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Athletic Department 
1033 Springfield Avenue 
Cranford, New Jersey 07016 
(908)709-7093 
 
 

 MEDICAL INSURANCE VERIFICATION 
 
 
Please return to your coach PRIOR to your first practice. 
 
 
STUDENTS’S NAME  _____________________________________ 
 
SPORT    _____________________________________ 
 
INSURANCE COMPANY  _____________________________________ 
 
ADDRESS    _____________________________________ 
 
POLICY #    _____________________________________ 
 
GROUP #    _____________________________________ 
 
 
 
 
_____________________________________________ 
Student Signature    Date 
 
 
______________________________________________ 
Witness Signature (Athletics Dept.)  Date 


