
Date: __________________ Eligibility Year:   __  1st      __  Transfer 

Name: _______________________   ______________________   _____________________ 
      (Last)  (First)         (Middle) 

Sport: ______________  Status:   __  Scholarship    __  Recruited Walk-on    __  Non-recruited Walk-on

Social Security Number: _____-______-_______ DOB: ____/____/____          Age:______ 

LOCAL INFORMATION: 
Street: ___________________________________________ Room / Apt #:_______________ 

City: __________________________________ State: ________  Zip: ____________ 

Cell Phone #: _______________________      Secondary Phone #: _________________________ 

E-mail: __________________________________ 

EMERGENCY MEDICAL INFORMATION: 
Allergies: ____________________________________________ 

Permanent Home Address: 
Street: ___________________________     Apt #:_________ Phone: ____________________ 

City: ___________________________________ State: ________  Zip: ____________ 

Contact Person #1: 
Name: ___________________________________    Relationship: ______________________ 

Address:  Street: ___________________________  Apt #:______ 

     City: _____________________________    State: __________ Zip: _____________ 

Home Phone #:________________   Cell Phone #:________________  Work #:__________________ 

Contact Person #2: 
Name: ___________________________________    Relationship: ______________________  
Address:  Street: ___________________________          Apt #:______ 

     City: _____________________________      State: _________   Zip: _____________ 

Home Phone #:________________   Cell Phone #:_________________  Work #:_________________

Florida State University Sports Medicine 
Seminole Information Sheet 
Incoming Student-Athlete 
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Florida State University Sports Medicine 
PRE-EXISTING MEDICAL QUESTIONAIRE 

I. Cardiac Check One 
Have you ever: Yes No 
1. Been told you have high blood pressure? __ __ 

2. Been told you have a heart murmur? __ __ 

3. Passed out? __ __ 
If yes, when?__________________________________

4. Had anyone in your family die under the age of 45? __ __ 
If yes, how? ___________________________________

5. Been told you or anyone in your family may have Marfan’s disease? __ __

6. Been told you or anyone in your family may have Sickle Cell __ __ 
Trait or Sickle Cell Anemia?

7. Been told you may have any heart problem? __ __ 

8. Been evaluated for abnormal heart beats or chest pain? __ __ 

9. Have you had any surgery on your heart or blood vessels? __ __ 
If yes, explain___________________________________

II. Respiratory
Do you have or have you ever had:
1. Any trouble with your lungs? __ __ 

2. Any difficulty with shortness of breath or coughing spells? __ __ 

3. Any history of taking medicine for asthma, inhalers or pills? __ __ 

4. Any history of exposure to tuberculosis? __ __ 

5. A history of childhood asthma? __ __ 

6. Any allergies to environmental factors? __ __ 

If yes, what allergies? ____________________________
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Florida State University Sports Medicine 
PRE-EXISTING MEDICAL QUESTIONAIRE (cont.) 

III. Head Yes No 
1. Do you have a problem with frequent headaches, migraines, __ __ 

blurred vision, or dizziness?

2. Have you had surgery on your head/brain? __ __ 
If yes, explain ___________________________________

3. Do you have a history of seizures or epilepsy? __ __ 

4. Have you ever been diagnosed with a concussion __ __ 
How many?___________________________________
When was the last one? _________________________
Have you ever been knocked out? __ __ 
Did you have balance problems after a concussion? __ __ 
Did you have memory problems after a concussion? __ __ 
Do you feel as though you were depressed after a concussion? __ __ 

IV. Neck
1. Do you have a history of neck problems? __ __ 

2. Have you ever had a “burner/stinger”? __ __ 
How many? _________________________
When was the last one? ___________________________

3. Do you have any numbness in your arms or legs? __ __ 

4. Do you have any trouble with your back? __ __ 

V. General Orthopedic 
1. Have you had any problems with or surgery on your shoulders/arms?   __ __

If yes, explain__________________________________________ 

2. Have you had any problems with or surgery on your wrists/elbows? __ __
If yes, explain__________________________________________

3. Have you had any problems with or surgery on hands/fingers? __ __ 
If yes, explain__________________________________________

4. Have you had any problems with or surgery on your knees? __ __ 
If yes, explain__________________________________________

5. Have you had any problems with or surgery on your hips? __ __ 
If yes, explain__________________________________________
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Florida State University Sports Medicine 
PRE-EXISTING MEDICAL QUESTIONAIRE (cont.) 

