Request for Degree Certification 
Rutgers, The State University of New Jersey

New Jersey Medical School

Registrar’s Office, MSB B-640

185 South Orange Avenue

Newark, NJ  07101

Phone: (973) 972-4640   Fax: (973) 972-6930


_____________________________________
______________________________________________


Name





University Identification Number (SSN if you graduated prior to 2005)
_____________________________________
________________
__________________________
Name under which you attended (if different) 

Graduation Date

Date of last enrollment
_____________________________________
______________________________________________


Address 





Daytime Phone Number



_____________________________________
______________________________________________
City, State, Zip




Email address














__________________________________________



Signature (required)

Address(es) to which you would like a letter confirming your receipt of degree mailed:  
1. _________________________________________________


  
     
   
   _________________________________________________




   _________________________________________________




2. _________________________________________________


  
     
   
   _________________________________________________

  

   _________________________________________________
3. ________________________________________________


  
     
   
    ________________________________________________

    ________________________________________________

*If you require more than three letters, you must send labels that can be affixed to envelopes.


Please do not write in this space:

Date Received
__________ Date sent  ___________  Initials  _____________
