
 

 

Policy and Procedures for Returning Student-Athletes (Revised May 2019) 
Parent(s), Guardian(s), Student-Athlete, 

Welcome back to Bowling Green State University and participation in Intercollegiate Athletics. It is our goal 
to provide our student-athletes with the best possible athletic health care. To achieve this, we will need 
your assistance with a variety of matters. Each student-athlete will be required to complete the necessary 
paperwork on file before being allowed to participate in any activity. We will also require a completed 
Medical Packet which includes: Demographics Sheet, Consent Form, Release Form, Nutritional Disclosure 
Form, Insurance information, and Mental Health Screen. Please complete these forms with appropriate 
signatures and dates. This information will be used by providers for billing and also be used to contact 
individuals in the event of an emergency. The completed Medical Packet can be brought to campus and 
delivered in person OR may be mailed to: Daniel Fischer M.Ed., AT, Assistant Athletic Director for Sports 
Medicine, 1610 Stadium Drive, Sebo Athletic Center, Bowling Green OH 43403. In addition, each student-
athlete will be evaluated by an approved member of the BGSU Medical Staff upon reporting to campus. 
This appointment will be scheduled by a member of the BGSU Athletic Training Staff. 

Bowling Green State University requires that all students submit valid and current Medical Insurance. It is 
also required, by the BGSU Athletic Department, that all student-athletes submit current Medical Insurance 
Information for participation in BGSU Intercollegiate Athletics.  If you do not have current medical 
insurance, you may get information about the BGSU Student Insurance by calling the Falcon Health 
Center at (419) 372-2271. 

In the event of an athletic injury, the athletic department has purchased an Excess Medical Insurance 
Policy that will help cover medical expenses that are not covered by your personal medical insurance 
provider. Since the BGSU Athletic Department Insurance Policy is an excess policy, the student-athlete’s 
own primary insurance will be billed first and our policy will cover the expenses beyond the primary policy 
in accordance with the policy. Our policy will cover expenses for 104 weeks from the date of initial 
athletically related injury. After this 104-week period has ended, Bowling Green State University will not be 
financially responsible for any expenses related to any injuries. As a result, it is imperative that all injuries 
are reported to the appropriate athletic training personnel immediately. The Athletic Department will not be 
financially responsible for any injury or illness that is not related to direct participation in BGSU athletics.  

Bowling Green State University’s Athletic Department assumes no financial or legal responsibility for: 

• Unreported injuries including concussions 
• Unreported illness and medical conditions 
• Charges by a healthcare provider to which a student-athlete was not referred by a member of the 

Sports Medicine Staff or team physician(s) 
• Injuries or conditions not occurring during, or as a results of, participation in a scheduled, 

supervised practice and/or competition including self-inflicted injuries 

We have developed the following procedure to assist in processing bills that may occur as a result of an 
athletic injury: 

1) All medical bills incurred as a result of an athletic related injury will be billed to the student-athlete’s 
own primary insurance first. 

2) If we do not have complete or accurate insurance information, bills will be sent directly to you or to the 
student-athlete. 



 

 

3) If you or the student-athlete receives any statements and/or bills, submit them to your own primary 
insurance for payment. 
a) The insurance company will send an Explanation of Benefits (EOB) directly to you explaining: 

i) The carrier has honored the claim and paid all or a portion of the bill. 
ii) Deny the claim entirely due to deductible balances, etc. 
iii) Deny the claim requesting additional information from the policyholder. BGSU’s excess 

insurance policy will not pay on a claim if this is the reason for denial. BGSU will not be 
responsible for missed payments/collection notices for this reason of denial. 

b)  If there remains a balance, you must complete the following: 
i) Submit the EOB, itemized bill/statements, or other pertinent paperwork to the athletic training 

room and it will be submitted to our excess insurance carrier. 
ii) Our insurance carrier is: AmeriBen P.O. Box 6947 Boise, ID 83707.  
iii) They may contact you for additional information that may be needed to process the claim. 

Please help them so that your claim may be processed as quickly as possible. 
c) Note: All itemized bills/statements/etc. must be submitted to AmeriBen within one year of the date 

of service. AmeriBen will deny submissions after this time for timely filing. Bowling Green State 
University will not be responsible for a claim that has not been submitted due to lack of reporting 
the necessary bills or EOB’s. 

