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Release of Information Request
________________________

__________ - _________ - ___________
________/_______/________
Today’s Date
Social Security Number
Date of Birth
Name: ________________________________________________________________________________


Last
First
MI

Mailing Address: ______________________________________________________________________


Street
City
State
Zip

Contact Number: ________________________________

Please List Items/Documents Requesting to be Released:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information will be:  ______ Faxed
NUMBER: _____________________________________



ATTENTION: __________________________________


______ Mailed
ADDRESS: ____________________________________



____________________________________



____________________________________
________________________________________________ (Information will NOT be released without Signature)
Student Signature

Date

Please fax or mail this signed form to WOSC Department of Nursing for processing.  

Due to identity protection NO information will be emailed due to personal information.
2801 North Main     Altus, Oklahoma 73521                        www.wosc.edu                    Phone (580) 477-7830     Fax (580) 477-7862

Commitment to Excellence


