

ENROLLMENT DOCUMENTATION REQUEST FORM (EDRF)
PERSONAL INFORMATION (All information below is required.)
Student First Name: 	Type here First Name	Student Last Name: 	Type here Last Name
Student ID Number: 	Type here Student ID	Student Medical School Year: 	Type here MS Year
Student Cell Phone Number: 	Type here Phone	Student UTRGV Email Address: 	Type here Email
Today's Date: 	Type here MM/DD/YYYY	Needed by Date: 	Type here MM/DD/YYYY

Please allow at least three business days for processing
DOCUMENT(S) REQUESTED
☐ Enrollment verification, including certification of good standing	☒ Proof of liability insurance
☐ Other document   	Type here Other Document Description

INSTITUTION INFORMATION (Required for the third party receiving the documents.)
Provide accurate contact information. If the requested document is undeliverable because of invalid information, a new corrected EDRF will be required.
Purpose for the Request: 	Type here Request Purpose	Institution or Company Name: 	Type here Institution Name
Recipient's Name: 	Type here Recipient's Name	Recipient Email Address: 	Type here Recipient Email Address
Mailing Address: 	Type here Mailing Address	Suite Number: 	Type here Suite Number
City: 	Type here City	State: 	Type here State	   ZIP Code: 	Type here ZIP Code

METHOD OF DELIVERY (Select one option.)
☐Send to the recipient's email address listed above	 ☐Send to my UTRGV email address listed above

SIGNATURE (Unsigned or incomplete forms will be returned unprocessed.)
Student Signature: 	Type here Student Signature	Student Signature Date: 	Type here Date MM/DD/YYYY

Submit the completed and signed EDRF by email to SOMRegistrarServices@utrgv.edu
ADMINISTRATIVE USE ONLY
Registrar's Office Designee
Registrar Designee Printed Name: 
	Type here Printed Name	Registrar Designee Signature: 
	Type here Signature	Registrar Designee Date: 
	Type here Date MM/DD/YYYY
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