
ACADEMIC AFFAIRS 
MSPE/DEAN’S LETTER REQUEST FORM – SOM Graduates 

Date of Request:  __________________  
Print Name: ___________________________________________________________________   

Class/Year of Graduation:   ___________    Date of Birth:   _____________________________  

Phone Number: _____________________   e-Mail Address:  ____________________________ 

I authorize the release of the MPSE/Dean’s Letter to the programs listed:  

Signature ______________________________________    Date _______________________ 

______Upload to ERAS _____ Upload to Residency CAS    ______ERAS for Residency     

_____Send directly to programs (complete sections below) ______ERAS for Fellowship   

 _____ Other (complete sections below)

  Please forward the requested information to the following program(s): 

Please check method of sending information to program:  ____ US Mail  ____ Fax ____e-Mail 

#1 – Please fill in all fields 

Name of Institution: ___________________________________________________________  

Program Name Contact: ________________________________________________________  

Program Name: _______________________________________________________________ 

Address:  ____________________________________________________________________  

    _____________________________________________________________________ 

Program e-Mail Address:   ________________________________________________  

Program Phone number: _________________________________________________  

Program Fax Number:  ___________________________________________________ 



Please check method of sending information to program:  ____ US Mail    ____ Fax     ___e-Mail 

Address #2 – Please fill in all fields 

Name of Institution: __________________________________________________________  

Program Name Contact: _______________________________________________________  

Program Name: ______________________________________________________________ 

Address:  ___________________________________________________________________  

    ____________________________________________________________________ 

Program e-Mail Address:   ________________________________________________  

Program Phone number: _________________________________________________  

Program Fax Number:  ___________________________________________________ 

Please check method of sending information to program:  ____ US Mail    ____ Fax     ___e-Mail 

Address #3 - Please fill in all fields 

Name of Institution: _________________________________________________________  

Program Name Contact: ______________________________________________________  

Program Name: _____________________________________________________________ 

Address:  __________________________________________________________________  

         __________________________________________________________________ 

Program e-Mail Address:   _______________________________________________  

Program Phone number:   _______________________________________________  

Program  

Please email your request below:

Staci Haaf, Program Coordinator 
Rowan-Virtua SOM  
Department of Academic Affairs  
haafs@rowan.edu  
1 Medical Center Drive, Suite 210 
PO Box 1011  
Stratford, NJ 08084 
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