Yes No 

6. Have you had any problems with or surgery on your feet/ankle? __ __ 
If yes, explain__________________________________________

7. Have you ever been disqualified from athletic competition for __ __ 
 problems? 
If yes, explain__________________________________________ 

VI. Previous Surgeries
1. Have you ever had any type of general surgery? __ __ 

For example: Appendix, hernia, oral surgery, etc.
If yes, explain________________________________________
Date of Surgery: _________________

VII. Heat Issues
1. Have you ever experienced any HEAT PROBLEMS? __ __ 

2. Do you have a history of cramping during or after activity? __ __ 

3. Have you ever been given I.V. fluids or been transported to the __ __ 
emergency room because of heat issues?

IIX. General Medical
1. Do you have any allergies to medication? __ __ 

If yes, list medications ______________________________

2. Are you currently taking any daily medication? __ __ 
If yes, list medications ______________________________

3. Do you have any metal implanted in your body? __ __ 
If yes, where ______________________________________

4. Do you wear contact lenses or glasses? __ __ 
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Florida State University Sports Medicine 
COVID-19 QUESTIONNAIRE 

Please complete this brief questionnaire to better assist in the health and safety of all student-athletes 
and athletics employees. Truthfully record your response to the following questions. Information 
gathered is strictly for the purpose of tracking/monitoring individuals who have possibly been infected 
or exposed to COVID-19. 

References 
1. https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html

Question: Yes No 
1) Have you exhibited symptoms related to COVID-19 (fever, cough, shortness of

breathing/difficulty breathing, chills, muscle pain, headache, sore throat, and/or
loss of taste or smell) since March 23, 2020? 1

2) Have you traveled outside of Tallahassee, FL since March 23, 2020?
a) If yes, list the cities/states/countries you have visited:

_____________________________________________________________
3) Have you tested for positive COVID-19?

a) If yes, what date did you receive your positive test result?
Date:______________________________________________________

b) If yes, are you still currently experiencing symptoms related to the virus?
4) Have you received a flu vaccine since October 2019?

a) If no, do you plan to get one prior to coming to campus?
5) Have you been in contact with anyone who has tested positive for COVID-19?

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
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Florida State University Sports Medicine 
ADD/ADHD Disclosure Statement 

Beginning with the 2009 academic school year, the NCAA is requiring that all student-athletes that require the 
use of prescription medication for the treatment of attention deficit disorder (ADD) and attention deficit-
hyperactivity disorder (AD/HD) disclose such use prior to competition.  This disclosure requires that the sports 
medicine staff have on file a copy of a diagnostic evaluation reporting that the student-athlete has been 
diagnosed as ADD or ADHD, history of treatment, and copies of the most current prescription written for 
ADD/ADHD treatment.   Should a student-athlete be drug tested by the NCAA and report positive for 
amphetamine use, this information must immediately be available for submission to the NCAA in order to 
appeal for a medical exception.  If this information is not available, the student-athlete could be suspended for 
one year. 

I, _______________________ acknowledge that (check one)  ___  I AM  /  ___  AM NOT , presently taking 
any medications prescribed by a doctor for the treatment of ADD/ADHD.  I understand that if I am, I must 
assist the sports medicine staff with obtaining the proper documentation prior to competition, and follow up 
monthly with the team physician.   

If not taking any medication for ADD/ADHD, I understand that doing so without having been diagnosed as 
ADD/ADHD and without having a prescription from a physician will cost me a year of athletic eligibility.   

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Assumption of Risk

Student-athlete must read the following statement and then sign below:  
I am aware that playing or practicing to play/participate in any sport can be a dangerous activity involving many 
risks of injury.  I understand that the dangers and risks of playing or practicing to play/participate in the above 
sport include, but are not limited to, death, serious neck and spinal injuries which may result in complete or 
partial paralysis, brain damage, serious injury to virtually all internal organs, serious injury to virtually all bones, 
joints, ligaments, muscles, tendons, and other aspects of the musculoskeletal system, and serious injury or 
impairment to other aspects of my body, general health, and well-being.  I understand that the dangers and 
risks of playing or practicing to play/participate in the above sport may not only result in serious injury, but in 
serious impairment of my future abilities to earn a living, to engage in other business, social and recreational 
activities and generally to enjoy life. 

