[image: 4color-orange-and-blue]2F


Authorization to Use or Disclose Protected Health Information (PHI)
Student’s name:______________________________________  Date of Birth:____________________
Address:____________________________________________________________________________
City/State/Zip Code:__________________________________________________________________
Home phone #:______________________________________________________________________
Date of Request:__8/1/2026_____________________________  Date needed: 8/1/26 – 7/31/27____
Sports Team:__________________________________________________________________





By signing this form, I authorize release/disclosure of the athlete’s health records and information:
_X__ I authorize UF Health/UF Orthopaedics and Sports Medicine Institute to release information to:
Name of School: ___________________________________________________________________School
Address of School:_____________________________________________________________________
City/State/Zip Code:___________________________________________________________________
Phone#/Fax# (include area code):_________________________________________________________
AND
_X__ I authorize UF Health/UF Orthopaedics and Sports Medicine Institute to obtain information from:
Name of School:___________________________________________________________________School
And Student’s Primary Care or Specialty Physicians
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PURPOSE FOR THIS REQUEST: 
_X__Healthcare/Injury Prevention (The release/disclosure of this information will allow the athletic trainer to share sports related injury information with the athletes coach, athletic director, and nurse as needed)

TYPE OF RECORDS REQUESTED:  The protected health information that may be released/disclosed is:
_X__For any sports related injury treated by any UF Health Rehab/UF Orthopaedics and Sports Medicine Institute athletic trainer during school year_________2026-2027_______________________________________

AUTHORIZATION VALID FOR:
_X__This request and for medical records of any future treatment of the type described above until:___7/31/2027________________
· I understand that, by federal law, the University of Florida (UF) may not disclose protected health information (PFI) without authorization except as provided in UF’s Notice of Privacy Practices.  By signing this Authorization, I am giving permission for the use or disclosure of the PHI described above.  I hereby release UF and its employees from any and all liability that may arise from the release of information as I have directed.
· I understand that I have the right to revoke this Authorization at any time, if I do so in writing, and address it to the person or institute named above.  The revocation will not apply to any information already released as a result of this authorization.
· I understand that I may refuse to sign this authorization, and that the institutions or individuals named above cannot deny or refuse to provide treatment, payment, enrollment, in a health plan, or eligibility for benefits if I refuse to sign.
· I understand that information disclosed pursuant to this Authorization may no longer be protected by federal health information privacy laws and could be re-disclosed by the person or agency that receives it.
· Release of HIV- related information, mental health related care, or substance abuse diagnosis and treatment information requires additional authorization.
This authorization may be used to disclose the same type(s) of health information described above, which may be created in the future, until the expiration date.	___X___YES	______NO
Signature of Student Athlete:__________________________________________________________
Signature of Parent or Guardian (if Student Athlete is under age 18):__________________________
							Date:__________________________
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