REQUEST FOR VERIFICATION OF ENROLLMENT

.} Mississippi
<]} Collegap

A CHRISTIAN UNIVERSITY

STUDENT NAME (Please Print)

First Middle Last

Signature MC ID or Social Security Number
ADDRESS

Street or Box Number City, State, Zip Code
Phone Number (__ ) Date
Verification of Enrollment for the Semester
INSURANCE INFORMATION
Name of Policy Holder Address
Policy Holder# Group#
PLEASE MAIL TO: or Please Faxto_ ()

FOR OFFICE OF THE REGISTRAR USE ONLY
ENROLLMENT Semester Begin Date  End Date Hours FT or HT

The information included herein is correct.

Records Assistant Date

Please mail or fax this information to: Office of the Registrar
Box 4028
Clinton, MS 39058
601-925-3210 — Office
601-925-3481 - Fax



