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AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize the Louisiana State Board of Medical Examiners (“the Board”), its members and employees to consult with and release any and all information relevant to the status of the granting or renewal of my medical licensure to (Name of Organization and address) through its representatives, agents and employees, in connection with my application for employment.

I hereby release the Board from any and all liability in connection with any disclosure made in reliance on this Authorization.

I acknowledge that I have read and understood the foregoing Authorization and aver that a photocopy of this Authorization shall be as effective as the original. This Authorization shall expire one year from the date of signature.


Print Name of applicant: ______________________________ 

Date of Birth: ____________________________
Signature: _________________________________

Date: ____________

