
IL486-2272      5/16 

AUTHORIZATION  FOR  THIRD  PARTY  CONTACT

ILLINOIS  DEPARTMENT  OF  FINANCIAL AND PROFESSIONAL  REGULATION

Name: 

Address:

Profession: 

I, ____________________________________, hereby authorize the following person/business to
communicate with the Division regarding my application for initial licensure. I understand that information 
received from the person or business listed below shall be binding and that I will be responsible for the  
accuracy of all information and documents received as part of my application for initial licensure. This  
authorization shall expire upon issuance of the license, referral to enforcement or expiration of the application. 

Name of authorized representative: 

Address:

Phone:

Email: 

                      Applicant Signature                                         Date 

Completed forms may be sent to the Division at:
 

fpr.medicalunit@illinois.gov 

Instructions to Applicant: Use this form to authorize individuals or companies (such as employers or  
credential services) to contact the Department on your behalf regarding your application.

Phone:

SSN:

Email:


