




















STATEMENT OF APPLICANT

These statements are true and correct and | recognize that providing false information may result in disciplinary
action against my license or criminal penalties pursuant to 456.067, 775.083 and 775.084, Florida Statutes.

I hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers, (past
and present), and all governmental agencies and instrumentalities (local, state, federal or foreign) to release to the Florida
Department of Health any information which is material to my application for licensure.

| have carefully read the questions in the foregoing application and have answered them completely, without
reservations of any kind, and | declare that my answers and all statements made by me herein are true and correct.
Should | furnish any false information in this application, | hereby agree that such act shall constitute cause for denial,
suspension or revocation of my license to practice Midwifery in the State of Florida.

| understand that my records are protected under the Federal and State Regulations governing Confidentiality of
Mental Health Patient Records and cannot be disclosed without my written consent unless otherwise provided in the
regulations. 1 understand that my records are protected under the Federal and State Regulations governing
Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written
consent unless otherwise provided in the regulations. | also understand that | may revoke this consent at any time except
to the extent that action has been taken in reliance on it.

Signature: Date:

(MM/DD/YYYY)
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