ATTACHMENT C

PLACE ON DEPARTMENT LETTERHEAD
Medical / Dental School Graduation Verification Form

     

     

     

     

First Name

Middle Name

Last Name

(Jr/Sr, etc)

     
 
Social Security Number 

has successfully completed requirements and has graduated from the      


Name of Medical/Dental School

located in
     

     

     

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

City

State

Country
Date of Graduation:
     

     

     


Month

Day

Year

Additional Comments:      


Signature: 

Date:      

Typed/Printed Name:      

Title:      

HOSPITAL SEAL 

OR

Sworn and subscribed to me this ______ day of ____________, ______

________________________________________________________

(Notary Public)

________________________________________________________

My Commission Expires
