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Department of Athletics



Sports Medicine

DISCLOSURE RESTRICTION REQUEST FORM

This form is to be used to file an official request for restriction of protected health information disclosure.

STUDENT-ATHLETE / PATIENT IDENTIFICATION


Student-Athlete / Patient Name



Social Security Number


Date of Birth

Address






City


State

Zip Code

Phone
REQUEST FOR PROTECTED HEALTH INFORMATION DISCLOSURE RESTRICTION

I understand I have the right to request to a restriction of how the University of Central Florida Department of Athletics uses and discloses my protected health information.  I understand that the UCF Department of Athletics will make every reasonable effort to agree to the restriction(s) requested regarding my protected health information.

Pursuant to that right, I hereby request the UCF Department of Athletics to make every reasonable effort to restrict use and disclosure of my protected health information as follows:

RIGHT OF DENIAL

I understand that the UCF Department of Athletics has the right to deny my request for a restriction on the use and disclosure of my protected health information to the extent allowed by law.  I also understand that the UCF Department of Athletics may deny my request for restriction of my protected health information if it is not in writing or does not include a reason to support the request.


Student-Athlete / Patient Signature





Date

Wayne Densch Sports Center,  Room 133   (   PO Box 163555   (   Orlando, FL  32816-3555

(407) 823-2030 / 2103 / 4955   (   fax (407) 823-6744
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