THE UNIVERSITY OF ROCHESTER
SCHOOL OF MEDICINE AND DENTISTRY
REQUEST
For M.D. Students or Graduates of the M.D. Program ONLY
Please mail my 

_____
Transcript  - - - TRANSCRIPTS CANNOT BE FAXED
___Student Copy
___Official Copy (cannot be given to students/graduates)
_____
Dean's Letter (cannot be sent to students/graduates)
TO: 

__________________________________________________________________
Individual and/or Department 

__________________________________________________________________
Institution 

__________________________________________________________________
Street Address 

__________________________________________________________________
City                                                            State                                   Zip Code 



_________________________________     _______________________________
Your Signature (Required)                            Your Street Address 

_________________________________     _______________________________
Print Name                                                     Your City, State, Zip
_________________________________      _______________________________
Maiden Name, if applicable


Date of Graduation



 
_________________________________
_______________________________
Telephone number 



E-mail address
________________________________

Today’s Date

Revised: April 7, 2005


