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I hereby authorize release of my immunization, photograph, titer records, CPR,  

 

TB, health and malpractice insurance records for review by the faculty & nursing  

 

advisors of the Kapi‘olani Community College Nursing Department.  I understand  

 

that these records and photograph will be copied to provide evidence of my  

 

immunizations, CPR, TB and insurance status for the agencies in which I will  

 

likely have clinical experiences. 

 

 

 

Print Name   

 

Signature   

 

Date   

 
 


