
 

 

Air Force Centralized Credentials Verification Office (AFCCVO) 

200 Concord Plaza Drive, Ste 780 

San Antonio, Texas 78216 

(210) 812-2170 

FAX: (210) 519-2724 

E-mail: udg_afmoa_afccvo@us.af.mil 
 

This is a quality assurance document, protected from release under Title X USC, Section 1102 

 
This document and all contents are intended for the use of the persons or entity to which it is addressed and may contain information that is 
privileged and confidential.   If you are not the intended recipient, any dissemination or copying of this information is prohibited and governed by 
applicable law.  If you have received this information in error, please destroy all documents and notify the sender immediately.   

CONSENT AND RELEASE FROM LIABILITY STATEMENT 
 

 

I, _________________________________________ (please print full name), hereby authorize the  

AFCCVO staff to consult with administrators and members of any facility, hospitals, or institutions with 

which I have been associated, and with others, including past and present malpractice carriers, who may 

have information bearing on my professional competence, character, and ethical qualifications. 

 

I hereby further consent to the inspections by the AFCCVO, the clinical staff and their representatives of all 

records and documents (not otherwise restricted) including medical records at other hospitals and facilities 

that may be material to an evaluation of my professional qualifications and competence. 

 

I hereby release from liability any and all individuals and organizations that, in good faith and without 

malice, provided any and all information to the officials of the AFCCVO, San Antonio, TX, including 

medical facility officers or to the authorized medical staff representatives, concerning my professional 

practice, competence, ethics, character and other qualifications for staff appointment and clinical privileges. 

I hereby consent to the release of any and all such information to the AFCCVO. 

 

 
 

 

 

 

 

____________________________________                             ____________________________ 
Signature of Applicant     Date 
 

____________________________________  _XXX_ - XX_ - ___________ 
Type or Printed Name of Applicant    Last Four SSN of Applicant 
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