AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I, _________________________________ (student name) (“Student”), and my parents/ legal guardians/ adults responsible for my care (“responsible adult”) (circle the one that is applicable), ________________________________ (parent/legal guardian/responsible adult name) and _______________________________  (parent/legal guardian/responsible adult name), hereby authorize LeConte Medical Center and its certified athletic trainers to disclose to the Sevier County School System coaches, athletic staff, and any other person involved in the operation, administration, or management of the Sevier County Board of Education sanctioned extracurricular sports programs at_____________________________ (school attending), as well as Student’s parents/ legal guardians/ responsible adults, any medical or health information relevant to Student’s involvement or participation in such extracurricular sports programs.  Such disclosure shall be for the purpose of communicating Student’s ability to participate or continue participation in an extracurricular sports program, including whether Student has suffered any injury, the extent of such injury, the impact such injury could make on continued participation, whether Student’s condition requires further treatment, and whether there should be any adjustment to Student’s participation in such extracurricular sports programs in the Sevier County School System.  This authorization shall terminate when the season for the extracurricular sports program in which Student is participating ends, including any post-season (e.g., tournament) play.  The undersigned have the right to revoke this authorization at any time by providing the LeConte Medical Center Privacy Officer notice in writing.  Exceptions to this right of revocation and a description of how this authorization may be revoked are contained in the LeConte Medical Center Notice of Privacy Practices.  LeConte Medical Center's certified athletic trainers will not condition treatment on whether this authorization is signed; however, the Sevier County School System will not permit any student to participate in any extracurricular sports games or tournament play attended by an athletic trainer if the student and his/her parents/legal guardians/responsible adults have not signed an authorization.  The undersigned understands and agrees that medical or health information disclosed by LeConte Medical Center or its certified athletic trainers pursuant to this authorization may be subsequently disclosed by the recipient and may no longer be protected by applicable law.  

In addition to the foregoing, the undersigned hereby acknowledges receipt of LeConte Medical Center's Notice of Privacy Practices.

    
     Student Signature




Date


Parents/Legal Guardian/Responsible Adult


Date


Parents/Legal Guardian/Responsible Adult


Date

The purpose of these Pre-participation screenings is to meet the requirements for participation as set by the Tennessee Secondary School Athletic Association. We recommend that the Student athletes also visit their family practice medical provider to obtain a thorough physical examination.
I acknowledge that these screenings are in no way meant to take the place of an annual physical examination conducted by the Student Athletes family physician.
Parent or Legal Guardian Signature __________________    Date ___________
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