Due to the dangers of participating in the above sport; I recognize the importance of the following coaches’ 
instructions regarding playing techniques, training and other team rules, etc., and to obey such instructions. 

In consideration of the Florida State University permitting me to try out for the Florida State Athletic 
Department ______________________ team and to engage in all activities related to  

(SPORT) 

the team, including but not limited to, trying out, practicing or playing/participating in that sport, I hereby 
assume all risks associated with participating and agree to hold Florida State University, its employees, 
agents, representatives, coaches and volunteers harmless form any and all liability, actions, causes of action, 
debts, claims, or demands of any kind and nature whatsoever which may arise by or in connection with my 
participation in any activities related to the Florida Stat University _________________ team.  The terms 
hereof shall serve as a release and 

(SPORT) 
assumption of risk for my heirs, estate, executor, administrator, assignees, and for all members of my family. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

The following is to be complete only if sport participation is in FOOTBALL, BASKETBALL, BASEBALL, 
SOFTBALL, SOCCER, or POLE VAULTING: 
I specifically acknowledge that __________________ is a VIOLENT CONTACT SPORT 

(SPORT) 
involving even greater risk of injury than other sports. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 
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CONCUSSION 
A  FACT SHEET FOR STUDENT-ATHLETES 

WHAT IS A CONCUSSION? 
A concussion is a brain injury that: 

• Is caused by a blow to the head or body.
- From contact with another player, hitting a hard surface such

as the ground, ice or floor, or being hit by a piece of equipment 
such as a bat, lacrosse stick or field hockey ball. 

• Can change the way your brain normally works.
• Can range from mild to severe.
• Presents itself differently for each athlete.
• Can occur during practice or competition in ANY sport. 
• Can happen even if you do not lose consciousness. 

HOW CAN I PREVENT A CONCUSSION? 
Basic steps you can take to protect yourself from concussion: 

• Do not initiate contact with your head or helmet. You can still get
a concussion if you are wearing a helmet.

• Avoid striking an opponent in the head. Undercutting, flying
elbows, stepping on a head, checking an unprotected opponent,
and sticks to the head all cause concussions. 

• Follow your athletics department ' rule for s afety and the rules
of the sport.

• Practice good sportsmanship at all times.
• Practice and perfect the skills of the sport.

WHAT ARE THE SYMPTOMS OF A 
CONCUSSION? 
You cannot see a concussion, but you might notice some of the symptoms 
right away. Other symptoms can show up hours or days after the injury. 
Concussion symptoms i n c lu d e : 

• Amnesia.
• Confusion. 
• Headache.
• Loss of consciousness.
• Balance problems or dizziness. 
• Double or fuzzy vision .
• Sensitivity to light or noise.
• Nausea (feeling that you might vomit). 
• Feeling sluggish, foggy, or groggy.
• Feeling unusually irritable. 
• Concentration or memory problems (forgetting game play, facts, 

meeting times).
• Slowed reaction lime.

Exercise or activities that involve a lot of concentration, such as 
studying, working on the computer, or playing video games may cause 
concussion symptoms (such as headache or tiredness) to reappear or 
get worse. 

WHAT SHOULD I DO IF I THINK I HAVE A CONCUSSION? 
Do not hide it. Tell your athletic trainer and coach. Never ignore a blow to the head. Also, 
tell your athletic trainer and coach if one of your teammates might have a concussion. 
Sports have injury timeouts and player substitutions so that you can get checked out. 

Report it. Do not return to participation in a game, practice or other activity with 
symptoms. The sooner you get checked out, the sooner you may be able to return to play. 

Get checked out. Your team physician, athletic trainer, or health care professional 
can tell you if you have had a concussion and when you are cleared to return to play. 
A concussion can affect your ability to perform everyday activities, your reaction time, 
balance, sleep and classroom performance. 

Take time to recover. If you have had a concussion, your brain needs time to heal. While 
your brain is still healing, you are much more likely to have a repeat concussion. In rare 
cases, repeat concus sions can cause permanent brain damage, and even death. Severe 
brain injury can change your whole life. 

IT'S BETTER TO MISS ONE GAME THAN THE WHOLE SEASON. 
WHEN IN DOUBT, GET CHECKED OUT. 
for more information and resources, visit www.N CAA .org/health -safety and www.CDC.gov/Concussion . 

http://www.cdc.gov/Con
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Florida State University Sports Medicine 
Student-Athlete Concussion Statement 

Please initial at each line after reading. 

