Hobart and William Smith Colleges Sports Medicine     

Consent to Release Information 2010-11

Name: ________________________________________  Sport:_______________________

I, ________________________________________, the above named student athlete authorize the HWS Sports Medicine Staff, Dr. Mark, Hubbs Health Center to release information regarding any injury/illness to the following: (Please check those that you authorize information be released to.)

_____  My Parents/ Guardians

______  Sports Medicine Staff (Trainers)

_____  Other Family (Siblings, Aunt, Uncle, etc)

______  My Coaches

______  Media Representatives (newspapers, radio, TV)

______  Athletic Administrators

______  HWS College Administration

______  Other (Please Specify) ___________________________________

I understand that the information regarding any injury/illness will be provided to any health care provider involved in my care.  Furthermore, this information will be provided to any insurance companies requiring it to process claims and insurance payments.

This Consent to Release Information will expire one (1) year from the date I have signed it.  I also understand that this Consent may be revoked at any time by me in writing.

____________________________________________  ______________________________

SIGNED





    DATE
