COPPIN STATE UNIVERSITY
MEDICAL RECORDS RELEASE AUTHORIZATION FORM
I, ____________________________, hereby authorize and request any nurse, physician, physical therapist, athletic trainer, practitioner, student health services, or any hospital/clinic where I have been treated and /or evaluated to send Coppin State University through its designated athletic training staff (certified athletic trainers, team physicians) a complete copy of all medical records pertinent to my medical condition, including all physical examinations, physician’s records, athletic trainer’s records, physical therapy records, rehabilitation, diagnosis, treatment, history and prognosis of all injuries. This includes diagnostic tests, copies of findings, X-rays, and consultations, This authorization shall cover all past, present, and future medical conditions which might affect my athletic career for Coppin State University. A copy of this authorization shall be considered as effective and valid as the original for one year, and may be executed by the Athletic Training Staff at Coppin State University at any future date pertaining to my condition.

_________________________________


_______________________

Student-Athlete’s Signature





Date

_________________________________

Social Security Number

_________________________________


______________________

Parent/Guardian’s Signature (If student-athlete is under 18) 
Date

_________________________________


_______________________

Witness







Date
