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FORM 1

DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM
                                CONFIDENTIAL VERIFICATION

ENTER ALL APPROPRIATE FIELDS
	Employee NamE (Full Name)
	

	sOCIAL sECURITY NUMBER
	

	dATE OF BIRTH
	

	Other NAME USED DURING ATTENDaNCE
	

	uNIVERSITY/PROGRAM ATTENDED


ADDRESS OF THE REGISTRAR:


	

	cITY/ sTATE/ cOUNTRY
	

	dEGREE/TRAINING

DATE AWARDED
	

	lICENSE/REGISTRATION STATE

ISSUE DATE – EXPIRATION DATE 
	

	CERTIFICATION

iSSUE DATE – EXPIRATION DATE
	

	aUTHORIZATION: Signature (sign in ink) 

i, ______________________ do authorize the office of the registrar to release the information requested. ________________________ (Date Signed)


FOR OFFICE USE ONLY

IF DATA IS INCORRECT PLEASE SUPPLY THE CORRECT DATA IN THE SPACES PROVIDED

	tHE ABOVE INFORMATION IS CORRECT (NO CORRECTION NECESSARY)
	   [        ]

	aBOVE NAMED INDIVIDUAL ATTENDED THIS SCHOOL BUT DID NOT GRADUATE
	   [        ]

	tHE aBOVE NAMED INDIVIDUAL DID NOT ATTEND THIS SCHOOL AT ALL 
	   [        ]

	uNABLE TO VERIFY THE ABOVE DATA BECAUSE:

	

	Employee NamE (Full Name)
	

	sOCIAL sECURITY NUMBER
	

	DATE VERIFIED (mmddyyyy)
	

	Phone Number
	

	PRINTED nAME
	

	tITLE
	

	REGISTRAR’S SIGNATURE

(INSTITUTION SEAL)

	


This DOCUMENT WILL NOT BE CONSIDERED VALID, UNLESS IT BEARS THE EMBOSSED SEAL OF THE INSTITUTION OVER THE REGISTRAR’S SIGNaTURE. THANK YOU.

PLEASE SEND YOUR RESPONSE TO: 

Eric Garcia







R&D Coordinator







10535 Hospital Way







Building 807







Mather, CA 95655







(916) 843-7166
