SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ______________________________________ SPORT: ________________________ 
SOCIAL SECURITY NUMBER: _________________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION ACADEMIC DEPARTMENTS 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to academic departments including specifically  Southwestern Christian University Athletic Student Life Office. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise to the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may make decisions regarding my ability and suitability to perform academically while I am a student/athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete				 Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian			 Date 
		(If student-athlete is under 18 years of age) 


SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ____________________________________________ SPORT: _______________________ 
SOCIAL SECURITY NUMBER: ________________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO AMATEUR ATHLETIC ORGANIZATIONS 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to amateur athletic organizations. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise the amateur athletic organization of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may make decisions regarding my prospects as an athletic participant. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian			 Date 
		(If student-athlete is under 18 years of age) 
SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: _______________________________________ SPORT: ___________________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO COACHES AND ATHELTIC STAFF 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to the coaches, assistant coaches, and other athletic staff. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise coaches and athletic staff of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may make decisions regarding my athletic ability and suitability to compete while I am a student-athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian			 Date 
		(If student-athlete is under 18 years of age) 


SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ________________________________________ SPORT: ______________________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO INSURANCE PROVIDERS 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to applicable insurance providers. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise the insurance providers of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they process and insurance claim while I am a student/athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age) 
SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ____________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ______________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO THE MEDIA 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to the media. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise the media of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may make decisions regarding my prospects as an athletic participant. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age) 


SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: _______________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO PARENTS OR GUARDIAN 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to my parents/guardian. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise my parents/guardian of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may assist me in making healthcare decisions while I am a student-athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete				 Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age) 
SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ___________________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO PROFESSIONAL TEAMS AND REPRESTATIVES 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to professional athletic team, their scouts, athletic trainers, physicians, servants, or employees. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise those professional teams and their representatives of the nature, diagnosis, prognosis or treatment concerning my medical condition and any injuries or illnesses so that they may make decisions regarding my prospects as a professional athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 
______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age) 

SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: ___________________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO THE MIDLANDS COLLEGIATE ATHLETIC CONFERENCE AND NATIONAL ATHLETIC INTERCOLLEGIANTE ASSOCIATION 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to the MCAC and National Athletic Intercollegiate Association. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise MCAC Conference, National Athletic Intercollegiate Association and their appropriate committees and subcommittees of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may make determination regarding my eligibility status while I am a student/athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 

______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age) 
SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: __________________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO Southwestern Christian UNIVERSITY SPORTS MEDICINE STAFF 
This authorizes medical healthcare providers to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to Southwestern Christian University Sports Medicine Staff. This information includes injuries or illness relevant to past, present, or future, as well as information contained in my personal medical record unrelated to my participation in athletics. 
The reason for this disclosure is to allow such sports medicine staff participating in the delivery of sports medicine healthcare to assist and participate in the provision of healthcare to me while I am a student-athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that the medical healthcare providers will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Certified Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 

______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian			 Date 
		(If student-athlete is under 18 years of age) 


SOUTHWESTERN CHRISTIAN UNIVERSITY
DEPARTMENT OF INTERCOLLEGIATE ATHLECTICS
DIVISION OF SPORTS MEDICINE

STUDENT-ATHLETE: _____________________________________________________ SPORT: ______________ 
SOCIAL SECURITY NUMBER: ____________________ DATE OF BIRTH___________ 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO TEAMMATES 
This authorizes the athletic trainers, team physicians, and athletics staff, including coaches, representing Southwestern Christian University to release information concerning my medical status, medical condition, injuries, prognosis, diagnosis and related personally identifiable health information to my teammates. This information includes injuries or illness relevant to past, present, or future participation in athletics at Southwestern Christian University, as well as information contained in my personal medical record unrelated to my participation in athletics at Southwestern Christian University. 
The reason for this disclosure is to advise my teammates of the nature, diagnosis, prognosis, or treatment concerning my medical condition and any injuries or illness so that they may be aware of limitations that I may be under while I am a student-athlete. I understand that the entities that receive the information are not health care providers or health plans covered by federal privacy regulations and that the information described as above may be redisclosed publicly and that the information will no longer be protected by those regulations. 
I understand that Southwestern Christian University will not receive compensation for its use/disclosure of the information. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information used/disclosed under this authorization. 
I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, but if I do, it will no longer have any effect on actions Southwestern Christian University took in reliance on this authorization prior to receiving the revocation. This authorization expires six years from the date it is signed. 

______________________________________________________________ ___________________________ 
		Signature of Student-Athlete 				Date 
______________________________________________________________ ___________________________ 
		Signature of Parent/Legal Guardian 			Date 
		(If student-athlete is under 18 years of age)
