Request for Certification / Verification

Office of the Registrar

Duke University School of Medicine

DUMC 3878 









Phone:(919) 684-2304

Durham, NC 27710








Fax:     (919) 684-4322
8 Searle Center Drive, Rm 0387







email: medreg@dm.duke.edu
PART I: STUDENT INFORMATION  
(Please print/write neatly)

Date:





Name:







Duke Unique ID: ______________________


Former/Maiden Name:




Phone:







Signature:






Email:






By signing this form, I am authorizing the Office of the Registrar to provide any information necessary to complete this request.  This information is to be released directly to me or mailed to the address listed below.

Directory Information:  The following have been designated as directory information by the University: name, address, telephone listing, date and place of birth, photograph, major field of study, participation in officially recognized activities and sports, weight and height of members of athletic teams, dates of attendance, degrees and awards received, and most recent previous educational institution attended. In addition, class schedule is considered as directory information in the School of Medicine.

Note: This request will be processed in compliance with the Federal Education Rights and Privacy Act of 1974 as amended.


PART II: INFORMATION REQUESTED

□ Please complete the form I have attached, OR

□ Please provide written certification of the following information (Check ONLY information being requested)

□ Enrollment for the Current Term

□ Anticipated Date of Graduation

□ Pre-registration for Next Term

□ Detail of All Degrees Conferred

□ Other (please specify)


□ Letter Indicating Student is Currently 






     Enrolled and in Good Standing
PART III: PROCESSING INFORMATION

□ I will pick up this documentation after 1:00pm of the next business day

□ Send verification/certification via email to: __________________________









(provide email address)

□ Please FAX verification/certification to: ____________________________









(provide FAX number)

□ Please mail the form to the address listed below









____________
□MD		□DPT		□PA


□PathAsst	□OpTech	□_______


Please mark appropriate program 





Mailing Address:





Please provide name, title if applicable, street address, city, state, zip and country if outside of the U.S.


  


(Please print/write neatly)








