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Education Commission for Foreign Medical Graduates
Authorization for Release of Information

I hereby authorize the Educational Commission of Foreign Medical Graduates (ECFMG) to
disclose to the Graduate Medical Education office at The University of Toledo certification
information about me in the form of a Status Report.

I understand that the purpose of this disclosure is to validate my files in the Graduate Medical
Education office.

Printed Name of Physician ECFMG #

Date of Birth (month/day/year)

Signature of Physician Date
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