducted by the ASU team physician at a site, date, and time determined by the
Head Athletic Trainer after consultation with the head coach.
1. Any student-athlete who desires to participate in any sport (i.e. walk-on, etc.) who does not
complete a physical examination scheduled by the athletic department must perform the
following BEFORE permission to participate will be granted.
a. Obtain a physical examination form from the Head Athletic Trainer or angelosports.com
web site.
b. Schedule an appointment with a physician (not a chiropractor) to complete the physical.
c. Walk-ons joining the athletic teams after the start of the regular season will be required to
pay for their own physical.
d. Return the physical form to the Head Athletic Trainer.
e. If the student-athlete has had surgery within the last 8 months, a written release from the
surgeon is required before practice can begin.
f. Complete all other necessary forms as assigned by the athletic department.
B. Previous Injury or Illness:
1. If during the pre-season physical examination any previous injury, defect, or illness is
discovered, the student-athlete will NOT be permitted to participate in activity until cleared by
the ASU team physician. The ASU team physician has the final authority in determining if the
student-athlete is physically fit to participate in athletics at ASU.
2. The ASU athletic department will NOT be responsible for or pay the cost to repair any injury
incurred prior to reporting for any athletic program on the date set by the head coach. All
medical tests and referrals that must be completed by the student-athlete as a result of a
previous injury, defect, or illness after the initial physical examination will be the financial
responsibility of the student-athlete and the parent/guardian.
C. Dental Policy
1. ASU will only pay for dental injuries incurred during supervised practices, scrimmages, or
scheduled athletic competitions. This includes dental injuries to sound teeth, bridges, plates,
and partial plates. ASU will NOT pay for normal dental work such as dental cavities, crowns
to repair decayed teeth, or orthodontic work. It is the responsibility of the student-athlete and
the parent/guardian to pay for these expenses.
2.

The NCAA has a mandatory rule that all football players wear a mouthpiece. Mouthpieces will
be provided by the Football Staff or Athletic Trainer. Football players are advised and
instructed to wear a mouthpiece when engaging in practice and competition. Any dental
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injuries that occur when the football player is NOT wearing a mouthpiece will be the financial
responsibility of the student-athlete and the parent/guardian.
D. Contact Lens Policy
1. All student-athletes who wear contact lenses must register them with the Head Athletic Trainer.
ASU will ONLY pay for the lost or damaged contact lenses incurred during scheduled
practices, scrimmages, or competition. A copy of the student-athlete’s prescription must be on
file before replacement is accepted. Please complete the Optometrist information on form 2 for
your son or daughter.
E. Second Medical Opinion Policy
1. All student-athletes who require further medical attention will be referred to a physician by the
Head Athletic Trainer. ASU will adhere to the request of a student-athlete to obtain a second
opinion. However, the physician giving the second opinion must be approved by the Head
Athletic Trainer. If the student-athlete chooses to obtain any further medical opinions, the ASU
athletic department cannot deny the request, but it is the financial responsibility of the studentathlete and their parent/guardian to pay for ALL expenses incurred by that opinion (i.e., office
visit, X-ray, MRI, CT scan, hospital, lab tests, etc.)
2. The ASU team physicians or designated physician have the final authority in determining the
participation status of the student-athlete. The option to seek a second medical opinion for the
student-athlete is authorized ONLY for the determination of injury severity and insurance
requirement, NOT participation status. The ASU team physicians or designated physician have
the right to withhold a student-athlete from competition or practice based upon the best interest
of the student athlete and status of the injury. A second medical opinion WILL NOT clear a
student-athlete for participation.
F. Payment of Medical Expenses
1. ASU will pay for the cost of treatment for all athletic injuries incurred in official practices,
scrimmages, or scheduled competition for a period of twelve (12) months following the date of
injury.
2. ASU will NOT assume any financial responsibility for treatment of injuries incurred while
participating in activities not associated with the student-athlete’s sport. This includes, but is
NOT limited to recreational activities, intramural activities, summer activities or during the
summer, injuries incurred between semesters or semester breaks, or any injury occurring on
personal time.
3. ASU will pay ONLY for medical expenses for injuries that have been reported to, and
channeled through the Head Athletic Trainer. If a student-athlete does NOT inform the athletic
training staff of an injury and goes to a physician, the financial responsibility is incurred by the
student-athlete and parent/guardian.
4. ASU will pay ONLY for physical or occupational therapy services that have been channeled
through the Head Athletic Trainer and upon written prescription by the ASU team physicians or
designated physician. Rehabilitation is to be performed in the ASU athletic training room for
ALL athletic injuries incurred during scheduled practices, scrimmages, or competition. If a
student-athlete chooses to seek therapy services through a private rehabilitation facility, the
financial responsibility is incurred by the student-athlete and the parent/guardian.
5. ASU will NOT assume any financial responsibility for illnesses unless related to scheduled
practices, scrimmages, or competition. The NCAA regulates financial situations for illnesses
and restricts payment of such expenses.
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Athletic Insurance Information
Form 1
Athlete’s Name_________________________________________ Date of Birth__________________
Home Address_________________________________City___________ State_______ Zip________
ASU Address_________________________________________ CID __________________________
City ______________________________________ State _______________ Zip _________________
Email _________________________________ASU Phone (Cell) _____________________________
Social Security Number________________________________________ Sport _________________
Father’sName_____________________________________Home(Cell) Phone___________________
Address______________________________________City___________ State_______ Zip________
Social Security Number__________________________Father’s DOB _________________________
Name of Employer___________________________________Employer’s Phone_________________
Employer’s Address______________________________City___________ State_______Zip_______
Mother’s Name________________________________Home(Cell)Phone_______________________
Address______________________________________City___________ State_______ Zip________
Social Security Number___________________________Mother’s DOB:_______________________
Name of Employer___________________________________Employer’s Phone_________________
Employer’s Address______________________________City___________ State_______Zip_______
Name of Insurance Company_______________________________Phone_______________________
Name of Policy Holder__________________________________Policy Number__________________
Deductible Amount______________________Group Number________________________________
Claims Mailing Address_______________________________________________________________
City__________________________________State_____________________Zip_________________
Is athlete married?
Is a second surgical opinion required?
Pre-Authorization for services required?
Is your Primary insurance an HMO/PPO?

