
HIGH SCHOOL EQUIVALENCY PROGRAM 
CENTER FOR MIGRANT EDUCATION 

UNIVERSITY OF SOUTH FLORIDA 
 
PERSONAL INFORMATION  MUST BE COMPLETED IN INK 
 
NAME:              STUDENT CELL: (___)___________      

LAST                FIRST    MIDDLE 
 
DATE OF BIRTH:                AGE:          SEX (M/F):    PARENT CELL: (____) __________________  
 
MAILING ADDRESS:              
 STREET/P.O. BOX    CITY   STATE     ZIP 
 
EMAIL ADDRESS: _________________________________________REFERRED BY:       
 
NAME OF PARENT OR GUARDIAN (SPECIFY):           
 
TYPE OF IDENTIFICATION: ___________________________________   USF U#:______________________________ 
 
FAMILY SIZE: ____________ FAMILY ANNUAL INCOME: $________________    BETA RBE: _______________ 
              
 
LAST SCHOOL ATTENDED:             DATE OF WITHDRAWAL:    
 
LOCATION OF SCHOOL:   


