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AUTHORIZATION FOR RELEASE OF INFORMATION TO NCPS

I, __________________________________________________________, hereby authorize NCPS, or its authorized representative bearing this release, or copy thereof in connection with my application for employment with Boston Medical Center, (and if I become employed here at any time during my employment with above) to obtain a consumer report for employment purposes including, but not limited to, credit records, criminal background checks and employment and educational references. I authorize all persons who may have information relevant to this research to disclose such information to NCPS, or its agents and I hereby release all persons from liability on account of true and accurate disclosure.  I hereby further authorize that a photocopy of this authorization be considered as valid as the original.  The information obtained from this research will be released to other parties as designated by myself. Should there be any questions as to the validity of this release, you may contact me as indicated below.

TO:

Any Registrar, Dean, Principal or Authorized Person or School; 

Any Past or Present Employer;

Any Law Enforcement Agency, or Department or Agency

of a City, County, State or Federal Government

I acknowledge the receipt of a separate statement indicating that Boston Medical Center may obtain a consumer report on me in connection with my employment application, and should I become employed by the above named, at anytime during my employment with the above named.

Name:

License Number & State:

Social Security #:

Address:

City, State:

Date:

Signature:

If any additional information relative to change of name or use of an assumed name or nickname is necessary to enable a check on your background, please explain below.


First

Middle

Last

Telephone #:

Maiden

Zip Code:
