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Department of Athletics



Sports Medicine

NATIONAL FOOTBALL LEAGUE SCOUTING
Student-Athlete Release of Information
I      , the undersigned student-athlete, hereby authorize the University of Central Florida Sports Medicine Department to disclose any and all protected health information within their knowledge and/or contained in any records under their supervision or control concerning, or having bearing upon, my participation in athletics at the University of Central Florida to the associations, and/or leagues, and/or groups of professional football and their scouts, representatives, agents, servants, and league employees.  

Said authorization shall include, but is not limited to any and all information within their knowledge and/or contained in any records under their supervision or control concerning any injury, illness, treatment, rehabilitation, surgery, hospitalization, physical examination, diagnostic testing, and otherwise, and to make such reports to such persons and organizations concerning myself, as they may request. This protected health information is being used or disclosed for evaluation purposes.  

This authorization shall be in force and effect for one (1) year from the date of this disclosure, at which time this authorization to use or disclose protected health information expires.

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the UCF Sports Medicine Department.  I understand that a revocation is not effective to the extent that the UCF Sports Medicine Department has relied on the use or disclosure of the protected health information.

I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law.

I understand that the UCF Sports Medicine Department will not condition my treatment, payment, enrollment in a health plan or eligibility benefits (if applicable) on whether I provide authorization for the requested use or disclosure.

I understand that I have the right to:

· Inspect or copy the protected health information to be used or disclosed as permitted under federal law (or state law to the extent the state law provides greater access rights).

· Refuse to sign this authorization.

I hereby fully release and discharge the University of Central Florida and all its successors, assigns, trustees, officers, agents, and employees from any and all claims demands, and causes of action whatsoever in connection with or in any way related to or arising out of the disclosure of information included in the authorization including the privilege of nondisclosure of communications between dentists, doctors, psychiatrists, psychologists, and/or other medical and allied medical personnel and patients afforded by all applicable law, including, but not limited to State of Florida and Federal statutes, if any.


Student-Athlete’s Signature






Date

Student-Athlete’s Name      
Date of Birth      


Position      



Injuries / Illnesses:

	DATE
	INJURY
	TIME

MISSED
	COMMENTS

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Surgeries:

	DATE
	BODY PART / SURGERY / SURGEON
	RETURN

DATE
	COMMENTS

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Comments:

     
I, the undersigned, hereby attest that the aforementioned information is true and accurate to the best of my knowledge.


Student-Athlete’s Signature


Date


Darryl Conway, MA, ATC/L     Head Athletic Trainer


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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