
                                Office of the Registrar 
                             
                                                                                                                                                           

                             ENROLLMENT VERIFICATION FORM 
 
NAME: _______________________________ E-MAIL__________________ 
 
STUDENT ID #: __________________            PHONE :(___) ____-________ 
 
CLASS YEAR: ___________                            CELL: (___) _____-_________ 
 
Information to be verified: Please attach all applicable forms 
 
�  Enrollment status       �  Anticipated Graduation Date     �  Degree Program 
� Other 
_________________________________________________________________
_________________________________________________________________ 
 
Purpose of Release: 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 
Verifications must be sent directly to the person, agency or school. Include the full name 
and address 
Send to:   
____________________________________ 
____________________________________ 
____________________________________ 
I hereby authorize the Registrar’s office to release all information above and/or on the 
attached form(s). 
 
Student Signature_______________________________ Date_____ 
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