
CONSENT FOR RELEASE OF MEDICAL INFORMATION  

Athlete: ________________________________________   Date of Birth: __________________ 

 1. I here by authorize use and disclosure of personal health information (PHI) for the student-
athlete named above. I understand that the personal health information that may be disclosed 
under this authorization includes records of physical examinations required for eligibility of 
classroom and school sponsored activities; records of evaluation, diagnosis and treatment of 
injuries, including but not limited to practice sessions, training and competition; and other 
records as necessary to determine the students physical fitness to participate in school sponsored 
activities.  

 2. The PHI may be disclosed to school administration, athletic trainer, athletic director, coaches, 
physical education teacher, school nurse or other member of the schools staff as necessary to 
evaluate the student’s eligibility to participate in school sponsored activities, including but not 
limited to, interscholastic sports programs, physical education or other classroom activities.  

 3. The PHI may also be disclosed to any other emergency medical personnel, hospital or other 
health care professional who evaluates, diagnoses or treats an injury, illness or other condition 
incurred by the student while participating in school sponsored athletics.  

 4. The information for which I am authorizing discloser will be used for the purpose of determining 
the student’s eligibility to participate in extracurricular activities, any limitation on such 
participation and any treatment needs of the student.  

 5. I understand that I have a right to revoke this authorization at anytime. I understand that if I 
revoke this authorization, I must do so in writing and present my written revocation to the school 
administration and Certified Athletic Trainer. I understand that the revocation will not apply to 
information that has already been released in response to this authorization. 

 6. This authorization is good for the time that the above named athlete is enrolled at Evangelical 
Christian School.  

 7. I understand that once the above information is disclosed, it may be redisclosed by the recipient 
and the information may not be protected by federal privacy laws or regulations.  

 8. I understand authorizing the use or disclosure for the information identified above is voluntary. 
However, a student’s eligibility to participate in extracurricular activities depends on such 
authorization. I need not sign this form to ensure healthcare treatment.  

Parent/Guardian Name: ______________________________________________ 

Relationship to Student (circle one): Father Mother Guardian Other: ____________________ 

Parent/Guardian Signature: ___________________________________________ Date: __________
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