Insurance Information Form
Please provide the following information, which is required by Bryant University to expedite treatment and to facilitate the billing process. 

Is the Camper covered by medical insurance?   
Yes
No

Policy Holder’s Name: _____________________________________________________

Policy Holder’s DOB: _____________________________________________________

Relation to Camper: ____________________Occupation:_________________________

Home Address: ___________________________________________________________

City: _________________________________ State: ___________ Zip:______________

Policy Holder’s Employer: _________________________________________________

Medical/Health Insurance Co: _______________________________________________

Policy Number: __________________________________________________________

Insurance Co. Address: ____________________________________________________

City: __________________________________ State: __________ Zip: _____________

Medical Emergency Contact

Name: __________________________________________________________________

Relation to Camper: _______________________________________________________

Home Phone: ____________________________Work: __________________________

Cell: __________________________________
Additional Contact Name: __________________________________________________

Relation to Camper: _______________________________________________________

Home Phone: ____________________________Work: __________________________

Cell: __________________________________
