KENNEDY CATHOLIC FAMILY OF SCHOOLS ATHLETICS
IIIPAA AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

& Slaron Regional Permission for Treatment

Sharon Regional 1lealth System's Sports Medicine Scrvices has been contiagted 10 provide sposts medicite services for the Kennedy
Catholic High School and Middle School Athletes

Should an athlete becoe injured at « KCHS sanchoned achvily whers arangernents have been made (o have certilied athletic
truner(s) on staff from Shron Regional Health System present. the certofied albletie trainer(s) will provide basic erergeney first ard
care services and screen the athlete tor further treatment or referred to a physician

Should a medical emergency aceur, we will make every effort to contact you about reatment tor your daughter or son. In the event
that you cannot be contacted, we ask that you give us peomission to provide emergency medical neatment.

In the event that | cnnnot be contacted by telephone, | grant permission for the certified athletic trainer of Sharoa Regivnal
Health System to provide emergeney treatment for:
_____ (Daughter or Son)

Parent/Guoardian Nawvel o o
Addresa! .

"u_}ﬁ;?)mle

TGy T T sme

Phane Numbers and Time of day nt each number 1 may be contacted:
Time: _____ __AM/PM

oy oo o o
Work: — _ : Tine: AM/I'M
Celke . — T Time: AM/PM

1 hereby authorize Kennedy Cathobis Family of Schools Athletic Depaitment to velease s Mokected

Licalth laformation deseribed below to: (Sludent’s Name)
(Please check all thal apply)
Al as listed below
Alhletic frainer
‘Team/School Doctor
Inlcamural/Activity/Conches
Student’s Principal/Vice Prinvipal — R
Sludenl’s Bus Driver ; e e
KCHS/MS Alhtetic Stalf (Dircetor, Coaches, Assislanl Coaches, Approved Volunteers, cte.. )
Documents/Information ty he releqsed by the RCTS Family of Schaols:
1 ALL AS DEEMED APPROPRIATY:
1 ALL AS DEEMED APPROPRIATE, BXCEPT e

SwidentUs dMother —
Studeat s Fathoy T .
Student's Legal Guardhan__

The iollowing persons:

Puipose of Disclosure {exploin o indigat: *lag e request of he i _;

I understand theal the Health Tnsurancs Portabilily and Accountability Act of 1996, and ils implemenling repulations
CUIPPA™Y govern the terms of this Authotization, (understand that [ have the right to revake this Authorization, at any time prior to
Kennedy Catholic Family of Schools Athletics Départrent’s compliance with the regnust set forth herein, provided that the revocation
o5 in swriting, | further understand that additional information relating to the exceptions o the right to revole and 4 descriplion of how
[ may revole this Authirizntion 13 set forth i Kennedy Cathalle Family o Sehoels Moties of Privacy Puiclices. And understand that
any revacation must melade my name, address, telenhone nmber, date of this Autharization anil my signature and (hat 1 should send
itto: Keanedy Catholic Family of Schooly

2120 Shenango Valley Freeway
Tlermituge, PA 16148
I understand that [ am no required to sign this authorizalion and that the Kennedy Catholic Family of Schoals Alhletic

Department may 1ol condition freatment on my execution of the autborization,

. [ understand (hat the information used or disclosed pursuunt to this authorization may be subject to re-disclosure by the
recipient listed above and, in that case, will no Jonger be prolecled by HIPPA.

This uuthorization expires upon the Athletic Department’s receipt of new aanual form, graduation und/or
withdrawnl from the Kennedy Catholie Family of Sehools,

I hereby acknowledge receipt of a copy of this nuthorization.

Signature af Pavent/Guarlian or Emancipated Student Relationship fo Student Date



