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

REQUEST FOR LETTER OF VERIFICATION 

Name: ______________________________________________________________ 

Maiden Name, if applicable:  ____________________________________________

Year of Graduation: _____________________________ Class: _________________ 

Address: _____________________________________________________________ 

_____________________________________________________________________ 

______________________________________Telephone_______________________ 

Email Address:  ________________________________________________________

Date of Request: _____________________________

Choose One: 

___ I will pick up letter from Registrar's Office 

___ Please send to my mail box ____________
                                                       (box #) 

___ Please mail a letter of verification to: 

_________________________________________________
Individual and/or Department 

_________________________________________________
Institution 

_________________________________________________
Street Address 

_________________________________________________
City                                                  State               Zip Code 

Signature:  _________________________________  Date: __________________________
