
 
 
 
 
AUTHORIZATION FOR CONTINUING EDUCATION STAFF TO RECEIVE EAGLECARD 
 
 
Name: __________________________________________________________ 
 
Position: ________________________________________________________ 
 
Social Security Number: ___________________________________________ 
 
Eligible Dates for EagleCard to be Active: (Dates of Employment)  
 
 Start Date: ____________________ 
 
 End Date:   ____________________  
 
Supervisor’s Name: ________________________________________________ 
 
Supervisor’s Signature: ____________________________________________ 


