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Certification of Residency in Georgia
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Full Name (include all previous names) ___________________________________________________________________________      
   
Date of Birth _________________________________		Social Security Number______________________________

Permanent Address: _____________________________________________________________________ County: __________________  

Are you a US citizen? _______ If not, are you a eligible noncitizen? _______ If so, please attach documentation. 
    
Place of Birth (City, County, State) _________________________________________________________________________________

If Married, Name and State of Residence of Spouse_______________________________________________________________

Year First Lived in GA __________    		  Current GA Residency Maintained Continuously Since __________ 

Please explain any break in GA residency _________________________________________________________________________

Name and Location of High School attended ______________________________________________________________________

Please list all cities where you have lived and note length of time in each ______________________________________
_________________________________________________________________________________________________________________________

Current Driver’s License issued by __________(State)		   Automobile Registered in __________(State)
Please submit a copy of current Driver’s License.

Dates of Last Full-Time Employment (inclusive dates) ________________ to ___________________ 	State _________

Year Last GA Income Tax Return Was Filed __________	      State Where Last Registered To Vote? __________


The above information is given for the purpose of determining my legal residency status.

Applicant’s Signature ________________________________________________________________________________

Sworn to and subscribed before me this ___________ day of _______________________________________ , 20 _____

____________________________________________ My Commission expires _________________________________
Notary Signature (Affix Seal)

By my signature below I am acknowledging my understanding that any falsification of the information provided above may result in the withdrawing of my applicant from consideration of acceptance, the withdrawal of an offer of acceptance and/or the dismissal from Mercer University School of Medicine.

_________________________________________________________________________________________________________________________
Applicant’s Signature								Date
Updated 2014 AAH
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