METHODIST SPORTS MEDICINE CENTER
AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION
RELEASE OF RECORDS

First Name: M1 Last Nam:

Heome Address:

Ciry: ) State; VAT

Fome Telephone: Date of Rirth:

IFYOU ARE NOT AN ATHLETE INVOLVED IN A SCHOOL SPORT PROGRAM,
SKIP SECTION A

SECTION A: SPORTS AUTHORIZATION

Protecied health information 1o be used and/or disclosed: The protected health information w be used or
disclosed by Methodist Sports Medicine Center includes any and all medical data, documents, or
consultation reports related 1o the athlele's physical timess to practice or (o engage in any school-related
SpOrtis).

Purpose of this Authorization/Entitics Authorized: Uy signing this form. you authorize us 10 disclose 1o
s {name of school) and its coaches, athletic trainers, athletic
director, and staff the protected health information described above 10 enable the school 10 determine the
athlee’s fitness to practice and parlicipaie in school sports.

Expiration: This authorization will expire upon (a) the termination of the athleie's cligibility to
participate in school sports, according to school and THSA A or other National Federation of State High
school Association’s member’s policies, as amended from time o time or (b) revocation alihis
authorization as described below,

SECTION B: FAMILY AUTHORIZATION

Protected health information to be used andior disclosed: The protected health information to be used or
disclosed by Methodist Sports Medicine Center includes any and all medical data, and appointment or
billing information related (o your treatment by Methodist Sports Medicine Center.

Entitics Authorized: By signing this form, vou authorize us 1o disclose the above-referenced information
to your immediate family, including but not limited fo, your parents, vour spouse, and your adult-aged
children.

Expiration: This authorization will remain in effect until my treatment and patieni geeount have been
resolved,



AUTHORIZATION
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SECTION O CONDETTONS

No Conditions: This authori sation is volunlary. We will not condition treatment on receiving this authorization,
Effce uf Gramting this Authorization: The protected health intormation deseribed above may be disclosed Lo andfor
received by ndividunls or organizsticns who are nol subject to lederal health information privacy laws. These
individuals or organizations may further disclose the protected health information. and it may ne lomiger be prodecicl
hy tederal health information privacy laws,

SECTION I REVOCATION

Right 1o Revoke: You may revoke this suthonization at any time by giving written natice of revocation 1o the conlucl
Nsted below, Revocation of this authorization will ser affect any actiom we took in relianee on this autharization
before we received your written notice of revocation, Methodist Sporrs Medicine will inform your schoul of any
revocation of this anthorization,

Contact Information:  Privacy (el

Methodist Sports Medicine

201 Pennsylvania Phwy, Suite 325, Indianapolis, [N 46280
lelephone: 317-R17-1259
F=1nail: thumphrevimethodisisports, com

SECTION E: INDIVIDUAL'S SIGNATURE

Lacknowledge and agree that () [ heve bhad (ull opportunity to read and consider the contents of this autherlmtion
and (b} ihe information provided above is accurate. [ understand that, by signing this form, Lam confirming my
authorization for the use andfor disclosure of protected health information. as described in this formy,

Signature of Paticnt:

Signature of Personal Representative (il paticnt is 3 minor):

Relationship to Patient:

Date:

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT.

May 2003
02 Paker & Dariel



METHODIST SPORTS MEDICINE CENTER

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES FORM

By signing below, I hereby acknowledge the receipt of METIHODIST SPORTS
MEDICINE CENTER'S Notice of Privacy Practices.

PRINT NAME

Signature

Date

Good Faith Effort was used to obtain acknowledgment, despite this effort
Patient Refused

Patient Unable due to

Staff member’s signature and dale

signature date



