UNIVERSITY OF FLORIDA PO BOX 117500

STUDENT HEALTH CARE CENTER Gainesville, FL 32611-7500
Phone: (352) 392-1161 Fax: (352) 392-0938
AUTHORIZATION to Use or Disclose Protected Health Information

Patient Name Date of Birth Telephone Number
Verification of Identity (UF ID # and SSN) Date of Request

** Complete the following only if the person authorizing the use or disclosure is not the patient:

Name Relationship to Patient Legal Authority

Verification of Identity Verification of Authority

By signing this form, | authorize: The University of Florida Student Health Care Center
To disclose to: University of Florida, Human Resource Services
University of Florida, College of Veterinary Medicine

University of Florida, Environmental Health & Safety
Person, class of persons, or organization

The following protected health information:
____Fit for Duty status disclosed to department specified above
____Immunization record posted on UF’'s NERCICS screen with access by authorized individual(s)

____Audiogram record, if applicable, will be shared between SHCC Occupational Medicine and UF's
Speech and Hearing Clinic

____ Other - Please Specify:

The purpose of the use or disclosure is:

To fulfill requirements that medically clear patient to participate in specific activities at the University of Florida.

| understand that, by federal law, the University of Florida may not use or disclose my health information, except as provided in
the University’'s Notice of Privacy Practices, without my authorization. My signature on this Authorization indicates that | am
giving permission for the uses and disclosures of the protected health information described above. | hereby release the
University of Florida and its employees from any and all liability that may arise from the release of information as | have directed.

I understand that | have the right to revoke this Authorization at any time. If | want to revoke this authorization, | must do so in
writing, and address it to the person or institution named above that | am authorizing to disclose my information. | understand
that if | revoke this authorization, it will not apply to any information already released as a result of this authorization.

I understand that | may refuse to sign this Authorization. | also understand that the institutions or individuals named above
cannot deny or refuse to provide treatment, payment, enrollment in a health plan, or eligibility for benefits if | refuse to sign this
Authorization.

| understand that, once information is disclosed pursuant to this Authorization, it is possible that it will no longer be protected by
the federal medical privacy law and could be disclosed by the person or agency that receives it.

I understand that | may be charged a fee of up to $1.00 per page (plus applicable tax and handling) for every page copied. This
fee is waived for copies provided to a health care provider for continuing medical care. | understand that this fee is within the
limits allowable by Florida law.

This authorization automatically expires 1 year from (List Date or Event):
| have read and understand the information in this authorization form.

Signature of Patient or Legal Representative:
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