AUTHORIZATION TO RELEASE

PERSONAL AND CONFIDENTIAL INFORMATION

TO WHOM IT MAY CONCERN:


I, ____________________________, also known as ____________________________, currently of _________________________________________________________, Florida , hereby direct you, the recipient and or bearer of this authorization, to release to WildCard Investigations, Inc., or its attorneys, adjusters, or duly authorized representatives any and all information you may have and copies of records relating to me and with reference to any of the following:

employment records; loans or installment purchases; employment applications and records; payment records; consumer credit reports; banking transactions and records, including but not limited to records of checking, savings, or trust accounts held by me individually or with others; utility services; records filed or kept by government agencies, including records of divorce or estate proceedings in supreme, family or surrogate’s court; records of federal, state, county, territorial or local law enforcement agencies; financial statements; loan applications; telephone billing statements or records; lease agreements for real or personal property; lease payment records; real estate agency records; insurance agency records; property tax records; personal or business indebtedness; legal pleadings or papers prepared on my behalf or served upon me within the past three years; and mortgage payment history and/or any other written materials of any kind concerning the undersigned, including any business or charitable entity (including any entity, trust, etc…, the funds of which are controlled or directed in whole or in part by the undersigned).

This authorization also applies to any and all insurance underwriting and/or claims records concerning past or present claims submitted by or for me.

I hereby release all persons or entities, including but not limited to banks, creditors, financial institutions, retail or commercial credit entities, utility companies, telephone companies, governments or their agencies, medical institutions, physicians and/or insurance companies from any and all liability for having disclosed records or information pursuant to this authorization.

A photocopy of this authorization will be as effective and valid as an original and may be treated as such by the recipient or bearer.


I hereby affirm that I have read and understood the above authorization and release in its entirety. 

Dated: ___________________         
________________________________________________






 Signature

Signed/Sworn to

Before me this     ________

day of  _______________

________________________________






 Date of Birth

___________________________
________________________________

 Witness/Notary Public


 Social Security Number






________________________________






 Driver’s License/ID Number

