Dear Parents:


As of August 1st, 2005, Pickens High School has had a full-time Certified Athletic Trainer (ATC) on staff. This position was created to ensure the safety and healthcare of your children, as well as our student athletes. This person will be responsible for many different domains of care including: prevention, emergency management, rehabilitation, taping & bracing, injury assessment, therapeutic treatment, nutrition and medical referrals. In order to become a certified athletic trainer, one must not only finish an accredited curriculum, but also pass the National Athletic Trainer’s Association Board of Certification Examination.


Before your child participates in rehabilitation, treatment or is seen by a physician, you will be contacted for permission. This applies to any athlete under the age of 18. However, according to federal law (HIPPA & FERPA-Privacy Act) any treatment done on any person 18 or older does not require a guardian’s permission and is a violation of that law if the athlete’s Personal Health Information is discussed without the athlete’s permission. For this reason, all athletes are required to sign an authorization form authorizing the certified athletic trainer to discuss the athlete’s Personal Health Information with parents, coaches and physicians. If the athlete does not sign the Authorization Form, they will not be allowed to participate in PHS Athletics.


Again, this position was designed to offer your child the safest environment and care to participate in athletics. The ATC will be available, if not present, at all practices and games with every sport held at Pickens High School. By signing this form, you as the legal guardian are acknowledging that you have read the above information and are giving permission for your child to be medically treated in case of an emergency situation. If there are any medical conditions or medical history that you feel the ATC needs to be made aware of, please contact them immediately.


Student’s Full Name: __________________________________


Legal Representative’s Name: __________________________________


Signature: ________________________________ Date: __________________

· If 18 or older, your signature is required.

Pickens High School Sports Medicine

Student Athlete Authorization

Purpose: This form is used to authorize Pickens High School Sports Medicine to use or disclose your Personal Health Information (PHI) to the individual(s) or class(es) of persons you designate and for the Sports Medicine Department to disclose your PHI for the purposes stated on the completed form.

Section A:  Individual authorizing use and/or disclosure –Complete information. 

This authorization is good for one year from the date it is signed.

Last Name: __________________       First Name: _________________   MI: _____
Section B: The Use and/or Disclosure Being Authorized


The PHI to be disclosed will be injury and/or illness information that directly affects your participation in high school athletics. It is important for the student to understand that this authorization is all or none. If you give permission to disclose PHI, you give permission to disclose any PHI to any of the parties indicated below within the discretion of the Certified Athletic Trainer.

I hereby authorize Pickens High School Sports Medicine to disclose personal health information about me to the following entities: 
initial next to each as they apply
_______ Head/ Assistant Coach


_______ Parent/ Legal Guardian

_______ Medical Providers


_______ Professional/ Collegiate Teams

 _______ Insurance Companies

I understand that it is necessary for head coaches, assistant coaches, & medical providers to have access to my PHI if I am to participate in high school athletics. Accordingly, I acknowledge that if I do not give permission for my PHI to be shared with these persons, I will not be allowed to participate in high school athletics at Pickens High School.

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice to the ATC. I also understand that by revocation of this authorization, it may affect my ability to participate in high school athletics at PHS.

Media Disclosure: You are not required to give PHI to the media as a condition for participation in athletics at PHS. PHI disclosed to the media will be done on a case by case and will require written permission by the athlete per injury/ illness.
Section C: Individual’s signature

I , _____________________________(please print) have had full opportunity to read and consider the contents of this authorization, and I understand that by signing this form, I am confirming my authorizationof the use and/or disclosure of my PHI as described on this form. 

Signature: _____________________________________  Date:___________

Parent/Guardian signature (if under 18 yrs of age)_____________________________
