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TO BE COMPLETED BY THE MEDICAL STUDENT/MD GRADUATE 

Last Name:  First Name:  Middle Initial:  

Last four Social Security Number: Year of Graduation: 

Date of Birth: Phone Number: 

e-Mail: 
 

TYPE OF REQUEST 

Current MD Student 
☐ Transcript 

 
 

MD Graduate 
☐ Transcript  
☐ Certified Diploma 
☐ Duplicate Diploma 
☐ Verification 
☐ MSPE (Dean’s Letter) 

PLEASE ADVISE WHERE TO MAIL THE DOCUMENTS: 

 
 
 
 
 
 
 

 

PLEASE RETURN FORM TO: 
Margarita Telleria 

University of Miami, Miller School of Medicine 
Office of Student Affairs 

1600 NW 10th Avenue, Room 2101B 
Location Code: R-128 

Miami, FL 33136 
305-243-2002 (Office) 

305-243-8151 (Fax) 
MTelleria@med.miami.edu 

Signature:   Date: 
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