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Florida National University (the “University”) 

Shared Responsibility for Sport Safety Acknowledgement (the “Acknowledgement”) 
 

While benefits from intercollegiate athletic participation can be great, I acknowledge that there are also 

serious risks involved in competition and preparation for competition. I understand that as a student-

athlete at Florida National University, I may at any time receive an injury while participating in the 

athletic program. I also understand that the responsibility for sport safety is a shared effort between 

administrators, coaches, physicians, athletic trainers, and student-athletes. 

 

Both participants and parent(s) are hereby advised that participation in athletics may lead to serious 

injuries and bodily harm, including the possibility of permanet physical or mental disability partial or 

complete paralysis, or death. By signing below, I acknowledge that I have been informed of the risks 

associated with sports participation, and that it is my responsibilty to help prevent injuries, comply with 

directions and instructions given by University athletic staff, and constantly be aware of such risks and 

the prevention of injury to myself and to others.  

 

I have read this acknowledgement and agree to assume responsibility for such risks while participating 

in athletics all or in connection with the University. In the event that I am in need of medical care, I have 

primary insurance coverage in effect and will take full and complete responsibility to keep my insurance 

policy premiums paid while I am a student-athlete. I understand that the University offers secondary / 

supplementary insurance that can be billed for remaining medical expenses after my primary insurance 

has been processed. I also understand that any medical care balance remaining after all applicable 

insurance has been processed is solely my responsibility to pay, and that the University has no liability, 

therefore, I am aware that if I let my primary insurance lapse for any reason, I will be ineligble to 

participate in any athletic activities (i.e. practices or intercollegiate competitions). 

 

 

Student Name (print): __________________________________________ 

 

Student Signature: ________________________________________   Date: ________________ 
 
Parent Signature (if under 18): ______________________________   Date: ________________ 
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Insurance Protocol 

All student-athletes are required to have continuous primary insurance coverage in order to participate 
in any Florida National Univeristy athletic activities. International students are required to purchase the 
primary insurance plan through Relation: https://fnu.mycare26.com/ 
 
Full information can be found on the FNU Athletic Training webpage: www.fnu.edu/athletic-training/ 
 

Student-Athlete Insurance Information 

 
Name: ____________________________   Birthdate: ___________________   SS#: _________________ 

Insurance Company: ____________________________________________________________________ 

Policy Holder’s Name: ___________________________________________________________________ 

Insurance Address: ________________________________   City, State, Zip: _______________________ 

Policy #: _________________________________________   Group #: ____________________________ 

Name of Employer: ________________________________   City, State, Zip: _______________________ 

Deductible:   Y     N     Amount: _______________________   Copay: _____________________________ 

Type of Insurance:   HMA     PPO     POS     HAS 

Primary Physician: ________________________________   City/State: ___________________________ 

Are you covered by any other policy?  Yes      No     (if yes, please submit copy of card) 

Please attach copy of insurance cards (front and back) 
 

Statement of Authenticity: 
I attest that the above information is correct and truthful. I understand that any changes to the above 

information must be reported to the FNU Athletic Department immediately, and that any lapses in 

coverage will result in the denial of any and all claims by the secondary insurance policy held by FNU. I 

understand that this information will be treated confidentially within the offices of Florida National 

University and those associated directly with student-athlete health care that may require this 

information. These offices include, but may not be limited to, admissions, student services, athletics 

and/or a patient approved medical provider. 

 
By signing below, the undersigned student-athlete, hereby acknowledges that the above information is 
true and accurate to the best of their knowledge and in consideration of their participation in organized 
athletics, to hereby agree to abide by the requirements of the insurance protocol cited above. 
 

Student Signature: ________________________________________   Date: ________________ 
 
Parent Signature (if under 18): ______________________________   Date: ________________ 
 

https://fnu.mycare26.com/
http://www.fnu.edu/athletic-training/
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Medical Consent / Permission for Treatment 

I hereby grant permission to Florida National University personnel, school physicians, athletic training / 
sports medicine staff, and other physicians designated by the University to provide me with any medical 
care, treatment, first-aid, rehabititative, or emergency treatments they deem necessary to my health 
and well-being, including inquries into medical conditions occuring as a result of, during, or in 
connection with Universiy athletics. Permission is also granted for the athletic training staff to make 
decisions concerning the need for medical referral and rehabilitation programs for any possible injury.  
 

Student Name (print): __________________________________________ 

 
Student Signature: ________________________________________   Date: ________________ 
 

I have the following medical conditions, allergies, implanted devices, special instructions, and/or am 

taking the following medications which may impact on the emergency medical treatment that I may 

receive (please print clearly and legibly):  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Parental Permission (required if student-athlete is under 18 years of age)  
 

I hereby give my consent for my minor child, or ward, to participate in Florida National University 

intercollegiate athletic events. I have read all documents in full and agree to all terms contained herein. I 

understand the consequences of participation in athletics, and understand and consent to the possible 

need for medical care as described in this acknowledgement. I grant permission for any and all 

treatment deamed necessary for conditions arising during participation in such athletic activities, 

including medical or surgical treatment recommended by a medical doctor. I understand that in the 

event of an emergency, efforts will be made to contact me before treatment.  

