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REQUEST FOR VERIFICATION OR RECORDS FORM

DATE:

TO: Office of the Registrar
UMDNJ-School of Osteopathic Medicine
One Medical Center Drive, Suite 210
Stratford, NJ 08084

REQUESTED BY:

(Please Print)

Signature
UNIVERSITY ID: or SSN:
CLASS YEAR: TELEPHONE #:
Check appropriate box(es) 0O Verification of Enrollment O Academic Standing
0O Dates of Enrollment O Anticipated Grad Date

Reason for Verfication:

Address To:

REQUEST FOR RECORDS: (Please provide a STUDENT COPY)

O Clinical Evaluation Forms (Please identify)

Score Report: NBOME 0O Partl 0O Partll COMLEX 0O Levell 0O Level2

O Other

DELIVER: 0O US Mail O Student Mailbox O Pick-Up O Fax

(Fax Number)
PLEASE ALLOW TEN DAYS FOR PROCESSING



