
APPLICATION FOR MASTER OF SCIENCE IN DENTISTRY 
 
Applications are due in the Office of Graduate Studies three months before the expected date of graduation. 
 
Return to:    Date of application_________________________________ 
OFFICE OF GRADUATE STUDIES    Expected date of graduation__________________________ 
School of Dental Medicine    Social Security number__________ - ______ - __________ 
 
Your name on your diploma is taken directly from the CWRU ISIS database.  The name as it appears on your transcript is 
the name that will appear on your diploma.  If the name on your transcript is incorrect, please notify the Registrar as soon 
as possible so that the mistake can be fixed well in advance of printing your diploma.  A middle initial may be used, but it 
will not be followed by a period (.). 
 
PRINT OR TYPE FULL NAME_____________________________________________________________________ 
 first   middle                              last 
 
Present address____________________________________________________________________________________ 
  (where we can reach you concerning graduation) 
 
Phone number____________________________________ Study in the Department of ______________________ 
 
RESEARCH PAPER TITLE.  The title given below will be used in the Commencement Program.  Please print or type. 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
ACTUAL OR CONFIRMED DATE OF THESIS DEFENSE_________________________________________________ 
 
THESIS COMMITTEE MEMBERS ________________________  ______________________  
 
_________________________ ________________________  ______________________ 
  
 
Please list below the degrees which you now hold 
 
                     Institution                  Degree            Year Awarded 
   
   
   
 
FORWARDING ADDRESS (after graduation)  
 
__________________________________________________________________________________________________ 
 
__________________________________________________ TELEPHONE (if known)__________________________ 
 
It is the graduate student’s responsibility to secure the signature of the thesis advisor and department chairperson who 
indicate that all degree requirements will (in all reasonable probability) be met in time for the commencement indicated. 
 
Thesis Advisor’s signature_____________________________________  Date____________________________ 
 
Chairperson’s signature_______________________________________  Date____________________________ 
 


