
Medical Records Release 

 

I agree that my medical records shall be made available to the Northwood 

University Athletic Trainer during my athletic participation at Northwood 

University. I understand that my medical records will only be needed if an event 

arises that calls for the use of my medical records, medical emergencies, or if 

requested by the team physician.  

 

Print Name: __________________________________________ 

Signature: ____________________________________________ 

Date: ________________________________________________ 

Witness: _____________________________________________ 

 

 

 

 

Northwood University – Texas 

1114 W. FM 1382 

Cedar Hill, TX 75104 

Athletic Training Office: (972) 293-5440 

Athletic Training Fax: (972) 291-0662 


