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Department of Athletics



Sports Medicine

I hereby attest that I have read and fully understand the University of Central Florida Sports Medicine Department’s Medical Examination and Authorization Waiver.  Further, I agree to abide by all regulations set forth, and I understand that failure to abide by the statements could result in unfavorable health consequences.


Student-Athlete Signature





Date


Student-Athlete Print Name





Sport

Parent/Guardian Signature (if under 18 years of age)


Date

Parent/Guardian Print Name







Witness








Date
Wayne Densch Athletic Complex,  Room 102   (   PO Box 163555   (   Orlando, FL  32816-3555

(407) 823-2030 / 2103 / 4955 / 0963   (   fax (407) 823-6744
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