BLOOMSBURG AREA ATHLETICS
HIPPA FORM
2024-25

Patient Mame:

AUTHORIZATION TO Address:

RELEASE pvrireesd
ATHLETIC MEDICAL INFORMATION | Medical Record No.: __

s GEISINGER EMPLOYEE USE ONLY »
bd Geisinger Medical Center B Gaisinger Wycming Valley Medical Center [ Geisinger Clinlc (GMG)

100 M, Academy Avanys 1000 E. Mountsin Bouwlevard
Darwlile, PA 17822 Wilkes-Barre, PA 18711
{AS APPLICABLE) [Epeeily wiic and address)

| suthorize an appropriate workforcs member of the abeve antity{les) to releass information fram my medisal record io;
Officlas of the school that | | Student Athista) attend, This would include, T coaching stadf, nthielic direcicns, insurance corrars Bnd heallh-
care prolesioneis who ere imealved with my paridipabon b Intsmcholastlo sthistice. '

Bloomsburg Area School District

{Address snd Phane numbar of recehdag party)
for the purpose of. X continuation of madical treetment  ® paymentofblll O Worker's Compensation
X oducaton X legal purposes X insurance purposes X al the request of the pafient or the peflent's legal
represantative for personal accees or other (spacify):

The Information to be released will cover the time period i'm-* JUNE 1, 2024 TO JULY 31, 2025

SPECIFIC INFORMATION TO RELEASE:
.Aliﬁ-thrr';nthn :ﬁn:;emﬁ my hn':hm:trm impacta my uhlh}rr:iplrﬁﬂhlh i Interscholastic athietics.

Yy rmsation & Irjuries (such as spra surgiies, of medical condifons (such as concunsions,
esthma eic J. This & to inform the ebove referanced pacpla of my health —relaled mitatons and abifies to confinue
to participale In Interecholastic athistics,

=To provide the sbove referenced paople with Information on how to help me safely participate in Interscholsstic

| undarstand that in crder to process this reguast far he reproduction of medical recond Informabion en & fimely baals, the above aniiy{les)
ey ullize & comracted medical recond ebpy service, end | further authorze the relesse of my medical record Information o such racond
s&rvice for this plrpose. | upderstand thal this suthorization ks revocabla by me, In wiiting, af any time, excep! lo he extent that scion hes
been tken in rellance on it { will contact the abowe entityfles) Immediataly if | wish to revoke this suthorization. As described in the Noice
of Privacy Practices for the above antitylias), | may request such Motive of Privacy Practices for my sese of referenca, | understand that
tha information releated may be re-elessed by (he reciplen and may no longer ba protectad by HIPAA (Federsl regulations). The above
anfbylas) ﬁmtmwhwlnrmanlfwwﬁwM obielnirg thiz authortzation from me, untess thile suthorizaton &
ragquasted provide research-related treatment to me, or (1) becavss the hoalth ceresbeing ded to ma is aokaly pirpos
creating protected health mformaton for discloaurs to o third party. prov e .

SPECIAL AUTHORIZATION (if applicable)
if you ars authorlzdng the sbove entityles) to relense informmbion related to the lasting, disgnosls endior reatmant for any of the following
D e vl ol ieomosls b \rsotment for sieaholisn Sndios Sy soae oot e relpased

) Iy avaluation, dlag or anl for B abues or
S [T o the recipient noted above. - oS Filyine

Wy evaluation, lesting, diagnosis o ireatment concaming my mental naathfrebabilation sndior newro-
[P raiares  payChologioal Information may be relessed to the reciplan noled above,
My lasling, diagnpals or tregtment for HWTAIDS mey be releasad to e reclplent nobad ahava.

AUTHORIZATION SIGNATURES
Date: Pafiant/Athlete Signature:
Drate: __ Witness Signatura:
Date: Parent/Guardian Signature:
Date: Whness Signatura:

HAwSCOPY OF COMPLETED AUTHORIZATION FORM MUST BE GIVEM TO PATIENTHteres
Copy: Madical Record Copy: Patient




