
 

TRiO Referral Form 
 

 

 

Student Name: _________________________________________________________________ 

Student Contact Info:  

 Telephone Number: (_____) _____________________________________________ 

 E-mail Address: _______________________________________________________ 

Referring/Transferring Institution: __________________________________________________ 

Referring/Transferring Program: ___________________________________________________ 

 

Please check eligibility from transferring TRiO Project: 
 

 First generation 

 Low-Income 

 Disability 
 

Please complete if applicable: 
 

High School GPA ______   Academic Need: ____________________________ 
 

ACT Composite Score ______  College GPA: ______________________________ 
  

SAT Composite Score ______   

 
NOTE: List any additional criteria your program may use to qualify the applicant 

for acceptance into your program.  
 

Comments:  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

_____________________________________ _________________________ 
TRiO Staff Signature 

                        
Title

 

        _________________________ 

        
Date
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