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 MEDICAL INFORMATION RELEASE AUTHORIZATION (HIPAA)  

Student/Patient Name: ______________________________  

Date of Birth: __________________  

Parent/Guardian Name: ______________________________  

Phone: _______________________  

Healthcare Provider/Clinic Releasing Information:  

_________________________________________________  

Information may be released to:  

School/District: ___________________________________  

School Nurse/Contact: ______________________________  

Phone/Fax/Email: __________________________________  

Information Authorized for Release (check all that apply):  

☐ Immunization records  

☐ Wellness visit / annual exam record  

☐ Verification that a wellness exam was completed (no records requested)  

☐ Sports physical / physical exam  

☐ Concussion evaluation or clearance  

☐ Illness verification and dates of school absence  

☐ Medication orders for school administration  

☐ Allergy / asthma / diabetes care plan  

☐ Activity restrictions or return-to-play clearance  

☐ Other: __________________________________________  

Purpose of Disclosure:  

☐ School health record  

☐ Sports participation eligibility  
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☐ Illness absence verification  

☐ Development of a student health/safety plan  

☐ Other: __________________________________________  

Expiration of Authorization:  

☐ End of current school year  

☐ Date: __________________  

☐ Other event: ______________________________  

Authorization for Communication  

I authorize the healthcare provider listed above and appropriate school personnel (such as 

the school nurse or athletic trainer) to communicate regarding the student’s health condition, 

treatment needs, illness absences, activity restrictions, or return-to-school / return-to-play 

status as authorized above.  

HIPAA Authorization Notice  

I understand that I may revoke this authorization at any time in writing except where action 

has already been taken. I understand that signing this authorization is voluntary and that 

treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing 

this form. Information disclosed under this authorization may be subject to redisclosure and 

may no longer be protected by HIPAA. If received by a school, the information may become 

part of the student’s education record protected under FERPA.  

Signature of Parent/Guardian or Patient: __________________________  

Printed Name: __________________________  

Relationship to Student: __________________________  

Date: __________________ 