1. I have read and understand the NCAA Concussion Fact Sheet.

2. I understand that it is my responsibility to report all signs and symptoms of a
possible concussion to my athletic trainer and/or team physician. 

After reading the NCAA Concussion Fact Sheet, I am aware of the following information: 

3. A concussion is a brain injury, which I am responsible for reporting all signs and
symptoms of a possible concussion to my athletic trainer and/or team physician. 

4. A concussion can affect my ability to perform everyday activities, and affect reaction
time, balance, sleep, and classroom performance. 

5. You cannot see a concussion, but you might notice some of the symptoms right
away. Other symptoms can show up hours or days after the injury. 

6. If I suspect a teammate has a concussion, I am responsible for reporting the injury to
my athletic trainer and/or team physician. 

7. I will not return to competition or practice if I have sustained a blow to the head or
body that results in concussion-related symptoms. 

8. Following a concussion, the brain needs time to heal. You are more likely to have a
repeat concussion if you return to play before your symptoms resolve. 

9. In rare cases, repeat concussions can cause permanent brain damage and even death.

Student-Athlete Signature Date 

Printed Student-Athlete Name 
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Florida State University Sports Medicine 
Urinalysis Authorization 

In accordance with the provisions of the Privacy Act of 1974, I, __________________________ 
   (PRINT ATHLETE’S NAME) 

agree to participate in a standardized drug screening analysis program.  These urinalyses will 
be utilized in the detection of the use of illegal drugs, masking agents, and alcohol (in 
accordance with the NCAA List of Banned Substances).

It is understood that the student-athlete may be selected to undergo testing on a random basis 
and/or may be required to undergo testing as required by the Athletic Director.  I hereby waive 
the applicable provisions of the Family Education and Privacy Act of 1974 (20 United States 
Code, Section 1232-g) and the regulation of the Department of Health, Education, and Welfare 
relating thereto in connection with participation in this program. 

It is further understood that the results of the drug screening urinalysis may be provided to the 
University President, Athletic Director, Substance Abuse Professional, Team Physician, Director 
of Sports Medicine, Head Coach, and the student-athlete’s parents. Access to the results by 
others will be resisted to the fullest extent permitted by law.  I prefer to keep this information 
within the athletic family and the Florida State University Athletic Department will not make any 
drug/alcohol detection public. 

I also understand that the urine sample will be sent to an independent laboratory for 
confirmation using a split sample testing system. 

The refusal to cooperate in the drug screening urinalysis or the determination of a positive drug 
screen is against the Athletic Department policies and could result in the loss of Athletic Aid. 

I have received a copy of the Policies and Procedures for the Substance Abuse Program at 
Florida State University and have read the preceding Athletic Department regulations and agree 
to comply. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Nutritional Supplement Disclosure and Review Form 

I, _____________________am taking or intend to take the following nutritional supplements. 
  (PRINT NAME) 

I acknowledge the risk of losing my eligibility to participate in intercollegiate athletics if I test 
positive for an NCAA banned substance that may be found in any substance that I may take, 
regardless of the reason or purpose for taking such supplements. 

I acknowledge and understand that the labeling on these products can be misleading and 
inaccurate, and that sale personnel are paid to sell these products and cannot accurately certify 
that these products contain no substances banned by the NCAA.  Such terms as “healthy” or 
“naturally occurring” do not necessarily mean safe to take or use, or that the NCAA endorses a 
product or approves its usage. 

Before taking or using any supplement, I am responsible for taking appropriate steps to ensure 
that it does not contain any substance banned by the NCAA.  By 
making this disclosure, I am requesting that these products and their ingredients be reviewed by 
my institutions Head Athletic Trainer for the purposes of determining whether they are medically 
safe to use and do not contain substances banned by the NCAA.  I understand that I should not 
take or use these products until their usage has been approved by my institutions Head Athletic 
Trainer. 

If you are not taking any supplements, please write “none” in the blank below. 

 Supplement Brand Name Listed Ingredients 
1._______________________________________________________________ 
   _______________________________________________________________ 
2._______________________________________________________________ 
   _______________________________________________________________ 
3._______________________________________________________________ 
   _______________________________________________________________ 
4._______________________________________________________________ 
   _______________________________________________________________ 
5._______________________________________________________________ 
   _______________________________________________________________ 

 _____________________________    _________________________ 
     STUDENT-ATHLETE SIGNATURE      HEAD ATHLETIC TRAINER’S SIGNATURE 
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Florida State University Sports Medicine
Medical Consent & Athlete Responsibility Form 

Part I.  Consent to Medical Treatment 

I, _____________________, grant permission to the Sports Medicine Staff of Florida State 
       (PRINT NAME) 

University and any representative of said staff to render to my son/daughter or myself any 
treatment or medical or surgical care that they deem reasonably necessary to maintain or 
improve the health and well-being of the athlete. 

