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ECFMG Confirmation Authorization 
 

 

 

 

Date:  ________________________________ 

 

 

For the purpose of confirming my ECFMG certification, I hereby authorize TTUHSC to 

obtain my ECFMG certification information from ECFMG. 

 

 

 

_____________________________________ 

Printed Name 

 

 

_____________________________________ 

USMLE/ECFMG Identification Number 

 

 

_____________________________________ 

Date of Birth 

 

 

_____________________________________ 

Signature 

 


	Date: 
	Printed Name: 
	USMLEECFMG Identification Number: 
	Date of Birth: 


