| Address: \(

i, R i o B
Lets work together.

Professional License/Certification

Authorization

_ 1 hereby release from all liability the company or persbn
completing this form and authorize them to release all information
regarding my professional license/certification and status.

Signature: .><

Date:l \(

Please conflrm the Professmnal Llcense/ Certlf' cate of the
following individuai: .

Name: \1(

City/Sj:ate/Zip: (

License Number: }( -

License Status: Active  Inactive Disciplined

Supporting document attached? Yes . No -

 Verified Electronically by: \v/{v}tﬁf&w \A C,Af /(7//( ]

Date verified:
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