
Student should complete boxes 1 – 2 and submit to the Program Director

Student:__________________________________________________________________________

Course:_ _________________________________________________________________________

Date:____________________________________________________________________________

Original grade issued which is being appealed:__________________ Final/Interim:______________

Grade issued by:___________________________________________________________________

Please state concisely the basis for your appeal and request for grade review:

For Program Director use:

Resolution — Please indicate meetings/calls with student and/or faculty concerned, your decision 
regarding the appeal and means of communicating the decision to the student. Return this  
completed form to the wusmregistrar@wustl.edu:  

Signature/Date:  __________________________________________________________________

Grade Appeal Form
Office of the Registrar

Washington University School of Medicine at Washington University Medical Center
 Campus Box 8021,  660 S. Euclid Ave., St. Louis, Missouri 63110-1093  (314) 362-6848  

wusmregistrar@wustl.edu
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