LSU MEDICAL CENTER HEALTH CARE SERVICES DIVISION

EARL K. LONG MEDICAL CENTER

5825 AIRLINE HIGHWAY

BATON ROUGE, LA  70805

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize the release to Earl K. Long Medical Center, its Medical Staff and its representatives, any and all information and documentation, including, but not limited to quality assurance actions, malpractice actions, disciplinary actions or concerns, and substance abuse records that might be material to an evaluation of my professional competence, judgment, ethics, and other qualifications for residency appointment and clinical privileges requested.

I hereby release from liability Earl K. Long Medical Center, its Medical Staff and its representatives for acts performed in good faith in connection with the solicitation and evaluation of the above records and documents bearing on my application and my credentials and other qualifications for residency appointment and clinical privileges requested.

I hereby, also, release from liability any and all individuals and organizations that provide to Earl K. Long Medical Center, or its medical staff in good faith information and material concerning my professional competence, judgment, ethics, and other qualifications for residency appointment and clinical privileges requested.



______________________

__________________________________

Date



  Signature of Resident

_______________________________

Printed Name
