
Audit Authorization 

E-mail: ________________________________    Phone: ____________________ 

Name: ____________________________________   ID: ____________________ 

The following course should be designated Audit (not for degree credit). 

Requires Instructor’s permission. 

I plan to audit this course in the                 FALL           SPRING of _________ (year). 

Course Title:     _______________________________________________________________ 
 

CRN, Department, Course Number-Section:  _______________________________________ 

 

Instructor’s Name: ____________________________________________________________ 

 

Instructor’s Signature: _________________________________________________________ 

 

 

Your Signature: ________________________________________ Date: _________________ 
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