Student-Athlete Authorization/Consent for
Disclosure of Protected Health Information to P&s&Buardians

I, hereby authorize
Name of Student-Athlete Name of my Institution

And its physicians, athletic trainers and healtregaersonnel to disclose my protected health inftion and any
related information regarding any injury or illness participation related to my training for andrtpapation in
intercollegiate athletics to my parents/guardiasted below.

| understand that my injury/iliness informationpeotected by federal regulations under eitherHlealth

Information Portability and Accountability Act (HFA) or the Family Educational Rights and Privacyt A€ 1974
(the Buckley Amendment) and may not be disclosetiouit either my authorization under HIPAA or my sent
under the Buckley Amendment. | understand thasigging of this authorization/consent is voluntand that my
institution will not condition or withhold any hehlcare treatment or payment, enrollment in a hgaléin or receipt
of any benefits (if applicable) on whether | pravithe consent or authorization requested for tisidasure. | also
understand that | am not required to sign this @ughtion/consent in order to be eligible for pagation in NCAA
athletics.

This authorization/consent for transfer of protelchealth information expires 545 days from the adtmy
signature below, but | have the right to revokm itvriting at any time by sending written notifiaat to the Loras
College athletics director. | understand that\acation takes effect on its request date and doesffect any
action taken prior to that date.

Printed Name of Student-Athlete Signature Date

Telephone Numbers Where Parent(s)/Guardian(s) eaedcthed:

Mother’'s Name:

Father’'s Name:

Home:

Mother Office:

Father Office:

Cell of Mother/Guardian:

Cellular Father/Guardian:

Name of Family Physician:

Telephone Number:
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