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Department of Athletics



Sports Medicine

I, 






, do hereby attest that I have read and fully understand



Student-Athlete Name
the University of Central Florida Sports Medicine Department’s Notice of Privacy Practices and Notice of Privacy Practices Authorization Waiver.  I attest that all of my questions have been answered to my satisfaction.  

I consent to the use or disclosure of my protected health information by the UCF Sports Medicine Department for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of the UCF Sports Medicine Department.  

I understand that diagnosis or treatment of me by the UCF Sports Medicine Department may be conditioned upon my consent as evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment or healthcare operations of the practice.
I understand that I have the right to revoke the authorization, in writing, at any time by sending such written notification to the UCF Sports Medicine Department.  Further, 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.


Student-Athlete Signature






Date


Student-Athlete Social Security Number




Sport

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



Date

Parent/Guardian Print Name







Witness








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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