
TO THE PARENTS OF HOLY CROSS COLLEGE INTERCOLLEGIATE ATHLETES 
 
 
We are extremely please to have your son/daughter as a student athlete at Holy Cross College and 
hope that he/she will achieve academic, social, and athletic success. 
 
Each student athlete is required to have a physical examination prior to any participation in any 
intercollegiate sport.  The final decision on physical qualifications or reason for rejection is the 
responsibility of the team physician or athletic director.  The team physician or athletic trainer also 
makes the decision on when an athlete may return to competition after an injury. 
 

INJURIES ---- MEDICAL BILLS ---- INSURANCE COVERAGE ---- CLAIM PROCEDURE 
 
Accidents do occur and we attempt to provide our athletes with the very best possible care.  Medical 
bills are incurred when the athlete is treated, whether it is locally, during a road trip, or by a medical 
vendor in his/her home area. 
 
The NAIA discourages any college or university from providing coverage or paying the bills incurred 
for medical expenses related to illnesses or conditions which are not sustained as the direct result of 
an accident in our intercollegiate sports program. (This includes pre-existing conditions and non-
athletic injuries.) 
 
The athletic accident insurance at Holy Cross College provides coverage for your son/daughter for 
accidents while participating in the play or official practice of intercollegiate sports, including 
sponsored and authorized team travel. 
 

CLAIM PROCEDURE All medical bills for your son/daughter resulting from an accident in the 
 intercollegiate sports program will be sent directly to your son/daughter or 
to your home address, unless the Holy Cross College has instructed the medical vendors otherwise.  
In some cases the athletic office may get a copy of the bill, but in no case will the athletic office be 
the primary place for the bill incurred to be sent. 
 
 A. Submit the bills incurred to your family, employer group coverage or plan first.   
  They will do one of two things: 
 
   1. Honor the claim and pay all or a portion of the bills incurred. 
 
   2. Not honor the claim and send you a letter of denial.  An example might  
    be that your son/daughter is no longer part of your group policy after   
    attaining the age of twenty-three. 
 
 B. If there remains a balance after your family, employer group insurance or plan has   
  contributed towards the claim, send the claim sheet from the insurance company and  
  a copy of the itemized bills incurred to the college or university’s athletic department. 
 
  If you receive a letter of denial from your family, employer group insurance or plan   
  administrator, then send the letter of denial and a copy of the bills incurred to the   

  college or university’s athletic department.  If you do not have any medical insurance  

  coverage, a letter from your employer with verification will be necessary. 
 
C.  If the bills incurred and not paid by your family, employer group insurance or plan are , the 

claim will be sent from the athletic department to our insurance carrier’s office which is in 
Kalamazoo, Michigan for processing.  If they need any additional information, please 
cooperate with them and they will process the claim in the least possible amount of time.  



It is in your best interest to have the claim settled promptly since all the medical bills 
incurred are in your name. 

 
 D. Payment of claims by our insurance carrier is made at the 90th percentile.  This means that 

the maximum benefit payable is the amount that 90% of the physicians in the geographic 
area accept as payment in full for the service rendered.  This may result in some unpaid 
balances. 

 

PLEASE NOTE: If the primary family coverage is through an HMO (Health Maintenance 
Organization) or a PPO (Preferred Provider Organization) you must follow the proper procedures 
required by your plan in order for the college’s insurance to be in force.  This is especially important if 
your plan requires pre-authorization to have your student athlete treated if he/she is outside of your 
plan’s service area. 
 
The medical payments for the following items are excluded under our accident policy: 
 
 1.  Suicide or a suicide attempt while sane: or self-destruction or an attempt to self-destroy         
   while insane. 
  2.  Riding in a vehicle or device for aerial navigation, except as a passenger in a scheduled   
   aircraft used for the transportation of passengers. 
 3. Service provided by the Policyholder's infirmary employees or salaried physician.  This   
   includes team physician, team trainer or nurse. 
 4.  Declared or undeclared war. 
 5.  Loss covered by other valid and collectible insurance or plan. 
 6.  Hernia, in any form. 
 7.  Sickness or disease, in any form. 
 8. Fighting, unless as an innocent victim. 
 9.  Expense incurred for the use of orthotics unless used exclusively to promote healing. 
 10. Use of electric, bio-mechanical devices. (Bone growth stimulators) 
 11. Non-prescription drugs. 
 
 
Please retain this letter for future reference.  In addition, we ask that you complete the attached form 
in detail and return it to us prior to any athletic participation.  Your cooperation in this important area 
will help make this program successful in minimizing delays. 
 
 
Sincerely; 
 
 
Holy Cross College 
Athletic Department 
 
 
 
 
 
 
 
 
 
 
 
 



PARENTS/GUARDIANS TO COMPLETE AND RETURN TO: HOLY CROSS COLLEGE 
  ATTN: ATHLETIC TRAINER 
  P O BOX 308 
  NOTRE DAME, IN  46556 
 
FAILURE TO COMPLETE ALL BLANKS WILL RESULT IN CLAIMS PROCESSING DELAYS.  NOTE: 
Complete all blanks.  If information is not applicable, indicate the reason it is not, i.e., deceased, 
divorced, unknown. 
 
Name of Athlete: _____________________________ Sport: ____________________________ 
 
Date of birth__________________________ 
 
College Address: __________________________________ Phone: _________________________ 
 
Home Address: ___________________________________ Phone: _________________________ 
 
City: ___________________________________________ State: _____ Zip: ____________ 
 
Father/Guardian: _______________________ Mother/Guardian: ___________________________  
 
Address:  _____________________________ Address:  _________________________________  
 ____________________________________  _________________________________________  
 
Employer:  ____________________________ Employer:  ________________________________  
 
Address:  _____________________________ Address:  _________________________________  
 
Phone: ______________________________ Phone: ___________________________________  
 
Medical Insurance Co: __________________ Medical Insurance Co: _______________________  
 
Address:  _____________________________ Address:  _________________________________  
 ____________________________________   ________________________________________  
 
Policy Number: ________________________ Policy Number: _____________________________  
 
Phone: ______________________________ Phone: ___________________________________  
 
Is the company or plan listed above considered a Health Maintenance Organization (HMO) or a Preferred 
Provider Organization (PPO)?   Yes _____ No ____ 
 
Does your insurance or plan require a second opinion before surgery?  Yes ___ No ___ 
 

I hereby authorize Holy Cross College and Student Athletic Protection, Inc. of Kalamazoo, MI to inspect or 
secure copies of case history records, laboratory reports, diagnoses, x-rays, and any other data covering this 

and /or previous confinements and/or disabilities.  A photo static copy of this authorization shall be 

deemed as effective and valid as the original and valid up to two years from the date of signature. 

 

We authorize Holy Cross College or its insurance agent to pay the medical vendors directly for any bills 
incurred from intercollegiate athletic accidents. 
 
Student's Signature ______________________________________________ 
 
Parent's Signature _______________________________________________ 


