UNIVERSITY AT BUFFALO

ATHLETIC TRAINING
MEDICAL HISTORY RELEASE

The University at Buffalo 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 as well as general fitness to play.

By signing below I indicate that this release is good for one year from the date indicated.  I cannot be denied treatment for refusal to sign, but am required to sign in order to participate in varsity athletics for the University at Buffalo.  At any time I may withdraw my consent for release by providing written notification to the Head Athletic Trainer at the University at Buffalo.

Note: If information is disclosed to a “non-covered entity” as defined by HIPAA, it may no longer be protected under HIPAA regulations.

Check the appropriate space:

_____ Release All Information to the Following Persons:

Athletic Training Staff, Athletic Training Students, Team Physicians, University Sports Medicine Representatives, Hospital Emergency Room, Athletics Insurance Coordinator, Parent / Guardian, Coaching Staff, Athletic Administration, Athletics Communication Staff and Media, Professional Team Scouts, NCAA Injury Surveillance System, Athletics Business Office Staff, SUNY at Buffalo Business Office Staff 

Athlete Signature_________________________________________ Date_______________

Print Athlete’s Name______________________________________

Social Security Number___________________________________

Witness Signature_________________________________________  Date_______________

