
   AFFIDAVIT AND RELEASE OF INFORMATION 
 
 

I,                                                                     , certify after being duly sw orn, that all of the inform ation supplied in the M ississippi 
State Board of M edical Lic en s ure ’s o nline application is true and correct to the best of m y knowledge, that the photograph 
subm itted herein is  a  true lik eness of m yself and was tak en within sixty (60) days prior to the date of this release.   I 
acknowledge that any false or untrue statem ent or representation m ade in the online ap plication m ay result in the denial of 
initial licensure or the revocation of any license to practice m edicine granted to me. 

 
I further authorize the release of the online a pp lic ation and any inform ation subm itted with it or inform ation collected by the 
M ississippi State Board of M edical Licensure in connection with the online application, including derogatory inform ation, to any 
person or organization having a legitim ate need for the inform ation and release the M ississippi State Board of M edical 
Licensure from all liability for the release of this inform ation. 

 
I further authorize the release of inform ation, including derogatory inform ation, which m ay be in the possession of other 
individuals or organizations to the M ississippi S tate B oard of M edical Licensure and release this person or organization from 
any liability for the release of inform ation. 

 
I further authorize each educational institution at w hich I have applied for any license, perm it, certificate or registration; each 
person, firm , corporation, clinic, office, or institution by w hom or w ith whom I have been em ployed in the practice of m edicine; 
any hospital at which I have or have had m em bership; each insurance com pany with which I have obtained or m ade application 
for m edical m alpractice liability insurance; and each professional organization or specialty board to which I have applied for m 
em bership, to disclose and release to the M ississippi State Board of M edical Licensure, 1867 C rane R idge D rive, Suite 200-B , 
Jack son, M S 
39216, any and all inform ation and doc um entation conc erning m e w hich th e B oard deem s m aterial for cons ideration of m y 
application. Further, I hereby consent to the disclosure and release of such inform ation and docum entation to the M ississippi 
State Board of M edical Licensure and wa ive any privilege or right of confidentiality which I would otherw ise possess with 
respect thereto. 

 
I further authorize any person, firm , corporation, clinic, office, institution, state or federal agency from w hom the M ississippi 
State Board of M edical Licensure has requested inform ation to rely o n a c op y o f this release, the original now on file in the 
office of the M ississippi State Board of M edical Licensure at the above noted address. 

 
I also agree to execute any other release or authorization, the execution of which m ay be required under federal or state law 
prior to release of any of the docum ents or inform ation requested.   
 

 
D ate     

 
Applicant's Signature

 
C ounty of      

 
State of          

 
SW O R N to and subs cribed before m e this                             day of                                             , in the year of                            . 

 
 
 

 
 

Attach a Passport-Type 
 

 
Photograph 

 

 
Taken W ithin 60 Days. 

 

 
Inform al Snapshots 

W ill Not Be Accepted. 

 
N otary Public 
 
M y C om m ission Expires:     

(SE AL) 

 
Com plete and Subm it to:  
M ississippi State B oard of M edical Licensure 
1867 C rane R idge D rive, Suite 200-B 
Jackson, M S 39216

 

Updated 07/02/2024 


