
I will complete the following coursework that makes me eligible for the certificate indicated above.

COURSE # TERM/YEAR COURSE TITLE INSTRUCTOR CREDITS

APPLICATION FOR GRADUATE 
CERTIFICATE PROGRAM

First/Given Name Middle NameLast/Family Name

First Term of Certificate Enrollment 

Use this form to apply for a graduate certificate while working toward a graduate degree. Submit a form for each certificate.
If you are not working toward a graduate degree, please apply online at https://applyto.graduateschool.vt.edu/ for graduate 
certificate status.

E-mail Address:

Anticipated Term of Certificate Completion

     Fall        Spring    Summer   Year

Desired Certificate

    Doctoral

    Education Specialist

    Master's

Current Degree Level

Enrollment Information

GRADUATE SCHOOL Signature  Date (MM/DD/YY)   

CERTIFICATE PROGRAM APPROVAL Signature Printed Name e-mail (@vt.edu, preferred)  Date (MM/DD/YY)   

STUDENT Signature  Date (MM/DD/YY)  

Last 4 digits of VT ID: 

Page 1 of 1, Jan 2025

Current Program

     Fall        Spring    Summer   Year

Submit your completed form: 
http://gs.vt.edu/forms

120 Graduate Life Center, Blacksburg
VT ICAB1, 3625 Potomac Ave, Alexandria

For assistance, call 540-231-8636 or

email grads@vt.edu 
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