
 



VERIFICATION FORM  

 

Please complete this form and return it along with the VA Authorization 

Form (10-0485) that is provided above.  This will help us complete your 

request to share your health information. 

 

PLEASE PRINT: 

 

 

Full Name: 

 

_____________________________________________________________________ 

(Last)        (First)          (Middle) 

 

Date of Birth: ______________________  

 

 

Address:  

 

________________________________________________________________ 

                    (Street, Apt #)   

 

City: __________________________________ State:__________ Zip Code:______________ 

 

 

Telephone Numbers:  

 

 

Home: ___________________ Mobile: __________________ Work: _________________ 

 

 

Email Address: _______________________________________________________________ 

 
 

 

 

 

For a mailing address or to find out more about sharing your health 

information, please call the toll free VLER Health Information Line at 1-877-

771-VLER.  


