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Registrar's Office 
Boston University, Henry M. Goldman School of Dental Medicine 
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VERIFICATION REQUEST 
Verification requests take approximately 3 business days to process.   
 
U__ __ -__ __-__ __ __ __ ________________________________________________________________________ 
           ID Number   Last Name (include any former names)   First Name            Middle Name 
 
________________________ _____________________________________________               
Phone Number   Email Address                         

Dates of attendance: _____ /______       to      _____ /______  
    Month / Year (MM/YYYY)              Month / Year (MM/YYYY) 

Program: □ Predoctoral  □ Postdoctoral _____________________________________________________ 
                  Area(s) of Specialization 

Degree(s)/Certificate(s) Awarded, if any:  

□ Doctor of Dental Medicine (D.M.D.)               □ Certificate of Advanced Graduate Study (C.A.G.S.) 
□ Master of Science (M.S.)                 □ Master of Science in Dentistry (M.S.D.) 
□ Doctor of Science in Dentistry (D.Sc.D.)               □ Doctor of Science (D.Sc.) 
□ Doctor of Philosophy (Ph.D.) 

Requested verification:  
□ Enrollment                  
□ Completion (students who have signed out before the official graduation date)   
□ Graduation/Degree/Certificate (official graduates only) 

□ Form (loan deferment, licensing, etc.—attach form to this request) 
 □ Elective Externship 

Delivery Method: 
□ Pick up ___________ 

           Number of copies 

□ Email to _______________________________________________________ 
                Email Address(es) 

□ Fax to _______________________________________________________________________ 
     Fax Number(s)    Attention to: 

□ Mail (list addresses below) 
 
 

______________________________________________________________________________________________ 
    Signature (requests cannot be processed without a written signature)      Date 

Mailing Addresses:  

 

 

 

____________________________________________ 
Name (person, institution or agency) 
_____________________________________________ 
Street     Apt/Suite 
_____________________________________________ 
  
_____________________________________________ 
City  State ZIP/Postal Code Country 

       Number of copies______      

 
_____________________________________________ 
Name (person, institution or agency) 
_____________________________________________ 
Street     Apt/Suite 
_____________________________________________ 
  
_____________________________________________ 
City  State ZIP/Postal Code Country 

       Number of copies______      

http://www.bu.edu/dental/about/offices/registrar/
mailto:sdmreg@bu.edu

