
 

 

 
 
 
 
 

  

 
  
  
     

    1.   Medical / Accident Insurance information includ ing the name of your carrier and a Group or policy #.                

  2.  The attached Trial Participant Waiver must be sign ed.  
  

  

 

  

 

 

 

  
  

  

  

 

   You must sign the Trial Participant Waiver in or der to receive Trial Participant status.    

Trial Participant Enrollment Form  

                   If you do not hold primary insurance, you are not e ligible to be a Trial Participant.    

        THE FOLLOWING INFORMATION MUST BE COMPLETE . 
 

Please print clearly:                                                                                                                                       Cost - $25 per pe rson  

 

Method of payment :              $25.00 per person  
                

  Check #  _________________                      
 

  Visa/Mastercard # ______________________________________________________________Exp. date _______________  
  
Signature _________________________________________ ____________________________________________________________ 

 
USSA Gold Member Club Name ________________________________________   Home Phone (_________)__________________________  
 
Name ______________________________________________________________   Home Phone (_________)__________________________  

 
Address ____________________________________________________________   Work Phone (_________)__________________________ 
 
 
City ____________________________________ State _______ Zip ____________  Fax Number (_________)_________________________  
 
Dates for which Trial Participant Status is sought:     to    (Must be 7 consecutive days or fewer)  
 
Sex :  O  Male   O Female      Date of Birth  (M-D-Y) _______--_______--________    E-mail  _________________________________________  
 
Are you a U.S. citizen?      O Yes   O  No     Which country?______________________________ _____________________________________  

 
Have you had a USSA Membership in the Past?   O No   O Yes   USSA Membership #  __________________________ _________________ 

 

Fax with trial participant waiver 
to:  to 435.940.2759 

Medical/Accident Insurance Information  
 
Valid primary medical/accident insurance coverage m ust be provided prior to the beginning of your part icipation as a 
Trial Participant. Failure to provide accurate info rmation demonstrating the existence of such insuran ce coverage and/or 
failure to have such coverage in place at the time of an accident will nullify your Trial Participant status. Furthermore, 
failure to carry valid and collectible primary medi cal coverage at the time of an accident removes a p articipant from 
coverage under USSA’s secondary accident insurance program, and leaves the participant solely responsi ble for all 
medical expenses incurred in connection with any US SA event or activity.  
  
Primary Medical Insurance Company  
 
Name: ____________________________________________________________________  
  
Policy/Subscriber or Contract #____________________ ___________________  Phone # ______________________   
 


