
UCSD

License Verification Form

Name: __________________________________    Appointed Position: _____________________________  

Department/Division: __________________________    Date Verification Completed: ____________________     
California License Information
□ Clinical Social Worker and Associate

□ Clinical Psychologist

□ Clinical Lab Scientist
□ Certified Nurse Midwife

□ Licensed Vocational Nurse
□ Nurse Anesthetist
□ Nurse Practitioner 

□ Occupational Therapy

□ Optometry
□ Pharmacists
□ Phlebotomist Technician
□ Physician
□ Physician Assistant 
□ Psychology 
□ Registered Dietician 
□ Registered Nurse
□ Respiratory Therapist 
□ Other ________________________________

Name on License_______________________________________________________
License No.  __________________   Issue Date:___________   County__________________   Exp. Date ___________
Name on License _______________________________________________________

License No.  __________________   Issue Date:___________   County__________________   Exp. Date ___________

Name on License _______________________________________________________

License No.  __________________   Issue Date:___________   County__________________   Exp. Date ___________

Please list any other states/countries for which you have been licensed:  __________________________________________________________________________________________________
__________________________________________________________________________________________________

I hereby acknowledge that the information provided above is accurate to the best of my knowledge. 

___________________________________________
    
___________________________________________
 
Employee Signature




HR Contact’s Signature

________________




________________
Date 






Date
*Please attach a copy of on line verification to this form.
Copies to Department Personnel File, Employee


