University of Louisville

Authorization to Rex Robley VA Medical Center to Release 
Compensation and Related Information to the University


TO: 	Rex Robley Veterans Affairs Medical Center (“RRVAMC”)
	Attention: Executive Director


FROM:  __________________________________________ (Print Name)


	I, the undersigned physician, am a member of the faculty of the School of Medicine of the University of Louisville (“University”).  In that capacity and as part of my Annual Work Plan, I provide clinical services to patients of or perform research activities at RRVAMC, and am compensated directly by RRVAMC for those services.

	I hereby authorize RRVAMC to provide to the University all information requested by the University regarding my compensation at RRVAMC including, but not limited to, the amounts of any and all payments made by RRVAMC to me, my full-time or part-time status, my hours per pay period, and my full-time equivalent status (in eighths).  Further, I request that RRVAMC provide such information promptly upon request from the University.

	This authorization and request shall remain in effect so long as I am a member of the faculty of the University.

						______________________________
						Name (please print)

						______________________________
						Signature

						Date __________________________
						