I also authorize the Sports Medicine Staff of Florida State University and any representative of 
aforementioned staff, under the direct supervision of The Medical Staff of Florida State 
University, to render to my son/daughter or myself any preventative treatment, rehabilitative 
treatment, emergency treatment or first aid that they deem reasonably necessary to maintain or 
improve the health and well-being of the athlete. 

When deemed necessary, I also grant permission to hospitalize my son/daughter or myself at 
an appropriately licensed hospital. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 

Part II: Athlete Responsibility 

I, furthermore; 
A. Understand that it is my responsibility to report all injuries and illnesses to the Sports 

Medicine Staff of Florida State University; 
B. Understand that I am expected to report promptly as scheduled for treatment and/or 

rehabilitation; 
C. Understand that I will continue to receive treatment/rehabilitation until released by The 

Sports Medicine Staff of Florida State University; 
D. Understand that Florida State University cannot be held responsible for any previous 

medical condition(s) that I might have; and 
E. Certify that all answers provided are true and correct to the best of my knowledge. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Authorization for the Release of Information 

I, ________________________________, hereby authorize Florida State University, the 
(PRINT NAME) 

Sports Medicine Personnel of Florida State University (including team physicians, athletic 
trainers, etc.), any Authorized Representative of Florida State University (including Coaches, 
Academic Personnel, Sports Information Personnel, etc.) and all entities related to Florida State 
University Athletics including Thagard Student Health Center, Tallahassee Orthopedic Clinic, 
Tallahassee Memorial Hospital, Capital Regional Medical Center, Tallahassee Neurology 
Associates, Orsillo Vision Care & Optical, Southern Vitreo-retinal Associates, Allergy/Asthma 
Diagnostic Treatment Center, Athletic & Family Chiropractic, Blairstone Dental Associates, 
Southern Medical Group, Dermatology Associates of Tallahassee, Tallahassee Ear, Nose and 
Throat, General and Laparoscopic Surgery, Southeastern Surgical Group, Quest Diagnostics, 
Dermatology Associates of Tallahassee, Tallahassee Memorial Family Practice, Tallahassee 
Primary Care Associates, Tallahassee Oral and Maxillofacial Surgery, Tallahassee Podiatry 
Associates, Tallahassee Orthopedic & Sports Physical Therapy, Child’s Home Society/Child 
Protection Team, Southeastern Urological Center, Mahan Walk-In Center, Patients First and the 
Southeast Asthma & Allergy Center, 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________  
to transmit any information concerning or having bearing upon my health and participation in 
athletics at Florida State University. 

In the event that I need to be treated or hospitalized at a facility outside of Tallahassee, I hereby 
authorize that institution to release any pertinent information to Florida State University, The 
Sports Medicine Staff of Florida State University Athletics and Any Authorized Representative of 
Florida State University (including Coaches, Sports Information Personnel, etc.)  

This authorization will include, but is not limited to the transmission of any information within 
their knowledge (i.e. X-rays, Bone Scans, Magnetic Resonance Images (MRI), CT Scans) or 
contained within any records under their supervision concerning my physical condition, 
illnesses, injuries and any treatments, hospitalizations, examinations, academic testing and 
results, medications or otherwise, and make such reports to the Florida State University, The 
Sports Medicine Personnel of Florida State University Athletics and any other representatives 
involved with Florida State University Athletics concerning myself as they may request.  I hereby 
fully discharge Florida State University, the Sports Medicine Personnel of Florida State 
University and Any Authorized Representative of Florida State University (including 
Coaches, Academic Personnel, Sports Information Personnel, etc.) from any and all 
privilege of non-disclosure of communications between Medical Personnel and Patient afforded 
by Florida Statute. 