4) Anytime the student-athlete’s insurance information changes, it is your responsibility to notify the 
Sports Medicine Department immediately of these changes. 
a) Bowling Green State University will not be responsible for a claim that is not processed due to lack 

of proper, or accurate, primary insurance information. 
b) Bowling Green State University will not be responsible for a claim that has not been submitted due 

to lack of reporting the necessary bills or EOB’s. 
5) All medical treatment, evaluation, testing, etc. must be authorized and referred by a BGSU sports 

medicine staff member. 
a) Authorizations and referrals will be made by completing appropriate paperwork prior to receiving 

any such services. 
b) If authorization and/or referral for medical services are not obtained, BGSU will not accept any 

responsibility for payment of services. 
c) If the injury occurs after hours, a member of the sports medicine staff must be notified by 

telephone as soon as reasonably possible. 
d) If the condition is an emergency or other unusual circumstances exist not permitting prior 

completion of paperwork, sports medicine personnel must be notified as soon as reasonably 
possible. 

6) All injuries requiring rehabilitation services will be coordinated through a BGSU Certified Athletic 
Trainer. If services are required at a different location, other than a BGSU Sport Medicine facility, then 
prior approval for services MUST be obtained. If this procedure is not followed, all bills will be the 
responsibility of the student-athlete Note: if these services are “out of network” – charges will be the 
student-athlete’s responsibility.  

7) BGSU sports medicine will not be liable for any medical expenses related to vision except for 
replacement/repair of damaged eyeglasses, protective eye wear, or contact lenses or injury to the eye 
as a result of direct participation in sport related team activities. 

8) BGSU sports medicine will not be liable for dental expenses unless resulting from participation in sport 
related team activities 

Failure to return this completed form will cause delays in your Pre-Season Physical Exam and Medical 
Clearance to participate in athletics at Bowling Green State University. Contact your Athletic Trainer if you 
have questions Thank you in advance for your prompt attention to the enclosed material. 



 

 

Respectfully,  

 

Daniel Fischer, M.Ed., AT  
Assistant Athletic Director for Sports Medicine/Insurance Coordinator  
Bowling Green State University 
dafisch@bgsu.edu 
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STUDENT ATHLETE’S NAME: SPORT: 

DATE OF BIRTH: BGSU ID#:  Circle One: Fr  RSF  So  RSSo  Jr  RSJr  Sr  RSSr 
 

 CELL PHONE:  BGSU EMAIL ADDRESS:  

 

H
O

M
E

 

FIRST AND LAST NAMES: 
MOTHER: 
(Or Guardian) 

FATHER: 
(Or Guardian) 

HOME MAILING ADDRESS: 
Street: Street: 

City/ State/ Zip: City/ State/ Zip: 

HOME PHONE # 
MOTHER: 
(Or Guardian) 

FATHER: 
(Or Guardian) 

CELL PHONE # 
MOTHER: 
(Or Guardian) 

FATHER: 
(Or Guardian) 

DATE OF BIRTH 
MOTHER: 
(Or Guardian) 

FATHER: 
(Or Guardian) 

 

E
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T
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T
 CONTACT’S NAME: 

 

RELATIONSHIP:  

EMERGENCY CONTACT’S #: 
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POLICY HOLDER 
NAME: 

 
POLICYHOLDER 
DATE OF BIRTH: 

 

NAME OF INSURANCE COMPANY  

INSURANCE 
ADDRESS 

 
INSURANCE 
PHONE NUMBER: 

 

POLICY NUMBER:  GROUP NUMBER:  

RELATIONSHIP OF 
POLICY HOLDER 

 
MEDICAID? 
(CIRCLE ONE) YES          NO 

Rx GROUP:  Rx BIN:  Rx PCN:  

1. I hereby verify that I have submitted a front and back copy of my insurance card:   
   

Student-Athlete Signature (Required) 
(Parent signature required if S-A is under 18 years old) 

 Date (Required) 

2. I hereby verify that I am currently covered under this insurance plan and will inform the Athletic Dept. of any changes:   
   

Student-Athlete Signature (Required) 
(Parent signature required if S-A is under 18 years old) 

 Date (Required) 

3. I hereby verify that I have read and understand the sports medicine departments policy and procedures rules and regulations:   
   

Student-Athlete Signature (Required) 
(Parent signature required if S-A is under 18 years old) 

 Date (Required) 



 

 

Student-Athlete Nutritional Supplement Disclosure Form 

Student-Athlete Name:  Sport:  
 
I am NOT now or do not intend to take any nutritional supplements. 

  

Student-Athlete Signature Date 
 
********************************************************************************************* 
I am taking or intend to take the following nutritional supplements. 
 
