
  
 

Consent to Release Healthcare Information 
 

I, _________________________________________, hereby authorize the Boulder Center for Sports Medicine Certified 
Athletic Trainer to:  
______ (Please initial) disclose information regarding potential injuries sustained by my student athlete with 
his/her coach and/or teacher. Any information disclosed to the respective coach and/or teacher will be used to 
modify athletic participation for the safety of your student athlete. 
_____ (Please initial) NOT disclose information regarding potential injuries sustained by my student athlete with 
his/her coach or teacher. 
 
_____________________________________________ 
Name of Parent/Guardian (printed) 
 
_____________________________________________          
Signature of Parent/Guardian           Date 
 
_____________________________________________ 
Name of Student Athlete (printed) 
This consent is good for the duration of the school year, unless I rescind my permission in writing to the Boulder 
Center for Sports Medicine at 311 Mapleton Avenue, Boulder, CO 80304. 

 
CONSENT FOR TREATMENT 

 
Sport/s                       I understand that my son/daughter          

(Print name of student) 
may be injured while participating in school sponsored athletics. I hereby grant permission to the team physician 
and Certified Athletic Trainer to administer any preventative, first aid or emergency treatments that they deem 
reasonably necessary to the health and well-being of my student athlete. I understand the Certified Athletic 
Trainer may offer my student advice concerning nutrition, hydration and conditioning. The Certified Athletic 
Trainer may also provide my student with hot or cold packs, wound care, taping, massage, ultrasound, electrical 
stimulation, whirlpool treatment and therapeutic exercise. 

Please use this form to list 
• any medications your student athlete takes on a regular basis. 
• any food or medication allergies 
• any medical conditions that we need to be aware of in order to properly care for 
  your son or daughter. 
 

Name of Parents:        Signature of Parent:       
(please print) 

 
Mother’s Home #:       Mother’s Work #:       
 
Father’s Home #:        Father’s Work #:       
 
Medications: 
               
               
            
Allergies:  
               
               
             
Medical Conditions: 
               
               
             

 
 


