UNIVERSITY OF CENTRAL FLORIDA SPORTS MEDICINE DEPARTMENT

Student-Athlete Referral / Consultation Form

Name 









    SS# 





Sport 







    Date of Birth 






Date of Injury 





    Date of Referral 





Injured Body Part-
 FORMCHECKBOX 
  Right
 FORMCHECKBOX 
  Left









History / Reason for Referral:
Referred To:

	 FORMCHECKBOX 

Jewett Orthopedics

 FORMCHECKBOX 

Dr. Ken Ramey, DO

 FORMCHECKBOX 

Dr. Doug Meuser, MD  //  Family Health Center

 FORMCHECKBOX 

East Orlando Dental (Dr. Yarko, DDS)

 FORMCHECKBOX 

Dr. Larue Collins  (Optometrist)

 FORMCHECKBOX 

Regional MRI
	 FORMCHECKBOX 

UCF Student Health Services 

 FORMCHECKBOX 

Florida Hospital  //  Florida Hospital Rehab

 FORMCHECKBOX 

Dr. Sunil Kapoor

 FORMCHECKBOX 

Specialty Brace & Limb

 FORMCHECKBOX 

Donjoy / Florida Bracing
 FORMCHECKBOX 

Publix Pharmacy



 FORMCHECKBOX 

Other 









Referred By:


















Name







Title

 FORMCHECKBOX 


Sport Related Injury / Illness:




a)  The student-athlete’s primary insurance information is attached.





b)  The University of Central Florida and its athletics department is the secondary  insurance carrier for this referral.  





c)  All claims and charges should be submitted directly to the student-athlete’s primary insurance company.  





d)  Remaining or unpaid charges should then be submitted, with an itemized statement, HCFA or UB92, & an EOB from the





primary insurance company to:







University of Central Florida Sports Medicine Department




Attn:  Athletic Insurance Coordinator






Wayne Densch Sports Center,  Room 133







PO Box 163555







Orlando, FL  32816-3555







(407) 823-0095   //   fax-  (407) 823-6744

 FORMCHECKBOX 


Non-Sport Related Injury / Illness:



Injury / Illness is NOT the direct result of intercollegiate athletic participation at the University of Central Florida.  Submit all 



charges directly to the aforementioned student-athlete and/or his/her primary insurance company.  The University of Central



Florida’s Athletics Department cannot, per NCAA regulations, remit payment for these charges.


UCF Athletic Trainer Signature








Date

I, the undersigned, consent to the use or disclosure of my protected health information by the UCF Sports Medicine Department and/or the aforementioned medical and/or allied health personnel for the purpose of diagnosing or providing treatment to me, obtaining payment for my health
care bills or to conduct health care operations for the UCF Sports Medicine Department and/or other medical entities.  
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 and/or the aforementioned medical and/or allied health entities.  I understand that a revocation is not effective to the extent that the UCF Sports Medicine Department and/or the aforementioned medical and/or allied health entities have relied on the use or disclosure of the protected health information.


Student-Athlete Signature







Date
UCF Sports Medicine
White Copy:
Provider Copy
10/6/2002
Yellow Copy:
Athletic Training Room Files

Pink Copy:
Student-Athlete’s Files

