
                                                                                                                CLINICAL STAFF SUPPORT 
 
 

EDUCATION VERIFICATION  
 
 

 
I,_______________________________________ certify that the information I have 
provided is correct and authorize the appropriate school official to release the necessary  
Information to Clinical Staff Support, Inc for the purpose of verifying my education. 
 
 
Signature ________________________________________ Date ___________________ 
 
Employee Name __________________________________________________________ 
 
Name Graduated Under ____________________________________________________ 
 
Social Security Number ________________________ Date of Birth ________________ 
 
Educational Institution _____________________________________________________ 
 
Address ______________________________________________ City ______________ 
 
State _________________________ Zip _________________ Phone _______________ 
 
Fax  _______________________ Degree ______________________________________ 
 
Degree _______________________________ Date of Graduation ___________________ 
 
Comments ________________________________________________________________ 
  
_________________________________________________________________________ 
 
___________________________________________________________________________ 
 
Verified by ___________________________________ Title __________________________ 
 
Date ________________________________________ 
 
Please complete and return via FAX to 1-866-289-3893 
 
CLINICAL STAFF SUPPORT,INC 
ATTN: Human Resources 
P.O. Box 446  
Round Rock, Texas 78680-0446 
 
Phone 512-799-0935 
Fax 866-289-3893 
 
 
 
 
CLINICAL STAFF SUPPORT,INC      P.O. BOX 446 ROUND ROCK, TEXAS 78680-0446       PH. 512-799-093.5  FAX 512-218-0904 
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