CASE WESTERN RESERVE UNIVERSITY

Office of the University Registrar

Request for Replacement Diploma Certificate: Doctor of Dental Medicine 
Please provide the following information:





DDS

Dentistry

Year of Graduation

Degree

School/Department

Name under which your diploma was issued

ID#/SSN

Birth Date



Please provide your current mailing information:


Name

Street Address

City

State/Province

Country

Zip/Postal Code

Email Address

Daytime Phone Number



There is a $200.00 charge for replacement certificate.  Please allow 4-6 weeks for processing.

Method of Payment

(  CASH   (  CHECK   

Return payment along with this form to:

Barbara A. Sciulli, Registrar
Case Western Reserve University

School of Dental Medicine

10900 Euclid Avenue

Cleveland, OH  44106-4905
I certify that all information contained above is correct and accurate to the best of my knowledge.

Signature

Date

FOR OFFICE USE ONLY:

Hold:
Name:
___________________________
Degree:
____________________

Payment:
School:
___________________________
Date:
____________________

