 FILLIN   \* MERGEFORMAT Authorization for Release of Information
I, ______________________________________________, authorize  (Your Hospital Name) and/or its authorized representatives to consult corporations, companies, educational institutions, persons, law enforcement agencies, military services, former employers, and any other third party who may have information bearing on my professional qualifications, credentials, clinical competence, character, mental and/or emotional stability, physical condition, ethics, behavior, financial condition or any other matter, as well as to inspect or obtain any and all communications, reports, records, statements, documents, recommendations, or disclosures of said third parties that may be material to such questions. 

I also authorize said third parties to release said information to (Your Hospital Name) and/or its authorized representatives upon request. I hereby release from any liability, any and all individuals and institutions or organizations that in good faith and without malice concerning any professional competence, ethics, character, education, training, licensing, and other qualifications, provide information to (Your Hospital Name) and/or its agents. 

I understand this notice will also apply to any future update reports that may be requested. A copy of this Authorization for Release of Information shall be as binding as the original. 

Print Full Name: 
________________________________________________ 
Date:


________________________________________________

Signature: 

________________________________________________

License Number: 
________________________________________________

Home Address: 
________________________________________________







