
[image: image1.png]~ ~Tone STAR_
COLLEGE
CYFAIR




Assessment Center Application for Distance Learning Examination
(Please Print)
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     (Last Name)
                                               (First Name)
                                                                               (MI)

SS#:   FORMCHECKBOX 
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                   Phone:   FORMCHECKBOX 
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_______________________________________________________________________________________________________________________________

Street Address


City/State



ZIP

_______________________________________________________________________________________________________________________________

Student’s Signature
                                      
    Email Address


                    

	College/University Information
	Subject / Course Information

	Name:  
	Subject:                                             Test Name:

	Address:
	Course Prefix:                                  Course Number:

	
	

	
	

	Phone:
	


	Payment Information:  LSCS requires a $25.00 Proctoring Fee for all Correspondence Exams

	 FORMCHECKBOX 
  I agree to pay the above fee for the administration and proctoring of my correspondence exam.
_____________________________________________                 __________________________

(Student Signature)
(Date)
 








Signature below indicates the exam fee has been paid (attach receipt)





____________________________________________________________


(Signature of Business Office Designee)





Non-A/R Payment: GL # 10-80-9-981550-5999 TOTAL:  $25.00








UPDATED: 5/12/2009
5-2003


