SIGNED WRITTEN RELEASE OF INFORMATION

I authorize any agent of the Audie L. Murphy Memorial Veterans Hospital or Biomedical Research Foundation of South Texas (both located at 7400 Merton Minter Boulevard, San Antonio, Texas 78229-4404) to obtain any information relating to my academic education, to include degree, diploma, or certification information.

I authorize custodians of records or sources of information pertaining to me to release such information upon request.

Copies of this authorization that show your signature are as valid as the original release signed by me.

_____________________________________  ____________________

SIGNATURE                              DATE

***********************************************************
Full Name:       
Other Name(s) Used While Attending School:       
Social Security Number:     ‑  ‑    
Date of Birth:    /  /  
Academic Institution Attended and Full Address:       
Degree Received/Course of Study:       
Date Degree Received:    /  /  
