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Please read and complete (Please print legibly)

| pive permission lo:

Name:

Position/Title:

Department:

To contact my physician 1o discuss my medical condition as it relates to my employment
at Virginia Commonwealth University. My physician™s name, address. and telephone
number are as follows:

MName:

Type of Physician:

Address:

Telephone:

Employee’s Name:

Signature/Date:
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