SUNY DOWNSTATE MEDICAL CENTER
EDUCATIONAL OPPORTUNITY PROGRAM VERIFICATION FORM

Complete this form and return it to: Office of Financial Aid, SUNY Downstate Medical
Center, 450 Clarkson Avenue, Box 110, Brooklyn, New York 11203. Or fax to 718 270-
7592.

1. PART A (TO BE COMPLETED BY THE APPLICANT. Print clearly)

Your Name
Last First Middle Initial
YOUR SOCIAL SECURITY NUMBER Today's Date

SUNY Downstate Program you are applying to
You have indicated that you are applying for admission as an Educational Opportunity Program
(EOP) applicant. [For a description of the EOP Program, you may go to the web at {web
address}.

1. Have you received a bachelor's degree? Yes|[ ] No|[ ]

2. Do you intend to attend SUNY Downstate full-time? Yes [ ] No | ]

If you answered "no" to question #2, stop here and return the form to the Office of Financial Aid

at the address listed above. If you answered "yes," please continue to the next question.

3. Have you participated in any of the following? (Circle your answer)

a. SUNY EOP program No Yes

where
b. CUNY SEEK program No Yes

where
c. CUNY College Discovery Program No Yes

where
d. HEOP program in New York State No Yes

where

If you answered "yes" to any item in question #3, please take this form to the college where you
participated, and have a college official or the director of that program, complete Part B (reverse
side).



2PARTB (TO BE COMPLETE BY THE COLLEGE or UNIVERSITY. PLEASE PRINT)

NAME OF INSTITUTION

CHECK ONE: The applicant named above:

) Participated in the following opportunity program while attending this
institution:
EOP HEOP SEEK College Discovery

Other (Please explain)

DATES OF ENROLLMENT (Month/Year) From To

TOTAL NUMBER OF SEMESTERS ENROLLED IN THE PROGRAM ABOVE:

Type of degree received or expected Date:
Major Taken
) DID NOT participate in the EOP or a similar opportunity program

while attending this institution.

3 This institution does not offer an EOP-type program, but the student would
have been eligible if such a program did exist here.

PREPARER’S NAME (PRINT) TITLE
SIGNATURE DATE
DEPARTMENT PHONE NUMBER
PLEASE MAIL THIS FORM TO: SUNY Downstate Medical Center

Office of Student Financial Aid

450 Clarkson Avenue, Box 110

Brooklyn, NY 11203-2098

Attn:  Educational Opportunity Program

or fax to 718 270-7592
Revised 3/2005



