WISDSFOUNDATION

To Whom It May Concern:

This is to certify that is currently enrolled
as a full-time, year 3 student in good academic and ethical standing, pursuing the Doctor of
Dental Medicine degree at:

(Dental School)

Sincerely,

Name/Signature

Title

Date

P.O. Box 217, Springfield, IL 62705 800/475-4737
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	Student Name: 


