
Duplicate Diploma Request 

 

Name ______________________________________   _______   ____________________________________________ 

                         First           MI                        Last 
 

Name in student records, if different from above 

______________________________________   _______   __________________________________________________ 

                         First           MI                        Last 
 

Email _________________________________________    Phone _________________  SSN ______________________ 

Exact name to be printed on diploma (please print) _________________________________________________________ 

For which degree are you requesting a diploma?   Circle one:      AAS       BMS      both 

Number of copies (A.A.S.)________  Number of copies (B.M.S.)________    (Fee is $10/diploma) 

 

A.A.S. graduation date, if applicable (month/year is sufficient) _______________________________________________ 

         

B.M.S. graduation date, if applicable (month/year is sufficient) _______________________________________________ 

    

Cumulative G.P.A. (if known) ______________ Latin Honor(s) (if known)_____________________________________ 

Would you like your diploma mailed or would you like to pick it up?   

Circle one:   Mail    Pick up    (If picking up, we will notify you when it is ready)  

Address you would like diploma mailed to, if applicable:  

__________________________________________________________________________________________ 

Street address 

 

__________________________________________________________________________________________ 

Address line 2 

 

_______________________________________________  ________  _____________   __________________ 

City                   State                Zip            Country 

 

Payment Remittance  
Please enclose a payment of $10/diploma by check or money order or complete the credit/debit card authorization below. 
Card #   _________  _________  _________   _________      VISA  MC  AMEX   DISC    Exp:___/___ 
                               
Billing Address:________________________________________________________   Billing Zip__________ 
 
Authorized Signature________________________________________Today’s Date ___________(3 digit security code)__________ 

$10 

MAIL REQUEST TO:  Cincinnati College of Mortuary Science, ATTN Registrar, 645 W. North Bend Rd., Cincinnati, OH 45224 

FAX TO:  (513) 761-3333   Questions? 

EMAIL TO:  registrar@ccms.edu  513-618-1926, registrar@ccms.edu 

 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

REGISTRAR APPROVAL (internal use only) 

A.A.S. granted? _______   B.M.S. granted? _______ Financial good standing? __________ 

Cumulative G.P.A._________   Latin Honor(s) _____________________________________ Initial _____  Date_________  


