
Return this original, completed form to the �6�F�K�R�R�O���R�I���*�H�Q�H�U�D�O���6�W�X�G�L�H�V���	���*�U�D�G�X�D�W�H���(�G�X�F�D�W�L�R�Q (�-��������) 

Fall 20___ Spring 20___ 

STUDENT NAME:__________________________________ STUDENT Z# _____________________ 

Total # of Credits Registering for OR Course Number: ________________________________________ 

LOCAL ADDRESS: __________________________________________________________________ 

PHONE: (HOME): _____________________________   (CELL): _____________________________ 

GRADUATE PROGRAM:_______________________ E-MAIL:______________________________ 

THESIS TOPIC: _____________________________________________________________________ 

THESIS COMMITTEE: 

     CHAIR:         ________________________________             ________________________________ 
        Print Name Signature 

  ________________________________ 
             Title 

(2) MEMBERS:_________________________________ ________________________________ 
        Print Name Signature 

 ________________________________ 
             Title 

_________________________________    ________________________________ 
        Print Name Signature 

 ________________________________ 
             Title 

____________________________________________________________________________________________ 
REQUIRED SIGNATURES OF APPROVAL 

 ____________________________________________  
         Signature 

 ___________________________________________   

  ______________ 
     Date 

  _________


	Fall: 
	Spring: 
	Date_af_date: 


