
The Ohio State University 
College of Dentistry 

Student Research Program 
Permission to Access OSU Advising Report 

 

Date: __________________________ 

I (Print or type full name here:) _________________________________, with 
the OSU unique identifier of (Print or type your OSU name.number, as in your 
lastname.#@osu.edu) _______________________________, give permission to 
those involved in the selection of Dr. Rudy Melfi Fellows to have full access to my 
online OSU Advising Report for the purpose of assessing my application for the 
Dr. Rudy Melfi Fellowship. 

This permission expires once my application has been approved or denied 
except that a record copy of my Advising Report may be kept with my application 
materials by the College of Dentistry Director of Student Research Program, 
Chair of the Research Committee, and Associate Dean for Research.   

Sign here: ________________________________________________ 

Send the signed and completed document by US mail, campus mail, fax, or 
email with a scan of the document to: 

William M. Johnston, Ph.D. 
Professor, Division of Restorative, Prosthetic and PrImary Care Dentistry 
Director, Student Research Program 
The Ohio State University College of Dentistry 
Postle Hall Room 3001A 
305 W. 12th Ave., Columbus, OH 43210-1267 
E-Mailto:Johnston.5@osu.edu 
Voice: 614.292.0955 
Fax: 614.292.9422 