Yes
Yes
Yes
Yes

No
No
No
No
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Affidavit of Insurance
Form 2
This form must be completed, signed and returned to the athletic department before ANY studentathlete will be allowed to participate in any practice or activity at ASU. Please check the response
appropriate for your son or daughter.
______ I/We do hereby authorize the athletic department to utilize my/our insurance policy on Form 1
and assign the university or designated entity (physician, hospital, etc.) the payment of benefit
under this plan.
______ I or my/our son/daughter is NOT covered by my personal medical insurance. Please send me
more information on the Student Health Insurance Policy.
______ I or my/our son/daughter have no medical insurance or any type of accident and health plan
under which my/our son or daughter is covered.
__________________________________
Date

_______________________________________
Signature of Student-Athlete or
Parent/Guardian (if under 18)

*Do you have a policy to cover dental work for your son or daughter?
Yes__________
No___________
If yes, please provide the policy number and company if different from your health insurance.

Name of Insurance Company_______________________________________________
Policy Holder___________________________________________________________
Policy Number__________________________________________________________
Address________________________________________________________________
City/State/Zip___________________________________________________________
Phone_________________________________________________________________
Deductible/Co-pay_______________________________________________________
*Do you have a policy to cover glasses or contact lenses for your son or daughter?
Yes__________
No___________
If yes, please provide the policy number and company if different from your health insurance.

Name of Insurance Company_____________________________________________
Policy Holder__________________________________________________________
Policy Number_________________________________________________________
Address______________________________________________________________
City/State/Zip__________________________________________________________
Phone________________________________________________________________
Deductible/Co-pay______________________________________________________
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Primary Care Physician/Optometrist Information
Form 3
Please complete the following if your health insurance company requires a referral from your primary
care physician.
Name of Primary Care Physician_______________________________________________________
Address___________________________________________________________________________
City________________________________________State_______________Zip________________
Phone______________________________________Fax____________________________________
Please complete the following as ASU requires a copy of the student-athlete’s prescription to be on file
to replace contact lenses of glasses that are lost or damaged during practice, scrimmages, or
competition. If your optometrist will not provide you with a prescription, ASU will contact your
physician to obtain a copy.
Name of Optometrist________________________________________________________________
Address___________________________________________________________________________
City________________________________________State_______________Zip________________
Phone______________________________________Fax____________________________________

Assumption of Risk Statement
This is a warning to the student—athlete and parent/guardian of the risk your son/daughter takes while
participating in athletics at ASU. By participating in any athletics at ASU a student-athlete can sustain
any one of the following injuries. This forewarning and a nonexclusive list of injuries are given to
make you aware of the inherent dangers and risks involved while participating in athletics.
1. Head injuries - can result in coma, brain damage, and/or death.
2. Spine injuries - can result in quadriplegia, paraplegia, and/or death.
3. Strains – completely torn, partially torn, and/or stretched muscles or tendons.
4. Sprains – completely torn, partially torn, and/or stretched ligaments.
5. Contusion.
6. Laceration, abrasion, and other flesh wounds which can result in infection.
7. Internal organ damage - such as a ruptured spleen or kidney, etc.
8. Loss of limb or vital organ of the body.
9. Cartilage damage in the joints of the body.
There are other injuries/illnesses that are not included in this list. The undersigned acknowledge this
forewarning and its purpose of making the student-athlete and parent/guardian aware of the seriousness
of possible injuries that occur to you the undersigned and son or daughter of the undersigned while
participating in athletics at ASU.
_______________________
Date

