AUTHORIZATION FOR RELEASE OF STUDENT HEALTH INFORMATION
To:    College of the Holy Cross Health Services

Worcester Polytechnic Institute Health Center

Worcester State University Health Services

Brown University Health Services
I, _______________________________, hereby authorize release of my Medical Record Form/ Health Examination Report from my university health services record to the Department of Naval Science, College of the Holy Cross. Please fax my physical to the NROTC Unit, College of the Holy Cross at (508) 793-2373.






__________________________________________







(Signature/Date)






__________________________________________







(SSN or School ID Number)







__________________________________________







(College Class)

