
*Insert if modification is needed. 
 

School Degree Subject Course Number 
    

Change Effective Date 

 □ New Course        □ Modification        □ Deletion     
 

Justification for Change 

 

 

Short Course Title (30 Characters): Long Course Title: 

  

Consent Required Repeat for Credit Cross-listed If cross-listed course, details: 

  □ Yes   □ Yes   □ Yes  

  □ No   □ No   □ No 

Credits Course Number* Topics Course Topic (if topics course): 

   □ Yes    □ No  

Enrollment Capacity Component Semester Frequency 

 □ Lecture □ Fall □ Every Year 

Grading Basis □ Clinical □ Spring □ Every Odd Year 

□ P/NP □ Laboratory □ Summer □ Every Even Year 

□ Letter Grade □ Practicum □ _____________ □ ________________________ 

□ S/U □ Research Course Fee Please fill out and attach the Course 

Fee Request Form to add, delete, 

decrease, or increase fees. 
□ Non-Graded □ Seminar   □ Yes 

□ ________________ □ __________   □ No 

Prerequisite(s): 

 

Course Description: 

 

 

 

Course Update Form 

University of North Texas Health Science Center 
Office of the Registrar, EAD 244 

3500 Camp Bowie Blvd. 
Fort Worth, TX 76107-2699 

(817) 735-2201 / Fax (817) 735-0448 
registrar@unthsc.edu 

http://web.unthsc.edu/download/downloads/id/699/course_fee_request_form


 
 

 

 

Proposal Submitted By: 

 

 

Typed Name      Signature     Date 

 

 

Department Chair: 

 

 

Typed Name      Signature     Date 

 

 

Chair, Curriculum Committee: 

 

 

Typed Name      Signature     Date 

 

 

Dean of School: 

 

 

Typed Name      Signature     Date 

 

 

*Please attach a copy of the course syllabus for new or modified courses.  If additional room is needed 

please use another sheet. 

 


	Course NumberRow1: 
	Effective DateNew Course Modification Deletion: 
	undefined: 
	Long Course TitleRow1: 
	No_4: 
	Course NumberRow1_2: 
	Topic if topics courseYes No: 
	Summer: 
	Every Even Year: 
	NonGraded: 
	Seminar: 
	PrerequisitesRow1: 
	Course DescriptionRow1: 
	Typed Name: 
	Date: 
	Typed Name_2: 
	Date_2: 
	Typed Name_3: 
	Date_3: 
	Date_4: 
	Typed Name_4: 
	Text5: 
	Text6: 
	Text7: 
	Dropdown8: []
	Dropdown9: []
	Dropdown10: []
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off