I acknowledge the risks to my health and the risk of losing my eligibility to participate I intercollegiate athletics if I take 
nutritional supplements and test positive for an NCAA banned substance that may be found in any substance that I may 
take, regardless of the reason or purpose for taking such supplements. 
 
I acknowledge and understand that the labeling on these products can be misleading and inaccurate, and that sales 
personnel are paid to sell these products and cannot accurately certify that these products contain no substances banned 
by the NCAA or that may be detrimental to my health.  Terms such as “healthy” or “naturally occurring” do not 
necessarily mean safe to take or use, or that the NCAA or Bowling Green State University endorses or approves of its 
usage. 
 
Before taking or using any supplement, I am responsible for taking appropriate steps to ensure that it does not contain 
any substances banned by NCAA or that could be harmful.  By making this disclosure, I am accepting the risks known 
and inherent to taking these supplements.  By listing these products and their ingredients below they will be reviewed by 
my institution’s sports medicine staff for the purpose of determining whether they are medically safe to use and that they 
do not contain substances banned by the NCAA.  I understand that even with the review by my institution’s sports 
medicine staff the use of these substances can result in injury, including the possibility of death, and could result I a 
positive NCAA drug test.  I should not take or use these products until their usage has been reviewed by my 
institution’s sports medicine staff, and even then, I use them at my own risk. 
 

Brand Name Listed Ingredients Banned Substances (Yes or No) 

1.  

2.  

3.  

4.  

5.  
 

  

Student-Athlete Signature Date 
 
 
I have reviewed this disclosure and educated the student-athlete about the possible risks and side effects of taking 
nutritional supplements. 

  

BGSU Sports Medicine Staff Signature Date 
 



 

 

Release, Consent to Treatment, and Indemnification Agreement 

Student-Athlete Name:  Sport:  
 
In consideration of being permitted to participate in intercollegiate athletics within the Department of Intercollegiate Athletics (“DIA”) 
at Bowling Green State University, and to use the DIA’s facilities and equipment, I understand and acknowledge that: 
• Participation in sports requires an acceptance and assumption of risk of serious medical injury. 
• Participation in intercollegiate athletics may expose me to hazards that may result in my illness, personal injury, or death.  I understand and 

appreciate the nature of such hazards and risks. 
• I am responsible for knowing the risks of injury associated with participation in, and adhering to rules and regulations applicable to my specified 

sport, including but not limited to those employed to minimize my risk of significant injury while participating in my sport. 
• I must refrain from practice and competition during my medical treatment until I am discharged and given permission to resume activities by a 

BGSU team physician or BGSU sports medicine staff member. 
• BGSU is not responsible for any previous or pre-existing medical condition(s) that I may have or injuries and illnesses that are not directly related 

to an official practice, contest, or conditioning session. 
• I have read, fully understand and agree to be bound by the DIA’s medical policies and procedures.  In the event of illness or injury, BGSU will 

only be responsible for my care and treatment for one year after the date of such illness or injury and only if I follow the proper procedures I 
gaining medical treatment as outlined I the DIA’s medical policies and procedures. 

• I am eighteen years of age or older, under no legal disability, and am fully competent to sign this agreement. 
 
RELEASE 
In further consideration of being permitted to participate in intercollegiate athletics, I hereby accept all risks to my health and of my 
injury or death that may result from such participation.  I hereby release and discharged BGSU, its board of trustees, officers, 
employees, agents and representatives from any liability to me, my personal representatives, heirs, next of kin, and assigns, from any 
and all claims, causes of action, damages, and costs for any and all illness or injury to myself, including death that may result from or 
occur during my participation, or loss of or damage to my property, to the full extent allowed by law. 
 
CONSENT TO TREATMENT 
In further consideration of being permitted to participate in intercollegiate athletics, I hereby authorize and consent to such diagnostic, 
medical and/or surgical treatment as may be considered necessary or appropriate under the circumstances for the treatment of any 
illness or injury arising from or sustained by me while engaged in activities related to intercollegiate athletics.  The attending 
physician(s), athletic trainers(s), appropriate staff, and BGSU and its officers, agents, and employees shall not be responsible in any way 
for ay consequences from said diagnostic, medical and/or surgical treatment and are hereby released from any and all claims of causes 
that may arise, grow out of, or be incident to such diagnosis and treatment, to the full extent allowed by law. 
 
