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It is the student responsibility to check their schedule for the correct class 

days and time.  If there is an error, please contact the Student Records office. 
 
 

 

 

 

Student Signature      Date 
 

 

Advisor Signature                  Date 

    
 

Please complete and sign this form, and fax to: 

 

Early College Experience 
Washington County Center  

Fax: 479-751-4942 
Phone: 479-725-4688 

www.nwacc.edu/earlycollege 
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Processed by _______________________ 

 

Date _____________________________ 
 

 


