University of Arkansas
College of Medicine
4301 West Markham St., #552
Little Rock, AR 72205

RELEASE REQUEST

The following requires a signature for release:
Official Transcript
Unofficial Transcript
Dean’s Letter - MSPE
Fax request accepted.
Letter of Verification:
Full Time Student

Include Anticipated Graduation Date

Other - Please specify below:

I will pick up

Mail to:

Signature (if applicable — must have signature for transcript, Dean’s Letter, MSPE release)

Name (Print)

Classification — Please mark: M1 M2 M3 M4 Graduate __ Other

Date

FAX (501) 686-8160
Office (501) 686-5738