_________________________________________________
Signature of Student-Athlete

_______________________
Date

_________________________________________________
Signature of Parent/Guardian
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Permission for Treatment Consent
Form 4
I understand that a pre-season physical is given for no other purpose than to clear me for athletic
participation at ASU. I understand it is not a physical for illnesses which may be developing or might
develop in the future. I further agree that such illnesses will be taken to the student health service,
personal physician, or athletic trainer for referral and care. I give authorization to the athletic trainer or
team physician to evaluate and treat any injuries that occur during my athletic tenure at ASU. This
includes immediate first aid and treatment, X-ray, orthopedic or physical exam, follow-up care, and
rehabilitation. I understand the team physician has the authority to eliminate me from further
participation because of any injury and/or an undue risk to other athletes and ASU.

_____________________
Date

_________________________________________________
Signature of Student-Athlete

Authorization to Release Medical Information
This form must be signed and returned to the athletic department before ANY student-athlete will be
allowed to participate in any practice or activity at ASU.
1. We/I hereby authorize any insurance, hospital, physician, or other persons who have attended
or examined the undersigned student-athlete to disclose when requested to do so, all
information with respect to any injury, policy coverage, medical history, consultation,
prescriptions, treatment and copies of all hospital and medical records.
2. We/I hereby authorize the ASU athletic training staff to release information concerning
previous injuries and medical conditions to the news media representatives, professional scouts,
and insurance company representatives for claim processing.
3. We/I hereby authorize the ASU athletic training staff, team physician, or designated physician
to secure medical services that are in the best interest of our son or daughter.
By our/my signature, we/I agree with all statements outlined in the medical, dental, contact lens,
second opinion policies, and payment of expenses and certify that all information is true and correct to
the best of our/my knowledge. We/I do hereby affirm that we/I have received a copy of the ASU
medical policies and procedures and acknowledge that we/I are/am familiar with them as set forth
within. A photocopy of all documents in the policy will be considered as effective and valid as the
original.

__________________
Date

_________________________________________________
Signature of Student-Athlete

_______________________
Date

_________________________________________________
Signature of Parent/Guardian

6

Copy of Parent/Student Athletic Insurance Card
Form 5
Please include a CURRENT copy of your insurance card for purposes of verification. The hospital
now requires all individuals to show proof of insurance. All athletes who have a copy available to
them at the time of injury would benefit by receiving services without a delay in treatment.
Please attach a legible copy of BOTH the FRONT and BACK of the insurance card to the packet of
insurance papers.

ADD/ADHD Documentation Required by the NCAA
Form 6
Must Circle One
Is your son/daughter currently being treated and taking medication for ADD/ADHD?
YES NO
If you son or daughter has been diagnosed with ADD/ADHD and is currently taking medication, the
NCAA is requiring certain documents to be kept on record in their confidential medical file. These
documents must be included with the insurance packet when returned to ASU:
1. Record of student-athlete’s evaluation by diagnosing physician.
2. Statement of the Diagnosis, including when it was confirmed.
3. Copy of most recent prescription (as documented by the prescribing physician).
4. History of ADD/ADHD treatment (previous/ongoing).

Division II Sickle Cell Testing Requirements
Form 7
Sickle Cell is not a disease. Sickle Cell Trait is an inheritance of one gene for sickle hemoglobin and
one for normal hemoglobin. Sickle Cell Trait will not turn into a disease. Beginning August 2012,
Division II is requiring certain information be obtained from the student athlete prior to any practice
sessions being performed. As an ASU student athlete, one of the following items must be provided to
the ASU sports medicine staff prior to any practice and/or competition involvement.
1. Demonstrate proof of a prior sickle cell test.
2. Have a sickle cell test performed prior to the first practice.
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Acknowledgement
I/We have read and understand the insurance procedures at Angelo State University listed within the
preceding packet, including pre-season physical examination procedures, previous injury or illness
procedures, dental policy, contact lens policy, second medical opinion policy, and payment of medical
expenses. Also, I/We have completed all sections of the insurance packet, including FORMS 1-7.
I/We understand that missing or incomplete information may cause a delay in treatment of me and/or
our son/daughter. Non-compliance with the procedures listed within and set forth by the athletic
training staff may cause me and/or parent/guardian to be responsible for the full financial amount of
injury related expenses.

Name of Student Athlete (Printed) ____________________________________________
Signature of Student Athlete________________________________________________
Name of Parent/Guardian (Printed) ___________________________________________
Signature of Parent/Guardian________________________________________________
Date____________________________________________________________________
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