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WALLACE COMMUNITY COLLEGE 
PRACTICAL NURSING PROGRAM 

AUTHORIZATION FORM 
 

 
I authorize the Practical Nursing program to release my first name, middle initial, last 
name, and the last four digits of my social security number to clinical agencies for the 
purpose of computerized documentation. 
 
 
 
______________________________________                
Printed First Name, Middle Initial, Last Name                         
 
 
______________________________________  
Last four digits of your Social Security Number 
 
 
______________________________________ 
Student ID Number 
 
 
______________________________________                 
Student Signature                                                 
                                       
 
_______________________________________  
Date 


