=

ATHLETIC DEPARTMENT EMERGENT AND NONEMERGNT MEBICAL AUTHORIZATION

School Name:

Student’s Name

{Firsy) (Middle) (Last)
Birth Date Grady Sen Heme Phone
Address Zip
Muother Birth Date
Occupauan Workplace Buziness Phone
Faler Birth Dage
Occupaiion Worhplace Business Phone
Insurangee Carmicr Elan Policv= Phone

i the event parents guardians cannot be coniacied. please contact

Phone

Sports Athiete plays

I hereby give consent for any emergensy or non-emerzency care o reatment doemed necessary by the healih care providers
{eg phisicians. physician assistants. and or athletic trainers) designated by school awthoritios and sponsers and or for
transporiation W a hospital emergency roons far treatment for ans illness or njury resulting from o ocearring in conjunetion
with his her panicipation in this activies. To the extent permitied by fan. I waive any claim against such healih care providers,
sl anthorities. and sponsors arising out of any care or treaiment provided o him ber i good faith for any illness or injun
art=ing lrem or occurming in consjunction with his her participation in this actis it

Hhe wndersigned parent(s) or guardian(s) herebys authorize all medical providers (including. bat not lnited to, athleiic waining
SLAEL pha sician assistants and phy siciazs) providing treatment pursiant to this consent 10 disclose amy and all protected health
sfrmation conceming any aml all treaiment received by the above-mientioned student pursuant to this consent, as reasonahis
Aeiessury Lo and for the purpese of informing scheol officials (including. but not limited to. coaches and school athlotics stath
ibut the student’s prognosis and status This authorization will expire 2t the conelusion of the schiol vear to whisch this
consent applics.

Fliz undersignad parentis) or guardiants) understand that trestment is not conditioned upan the execution ol this

authorization. The undersigned parentis) or guardian(s) understand vt W protected heabth fnformation is disclased w school
ofticials, that mformation may be re-disclosed and no longer protected by HIPAA regulations vader 43 CF.R 164,500 f

seq. The undersigned parenttsy or guardiand s} understand they mas revoke this authorization at amy time by providing a writien
notice o the designated privacy olticer of Saling Regional Health Center, Ine

Stgned (Parent or Cuardian) [kite






