m Please PRINT.

SUPPLEMENTAL
GRADE REPORT

OFFICE OF THE REGISTRAR (MC 018)

NOTE: MUST BE COMPLETED WITH
GRADABLE CRN CARRYING CREDIT HRS.

COURSE TITLE

CRN ||
NAME Last I First Middle UIN
SUBJECT COURSE NO. CREDIT GRADE | STUDENT'S COLLEGE
DAppIied Health Sciences D Engineering I:J Nursing I:I Cont. ED.

|;|Arch. Design & the Arts

EI Liberal Arts & Sciences I:I_ Pharmacy I:J Graduate

Last Date of Attendance if a grade of
“F” or “U” is being Issued: I |:| Business Administration EJ CBA |;|Public Health I;ISummer
- Session Only
Term(s) Registered for Course Date Form Completed |;|Dentistry C cmea |:|_ Social Work
Elga"_ Month |Da Year |:| Education |:| Medicine EJ Urban Planning &
pring ’—L - Public Affairs
[JSummer Year | DOther, please specify I
REASON FOR REPORT (Complete section.) =*Please note: College stamp/signature is required for all Supplemental Grade Reports.**
| REQUIRED SIGNATURES For College Use Only For ORR Use Only
El . TO CORRECT GRADE OF
BECAUSE: | Signature of instructor (required for all changes)
Signature of department head or chairman (required
2. PROFICIENCYEXAMINATION (for most changes for | or DFR grades)
S PASSED (only a grade of CR is
reported; no report is made of failure)
Signature of dean (required only for NR or Proficiency
Exam credit)
DISTRIBUTION: Instructor — retain green; submit white, canary, gold, and pink to department;
Department — retain gold; forward white, canary, and pink to student’s college;
OAR - 07/13

College — retain canary; send pink to student; forward white to Registration & Records
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