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ACKNOWLEDGEMENT AND AUTHORIZATION: 
 
I h ereby ack nowledge t hat an d au thorize a co py o f t his completed T he U niversity o f Toledo M edical C enter 
Application for Appointment a nd all submitted documentation be forwarded to U niversity of Toledo P hysicians, 
LLC, as appropriate, for use in my Provider Enrollment Application(s).  I  further acknowledge that and authorize a 
copy o f this completed T he University o f T oledo Medical Center Application for Appointment a nd a ll submitted 
documentation be forwarded to The University of Toledo Medical Center – Risk Management Department for use in 
my Professional Liability Insurance Application. 
 
A photocopy of this waiver shall be effective as the original when so presented. 
 

 _________________________________________________                              _________________     
        Actual Signature of Physician          Date 
 