__________________________________ 
PRINT NAME 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Authorization for the Release of Information to Professional & 

Amateur Athletic Organizations 

I, _________________________________, hereby authorize Florida State University, the 
       (PRINT NAME) 

Sports Medicine Personnel of Florida State University (including team physicians, athletic 
trainers, etc.), any Authorized Representative of Florida State University (including Coaches, 
Sports Information Personnel, etc.) and all entities related to Florida State University Athletics 
including Thagard Student Health Center, Tallahassee Orthopedic Clinic, Capital Regional 
Medical Center, Tallahassee Community Hospital, Tallahassee Neurology Associates, Orsillo 
Vision Care & Optical, Southern Vitreo-retinal Associates, Allergy/Asthma Diagnostic Treatment 
Center, Athletic & Family Chiropractic, Blairstone Dental Associates, Southern Medical Group, 
Dermatology Associates of Tallahassee, Tallahassee Ear, Nose and Throat, General and 
Laparoscopic Surgery, Southeastern Surgical Group, Quest Diagnostics, Dermatology 
Associates of Tallahassee, Tallahassee Memorial Family Practice, Tallahassee Primary Care 
Associates, Tallahassee Oral and Maxillofacial Surgery, Tallahassee Podiatry Associates, 
Tallahassee Orthopedic & Sports Physical Therapy, Child’s Home Society/Child Protection 
Team, Southeastern Urological Center, Mahan Walk-In Center, Patients First and the SouthEast 
Asthma & Allergy Center, 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
to transmit any information concerning or having bearing upon my health and participation in 
athletics at Florida State University. 

In the event that I need to be treated or hospitalized at a facility outside of Tallahassee, I hereby 
authorize that Institution to release any pertinent information to Florida State University, The 
Sports Medicine Staff of Florida State University Athletics and Any Authorized Representative of 
Florida State University (including Coaches, Sports Information Personnel, etc.)  

This authorization will include, but is not limited to the transmission of any information within 
their knowledge (i.e. X-rays, Bone Scans, Magnetic Resonance Images (MRI), CT Scans) or 
contained within any records under their supervision concerning my physical condition, 
illnesses, injuries and any treatments, hospitalizations, examinations, or otherwise, and make 
such reports to Appropriate Personnel representing the NFL, NBA, WNBA, MLB and any 
other professional or amateur athletic organization concerning myself as they may request.  
I hereby fully discharge Florida State University, The Sports Medicine Personnel of Florida 
State University and Any Authorized Representative of Florida State University (including 
Coaches, Sports Information Personnel, etc.) from any and all privilege of non-disclosure of 
communications between Medical Personnel and Patient afforded by Florida Statute. 

__________________________________ 
PRINT NAME 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

_________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Authorization for the Release of Sports Performance Data 

I ,___________________________________________, agree to utilize the sports performance 
equipment/technology and subsequent data (i.e. GPS performance tracking, sleep technology, 
etc.) that is provided by my respective sport.  As a student-athlete at Florida State University, I 
give permission to the Florida State University staff to provide such sports performance data to 
qualified researchers.  Any identifying information will be removed from such disclosed 
information.    

I acknowledge that if at any point I chose to not allow my sports performance data to be used for 
research purposes, I will provide written documentation to my staff certified athletic trainer 
stating as such.   

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
PARENT/GUARDIAN SIGNATURE (IF S/A IS A MINOR)  DATE 
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Florida State University Sports Medicine 
Notice of Privacy Practices 

Effective Date: 5/01/03 

This notice describes how your medical information may be used and disclosed, and how you 
can obtain access to such information.  Please review it carefully. This notice applies to all 
Florida State University Sports Medicine personnel.   

OUR PLEDGE REGARDING MEDICAL INFORMATION 
We understand that medical information about you and your health is personal.  We are 
committed to protecting medical information about you.   

