
KEWEENAW BAY OJIBWA COMMUNITY COLLEGE COURSE REGISTRATION 

Fall Semester Spring Semester  Summer Semester 20    

 

Name:   ID#:  DOB:   Phone:     

Address:     E-mail:      

 

Course # Course Name Credits Audit 

    

    

    

    

    

    

TOTAL CREDITS   

 

Student Signature: _  Date:   
 

Advisor Signature: _  Date:   
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