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Athletic Training Department

Authorization to Use and Disclose Health Information

I, _________________________________, hereby authorize the Spring Arbor University Athletic Department and its designated agents, including certified athletic trainers, physicians, sports medicine staff and other health care personnel representing Spring Arbor University, including, but not limited to Allegiance Heath and/or the Center for Athletic Medicine,  to use and release information regarding my protected health information and any related information regarding any injury or illness during my training for, and participation in, intercollegiate athletics.  This protected information may concern my medical status, medical condition, injuries, prognosis, diagnosis, athletic participation status, and related personally identifiable health information.  
I understand that my health information may be released to other health care providers, parents/guardians, hospitals and/or medical clinics and laboratories, athletic coaches, strength and conditioning coaches, medical insurance coordinators, insurance carriers, medical supply vendors and/or service companies, academic counselors, athletic and/or university administrators, sports information staff and members of the media.  

I understand that my protected health information is protected by federal regulations under either the Health Information Portability and Accountability Act (HIPAA) or the Family Educational Rights and Privacy Act of 1974 (the Buckley Amendment) and may not be disclosed without either my authorization under the HIPAA or my consent under the Buckley Amendment.  I understand that once information is disclosed per my authorization/consent, the information is subject to re-disclosure and may no longer be protected by HIPAA and/or Buckley Amendment.

I release Spring Arbor University, their prospective employees, agents and contractors, and any other persons involved in providing athletic training services to me from any and all liability that may or could arise from the disclosures. 

I understand that I sign this form voluntarily and that I have the right to revoke this authorization at any time, except to the extent that the University has already relied upon.  I understand that to revoke this authorization, I must notify the University of my decision in writing by sending it to:  
Spring Arbor University Athletic Department with attention to the Athletic Director.
This authorization/consent expires six (6) years from the date signed.

Printed Student-Athlete’s Name: __________________________________ 
Date: _____________
Student-Athlete’s Signature: _____________________________________
Date: _____________    
Signature of Parent/Guardian  ____________________________________
Date: _____________
(if student-athlete is under 18)
Student-Athlete’s Date of Birth ___________________________________

Student-Athlete’s Social Security Number __________________________
Student-Athlete’s SAU ID Number _________________________________
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