
 

Department of Physician Assistant Studies 
Permission to Record Lectures 

Semester: Fall Spring Year: 

Course Name:  _____________________________________________________________ 

Course Number:____________________________________________________________ 

Student: __________________________________________________________________ 

Purpose:   _________________________________________________________________ 

Instructor Name:  ___________________________________________________________ 

Instructor Signature: ________________________ 

_____________

Date:____________ 

Student's Graduating Year: ___________________________________________________ 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________




