'EXHIBIT A
: to - | -
Athletlc Tralner Serwces Agreement

[Thls document may be mcluded thh a.School Dlstnct
' | _consent fo partlclpate ln athletlcs document] -

CONSENT FOR TREATMENT

! hereby authorlze cerhf ed ath[etlc tralners actmg on beha!f of Fa|th

 Regional Health Serwces to evaluate and treat any injury that occurs as a result

of my "parhmpatlon in athletlcs at‘ the School Distrlct This mcludes all reasonab'fe

" Printed P,érent'/e,uardieh_'N_'a'rrie = ‘Dafé,_

Signature of Parent/Guardian

Notice of Privacy Practices

1 hereby acknowledge recelpt of the Falth Regtonal Health Services Notice
- of Privacy Practices. :

Pr_inted Paren’ﬁ/Gua_rdian. Name Date

. Signature of Parent/Guardian




EXHIBIT B
- to .
Athletlc Tramer Servmes Agreement
AUTHOR!ZATION FOR RELEASE OF HEALTH iNFORMATEON

Name:

DOB:___ .~ Addressi__

Phone

S hereby authorlze Falth Regional Health Serwces (the “Hospltal”) to .
disclose to School District's athletic coaches and/or other School District
officials my protected health information created or obtained by the -
Hospltal in the course of: conductmg an injury clinic and athletic training
services. This disclosure is made at my request:. The Hosp[tal may
disclose any and all mformatlon which it has created or obtained regarding
my care at such mjury clmlc or through the athletlc training services. -

_I understand and _acknowledge that:

1. "1 can revoke this Authorization at any time by giving my written
revocation to the Hospital at the following address: Faith Regional Health
Services, 1500 Koénigstein Avenue, Norfolk, Nebraska 68701. My revocation is
not effective as to disclosures a!ready made and actions already taken in reltance
upon this Authorization.

2 The Hospltal may NOT condition treatment, enroliment, or ellgibthty for
_ beneﬁts on whether | sign this Authonzatlon '

3. l__am_authorlzl_ng dlsclo_s_u_re of information protected und_er federal law.
This information, once disclosed, may be subject to re-disclosure by the recipient
and no longer be protected by state or federal law.

4 -This Authonzatlon is effectlve for 12 months after the date it was
31gned

A photocopy or exact reproduction of this signed Authorization shall have
the same force and effect as the original.

P'rintedPar‘ent/Guérdian Name Date

" Signature of Parent/Guardian

—



