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Consent for Release of Information

I, ________________________________(print name), authorize the Orthopaedic Nurses Certification Board to release the following information by (circle one) mail or fax:

_____     My original certification date

_____     Expiration date of my current certification term

_____     My certificant number (internal identifier not my Social Security number)

_____
    My performance on the certification examination (pass/fail only)

to the following individual or agency:

_________________________________________

Name

_________________________________________

Address

_________________________________________

City/State




Zip Code

_________________________________________

Fax Number



Telephone 

_________________________________________

________________

Signature







Date

_________________________________________

________________
Address







Telephone
_________________________________________

City/State




Zip Code

Orthopaedic Nurses Certification Board
    PO Box 87

Columbia, SC 29202

888-561-6622        Fax 803-356-6171
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