




AUTHORIZATION FOR RELEASE OF PERSONAL DATA



Name (please print):__________________________________________

Previous Names (please print):_________________________________

Position Applied for:__________________________________________

I hereby authorize any and all current and former employers, organizations where I have volunteered (“volunteer organizations”) and references, or any agent of such a former employer or volunteer organization, to release to Quin Community Health Services and its agents any and all information regarding my job performance and fitness/qualifications to perform the position I am presently seeking and any other employment or related information, both public and private, in their possession. I understand that Quin Community Health Services will use this information to determine my fitness/qualifications for the position I am seeking. This authorization expires one year from the date of my signature, below. 

I hereby release Quin Community Health Services and all former employers, volunteer organizations and references, and any and all agents acting on behalf of Quin Community Health Services, former employers, volunteer organizations or references, for any and all liability of whatever nature by reason of requesting or providing such information. 


Signature________________________________________ Date______________________



January 17, 2012

