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Registration Form

Date registration was entered in system:

JEFFERSON COLLEGE of HEALTH SCIENCES

Student 10 #

Registering for:

a Fall Semester 0 Spring Semester

P.O. Box 13186 Roanoke, VA 24031


a Summer Semester Year​

Name:

Last

First

Middle/Malden

Preferred Name

Address:

Street Address

City

Slate

Zip Code

Home Telephone:

Work Telephone:

Social Security Number:

E-mail Address:

Address to which grades should be sent if different from above:

Course Number

Section

	Student
	a New Student
	Resident
	a Residence Hall

	Status:
	a Returning Student
	Status:
	a Commuter

	Course
	
	
	Number

	Name
	Room
	D.
	


IY

Major:
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Advisor's Signature:

Student's Signature:

0 Yes

0 Yes

0 Yes

0 Yes

Exp. date

0 No 0 No 0 No 0 No

I authorize the Jefferson College of Health Sciences to subtract any current educationally related fees from Title IV monies I may receive. I understand that I may cancel or modify this authorization at any time.

I do participate in Carilion Tuition Waiver Program

I do/will receive V.A. educational benefits

I have applied/will apply for financial assistance from JCHS I authorize a charge to be made to my VISA/MasterCard Account #

Signature of cardholder

Student's Signature

THE JEFFERSON COLLEGE OF HEALTH SCIENCES REQUIRES THAT ALL TUITION AND FEES BE PAID IN FULL OR THAT OTHER SATISFACTORY ARRANGEMENTS BE MADE WITH THE BURSAR AT TIME OF REGISTRATION.

While copy. Advisor

Yellow copy- Bursar

Pink copy-Registrar

Goldenrod copy- Student
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