INDEMNITY 
In further consideration of being permitted to participate in intercollegiate athletics, I further agree to indemnify and hold harmless the 
BGSU and its board of trustees, officers, employees, agents and representatives from liability for the injury or death of any person(s) 
and damage to property that may result from my negligent or intentional act or omission while participating in my sport. 
 
I HAVE CAREFULLY READ THIS AGREEMENT AND UNDERSTAND IT TO BE A RELEASE OF ALL CLAIMS 
AND CAUSES OF ACTION FOR INJURY OR DEATH OR DAMAGE TO MY PROPERTY THAT OCCURS WHILE 
PARTICIPATING I INTERCOLLEGIATE ATHLETICS, AND THAT IT OBLIGATES ME TO INDEMNIFY THE 
PARTIES NAMED FOR ANY LIABILITY FOR INJURY TO OR DEATH OF ANY PERSON AND DAMAGE TO 
PROPERTY CAUSED BY MY NEGLIGENT OR INTENTIONAL ACT OR OMISSION.  THIS AUTHORIZATION 
EXPIRES SIX (6) YEARS FROM THE DATE IT IS SIGNED, UNLESS REVOKED EARLIER IN WRITING. 
 

   
Student-Athlete Signature  Date 
   

Parent/Legal Guardian of Student-Athlete  Date 
(If student-athlete is under 18 years of age)   
   

Signature of Witness  Date 
   
   
   

 



 

 

Authorization for the Release of Medical Information 

Initial ________ Authorization for the release of medical information to Athletic 
Training Students and other BGSU Sports Medicine Staff members 

 
Initial ________ Authorization for the release of medical information to BGSU 

Coaches and other BGSU athletic department staff 
 

Initial ________ Authorization for the release of medical information to Professional 
Teams and Representatives 

 
Initial ________ Authorization for the release of medical information to parents 

and/or guardians 
 

Initial ________ Authorization for the release of medical information to BGSU Sports 
Information Staff and other Media 

 
Initial ________ Authorization for the release of Drug Testing Results to parent(s), 

legal guardian(s), and/or both 
 

This authorizes the athletic trainers, team physicians and athletics staff, including coaches representing Bowling Green State University, 
to release information concerning my medical status, medical conditions, injuries, prognosis, diagnosis and related personally 
identifiable health information to groups mentioned above.  This information includes injuries or illnesses relevant to past, present or 
future participation in athletics at Bowling Green State University. 

The reason for this disclosure is to all such individuals participating in the delivery of athletic training services to assist and participate 
in the providing of healthcare to me while I am a student-athlete.  I understand that the entities that receive this information are not 
healthcare providers or health plans covered by federal privacy regulations, and that the information described above may be re-
disclosed publicly and that the information will no longer be protected by those regulations. 

I understand that this information will be shared via mediums including but not limited to: verbal communication, phone calls, text 
messages, email messages. 

I understand that Bowling Green State University will not receive compensation for its use/disclosure of the information.  I understand 
that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.  I may inspect or 
copy any information used/disclosed under this authorization. 

I understand that I may revoke this authorization in writing at any time by notifying the Director of Sports Medicine, but if I do, it will 
not have any effect on actions the University took in reliance on this authorization prior to receiving the revocation. This 
authorization expires one year from the date it is signed, unless revoked earlier in writing. 

   
Printed Name of Student-Athlete  Sport 
 
 

  

BGSU Student ID number   
 
 

  

Student-Athlete Signature  Date 
 
 

  

Signature of Parent/Legal Guardian 
(if student-athlete is under 18 years of age) 

 Date 

   
   
   



 

 

 

Informed Acknowledgement of Non-Athletically 
Related Physician Appointment 

• I understand that scheduling an appointment with my certified athletic trainer to be 
seen by a physician (General Practitioner or Orthopedic) for a non-athletically 
related illness or injury is a courtesy extended to student-athletes.  

• I understand that my attendance at this appointment does not release me from any 
and all costs associated to, or generated from, the appointment itself or any 
subsequent costs such as, but not limited to, insurance co-pay, lab fees, radiology, 
etc.  

• I understand an athletically related injury is considered to be an injury sustained 
during organized intercollegiate activities. On-campus intramurals, recreational sport 
leagues, etc are considered non-athletically related and need to be reported to my 
certified athletic trainer.   

• By signing below I acknowledge and accept the responsibility of payment for non-
athletically related injury and illness.   

 

   
Student-Athlete Signature  Date 
   

Parent/Legal Guardian of Student-Athlete  Date 
(If student-athlete is under 18 years of age)   
   

Signature of Witness  Date 
   
   
   
  

 

 

 

 

 


