Name: ______________________________________________________________
 
SLC (circle one):         Communications         Health Science            Skilled Professions
 
Reason for early graduation request: _____________________________________________________
 
______________________________________________________________________________________

______________________________________________________________________________________
 
Student Signature: ______________________________________________________
 
Parent Signature: _______________________________________________________
 
Date: __________________________________
 
Counselor Signature: ___________________________________ Date: _____________
 
 
This student is ________ approved _________ not approved for early graduation consideration.
 
Administrator Signature: _________________________________ Date: _____________





Please initial the following statements:

___	I understand that I must take any EOCs for classes this semester.
___	I understand that I will be informed of successful completion of high school courses by phone as soon as grades are complete in January.
___	I understand that if I have not successfully completed all graduation requirements by the end of this semester I will be required to return and take a full schedule of classes in the Spring semester.
___	I understand that in order to participate in graduation in May I must attend graduation practice.
 ___	I understand that I will not receive my diploma until May.
 ___	I understand that any unpaid school fees must be paid in order for me to receive my diploma.
 ___	I understand that I am able to participate in any senior events that happen next semester, but it is my own responsibility to find out when and where they will be taking place.
  
 
Student Signature:____________________________________         Date: _______________________
 
Counselor Signature: ___________________________________       Date: _______________________
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