1. Uses and disclosures of Protected Health Information Based Upon Your Written
Consent.
We may use medical information about you to provide you with medical treatment or
services, to obtain payment for your healthcare services and for daily athletics training
room operations.
Other Permitted or Required Uses and Disclosures That May Be Made With Your
Authorization or Opportunity to Object.
Unless you object, we may disclose to a member of your family, a relative, a close friend
or any other person you identify, your protected health information that directly relates to
that person’s involvement in your health care.  This may also include the coaching staff
of your sport, since decisions must be made as to your ability to practice or compete due
to your health status.
Other Permitted and Required Uses and Disclosures That May Be Made Without
Your  Authorization or Opportunity to Object.
We may use or disclose your protected health information to the extent that the use or
disclosure is required by federal, state, or local law.   This may include, but is not limited
to public health authorities, person’s exposed to a communicable disease,  a health
oversight agency for activities authorized by law,  a public authority that is authorized by
law to receive reports of child abuse or neglect,  the Food and Drug Administration,   in
response to a court or administrative order and for law enforcement purposes.  We may
release medical information to a coroner or medical examiner for identification purposes
or determining causes of death,  to researchers when their research has been approved
by an institutional review board, to prevent a serious threat to your safety or the health
and safety of the public or another person, as required by military command authorities
for members of the armed forces, to comply with worker’s compensation laws and other
similar legally established programs,  to authorized federal officials for intelligence,
counterintelligence, and other national security activities authorized by law,  to a
correctional institution or law enforcement official if you are an inmate. Under the law, we
must make disclosures to you when required by the Secretary of the Department of
Health and Human Services to investigate or determine our compliance with the
requirements of Section 164.500 et.seq.

2. Your rights regarding medical information about you
-  Right to Inspect and Copy
-  Right to Amend
-  Right to an Accounting of Disclosures
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-  Right to Request Confidential Communications  

3. Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe
we have violated your privacy rights, you may file a complaint by notifying our privacy
contact of your complaint.  We will not retaliate against you for filing a complaint.

4. Changes to this notice
We are required to abide by the terms of this Notice of Privacy Practices.  We may
change the terms of our notice at any time.  We reserve the right to make the revised or
changed notice effective for medical information we already have on you as well as any
information we receive in the future.  We will post a copy of the current notice in the
athletic training room.  This notice will contain on the first page, in the right- hand corner,
the effective date.  In addition, each time you register at the athletics training room for
treatment or health care services, we will offer you a copy of the current notice in effect.

5. Acknowledgement
I, ______________________________, acknowledge that I have received the Notice of Privacy 

 (PRINT NAME) 
Practices.  I have been given the opportunity to review and understand the policies and 
practices outlined in this Notice. I understand that a complete copy of this Notice will be made 
available to me upon request and that a copy is available in each athletics training room at 
Florida State University. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
WITNESS  DATE 
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Florida State University Sports Medicine 
Health Insurance Information 

All non-scholarship student-athletes are required to provide proof of existing medical 
insurance in conjunction with having their initial or annual physical examination.  This 
policy should provide benefits for athletic related injury.  A front and back copy of the 
participant’s primary insurance card must be on file with the Florida State University Department 
of Athletics before the student-athlete will be allowed to participate in any practice or 
competition.  A fax transmission of insurance information or policyholder’s signature may be 
accepted if properly authorized. 

The Department of Athletics will not financially support any injuries or illnesses 
sustained by student-athletes not directly related to participation in Intercollegiate 
Athletics. As such, all student-athletes are encouraged to obtain the Health and Accident 
Insurance Plan for Students from the University Health Service. This plan protects the 
student 24-hours a day, except when participating in Intercollegiate Athletics. The athlete may 
choose to obtain coverage through a private carrier. 

Please check one of the following: 

__   I have medical insurance, and I did provide a copy of my insurance card. 

__   I have medical insurance, and I did not provide a copy of my insurance card at this time. 
       Date provided: _______________ 

__   I have medical insurance, and my insurance has not changed from the previous year. 

__   I do not have medical insurance, but I will be obtaining an insurance plan. 
  Date provided: _______________ 

__   I do not have medical insurance. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
ATHLETIC TRAINER  DATE 

For walk-on student-athletes:  
I, ____________________________, understand it is my responsibility to inform the Sports 

     (PRINT NAME) 
Medicine Staff of any peculiarities and changes in my medical insurance coverage.  If services 
are rendered while there is a lapse in coverage, I may be responsible for all charges incurred 
during this lapse.  I will notify the Sports Medicine Staff if I have any questions concerning my 
medical coverage. 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE (PARENT/GUARDIAN IF S/A IS A MINOR) DATE 
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“I have filled out this packet truthfully and to the best of my knowledge.  I understand that 
failure to provide any information requested in this document RELEASES The Florida State 
University, The Florida State University Department of Athletics, the Florida State University 
Sports Medicine Staff, and any consulting physicians from legal responsibility regarding 
recurrences or complications of any conditions not listed here.” 

__________________________________ _______________________ 
STUDENT-ATHLETE SIGNATURE DATE 

__________________________________ _______________________ 
ATHLETIC TRAINER  DATE 
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