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Department of Athletics



Sports Medicine

REVOCATION OF AUTHORIZATION FORM

I, 










, hereby revoke authorization to the University of Central Florida Sports Medicine Department, to disclose from the medical records of:

Student Name 






     Date of Birth 



Address 













Phone Number 






Student Identification Number 







Information regarding:

 FORMCHECKBOX 

Treatment for injury / illness from (date) 



 to (date) 




 FORMCHECKBOX 

Any medical information

 FORMCHECKBOX 

Other 













I understand that disclosures made in good faith may have already occurred in reliance upon my previously issued authorization and that this revocation cannot apply retroactively to such disclosures.

I understand that this revocation of authorization relates only to the previously issued authorization I gave to the University of Central Florida Sports Medicine Department and covers only information in the possession of the University of Central Florida Sports Medicine Department.  I understand that I may make similar revocations with any other department or unit at the University of Central Florida that may have medical information relating to me within their possession or control.

The University of Central Florida and its employees, officers, and agents are hereby released from any legal responsibility or liability for disclosure of the information I authorized previously. 


Student-Athlete 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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