University of Connecticut School of Medicine, and Dental Medicine
Office of the Registrar, 263 Farmington Avenue, Farmington, CT 06030
Phone (860) 679-3125 Fax (860) 679-1902

REQUEST FORM
Transcript Request | | Enrollment Verification Letter ]
Address Change [ Name Change [

Student's Name (Last, First, MI)

School (Medical/Dental/Graduate) and Year of Graduation

Signature

TRANSCRIPT REQUEST

There is no fee for transcript requests. (Please print all information clearly and completely)

I will pick up my transcript in a sealed envelope [ Please mail to the following recipient [
Number of transcripts (Additional addresses may be submitted on back of form)

ENROLLMENT VERIFICATION LETTER

I will pick up my letter [] Please mail to the following recipient ]

ADDRESS CHANGE
New permanent home address:
Street
City State Zip
Phone
NAME CHANGE

Reason for change: Married || Divorced || Widowed | | Other ||
Old Name

First Middle Last
New Name

First Middle Last

A copy of your new social security is required for name change requests.

Requests take 3-5 business days for processing. Thank you.



Please mail a copy of my official transcript or verification letter to the following recipients:

Number of transcripts

Number of transcripts

Number of transcripts

Number of transcripts

Number of transcripts




