School of Music, Theatre & Dance
Authorization to Release Health Information
1. Student Information
	Student Name:

	
	Date of Birth:
	

	Address:

	

	City:

	
	State:
	

	UM ID (if known):

	
	Phone:
	

	Date of Injury (if known):
	



2. Healthcare Provider Information
Name of healthcare provider(s):	
Phone number(s):	
Fax number(s):	


3. Purpose of Authorization

_____Coordinate return-to-learn/return-to-performance protocol with instructors
_____Coordinate course modifications due to physical injury 
_____ Leave of absence from SMTD
4. Authorization to Release Information to Support Persons
I authorize healthcare providers managing my care to communicate relevant health information to the following individual(s), to help support my recovery and return to activities in the School of Music, Theatre & Dance (SMTD). This includes verbal and written discussion of symptoms, treatment plans, recovery progress, and general health needs. This form does not give people listed below the right to access medical information or medical records. 
Designated Support Persons:
	Name
	Phone
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



5. Sensitive Information – Optional Disclosure
Please initial next to any categories of information you authorize to be shared with the person(s) listed above:
_____ Mental health services
_____ HIV/AIDS or other communicable diseases, including sexually transmitted diseases, venereal disease, tuberculosis, or hepatitis
_____ Birth control/birth control devices/pregnancy/prenatal services/abortion
_____ Full concussion recovery details, including academic/performance impact
_____Full injury recovery details, including academic/performance impact
Substance Use Disorder information will not be disclosed by signing this form. Federal law requires a separate written authorization.  
6. Acknowledgments
- This authorization is voluntary and can be revoked at any time in writing to the appropriate Chair or Associate Dean in the School of Music, Theatre & Dance. Revocations do not apply to information that has already been released. 
- Information shared under this authorization may no longer be protected by federal/state privacy laws.
- This authorization will expire 12 months from the date signed unless otherwise specified.

Signature of Student: _____________________________________    Date:___________
Signature of Parent/Guardian if student is under 18:______________________________
Printed Name (if not student): _________________________________________________
Relationship to Student: ☐ Parent ☐ Legal Guardian ☐ Other: _____________________
