UNIVERSITY AT BUFFALO

ATHLETIC TRAINING
MEDICAL HISTORY RELEASE

The following individual, medical health care professional, and health care facility is hereby authorized and requested to communicate to the following complete confidential medical information pertaining to my medical condition, including all physical examinations, physicians’ records, athletic trainers’ records, physical therapy records, rehabilitation, diagnosis, treatment, history, and prognosis of any and all injuries, and to receive from you any and all other information pertaining to my past and present medical condition diagnosis, treatment history and prognosis from your personal knowledge and/or records.  This authorization shall cover all past and present medical conditions.

Check the appropriate space:

Information requested from:

_____ Release All Information to the Following Persons:

Athletic Training Staff, Athletic Training Students, Team Physicians, University Sports Medicine Representatives, of the University at Buffalo 




University at Buffalo




Athletic Training Room




119 UB Stadium




Buffalo, New York 14260

Athlete Signature_________________________________________

Print Athlete’s Name______________________________________

Social Security Number___________________________________

Witness Signature__________________________________  Date_______________