 

Parent Name (print): __________________________________________ 

 

Parent Signature: ________________________________________   Date: _________________ 
 
Address: ______________________________________________   Phone: _________________ 
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Student-Athlete Consent Forms 
 

Authorization to Obtain Information 
 

I AUTHORIZE any physician, medical practitioner, hospital, clinic or medical facility, insurance or 
reinsuring company, the Medical Information Bureau, Inc, or employer having information available as 
to diagnosis, treatment and prognosis with respect to any physical treatment to me and to give to me 
and give to Florida National University’s Department of Athletics, Athletic Training Staff, INSURANCE 
COMPANY or its legal representative, any and all such information. 
 
I UNDERSTAND the information obtained by use of the Authorization will be used by Florida National 
University’s INSURANCE COMPANY to determine eligiblity for insurance and eligbility for benefits under 
an existing policy. Any information obtained will not be released to any person or organization EXCEPT 
to reinsuring companies, the Medical Information Bureau, Inc. or other persons or organizations 
performing business or legal services in connection with my application, claim or as may be otherwise 
lawfully required or as I may further authorize. 
 

Authorization for Release of Medical Records  
 

I hereby grant Florida National University Athletic Training Staff permissions to release, if necessary, all 

information and records, which relate to present and past medical history to the proper agencies 

(insurance companies, doctor outside Florida National University Staff and proffesional teams.)  

 

I KNOW that I may request a copy of this Authorization. 

 

I AGREE that a photograghic opy of this Authorization shall be as valid as the original.  

 

I UNDERSTAND that I may revoke the authorization at any time in writing to the Athletic Training Staff. I 

also understand that any release which has been made prior to my revocation and which was made 

based upon this authorization shall not constitue a breach of my right to confidentiality.  

 

I AGREE that unless revoked in writing, this authoraztion shall be valid as the original. 

 

I have read and understand the above stated policies. 

 

 

Student Name (print): __________________________________________ 

 
Student Signature: ________________________________________   Date: ________________ 
 
Parent Signature (if under 18): ______________________________   Date: ________________ 
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Florida National University Mild Traumatic Brain Injury (MTBI) Policy 
 

FNU will use standardized initial assessment protocol for MTBI. This form may or may not be used as a 
sideline assessment tool, but should be reviewed as soon as possible. Note it is your responsibility to 
report all injuries and illnesses to the athletic training staff and/or team physician, including MTBI. Any 
student-athlete suspected of having a MTBI will be removed immediately from athletic activities. 
 
If it is determined that a student-athlete has sustained a MTBI, the athletic training staff will perform an 
assessment 3-5 days after the injury. If the student-athlete passes the examination, they are required to 
see a physician for clearance. After clearance, the athletic training staff and student-athlete will adhere 
to the guidelines set forth by the overseeing physician regarding a return to athletic activities. 
 

Concussion and Injury Reporting Acknowledgement 
 

Please read the Heads Up Concussion Fact Sheets found on the following two pages. 
 
After reading and understanding the Heads Up Concussion Fact Sheets, you should be aware that… 
- A concussion is a type of traumatic brain injury, which may not seem serious at first, however it 
requires proper medical attention to assess the extent of the injury 
- You cannot see a concussion, but you might notice some of the signs or symptoms right away; other 
signs or symptoms can show up hours or weeks after the injury first occurred and worsen over time 
- A concussion can affect your ability to perform everyday activities beyond athletic activities 
- If you suspect a teammate of having a concussion, you are responsible for reporting the injury 
- You will not return to athletic activities (i.e. practices, competition) if you have received a blow to the 
head or body that results in concussion-like symptoms 
- You should wear necessary protective equipment for activities that can reduce the risk of MTBI 
- Your brain needs time to heal from the MTBI, and you are more likely to have a repeat concussion if 
you return to play before your signs or symptoms have dissipated  
- In rare cases, repeat concussions can cause permanent brain damage and death 
 
I, the undersigned student-athlete at Florida National University, acknowledge the requirement of 
student-athletes by accepting the responsibility for reporting their personal injuries and illnesses to the 
Florida National University Athletic Training Staff, which may include, but is not limited to, signs and 
symptoms of MTBI / concussions. Furthermore, I acknowledge that I have received the Heads Up 
Concussion Fact Sheets education materials (located on the following two pages). 
 
 
Student Name (print): __________________________________________ 

 
Student Signature: ________________________________________   Date: ________________ 
 
Parent Signature (if under 18): ______________________________   Date: ________________ 
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