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BILLING ADJUSTMENTS FORM 

 
 
Student Name: ______________________________________ Student ID: ________________________________ 
 

 ATI/TEAS/CAAP Make-up Fine    Cost center: _______ Billing code:___________ 
Original test date: ________________________  Re-scheduled test date: ________________________ 
 
Make up fee amount: _____________________  Charges requested by: _________________________ 

 

 BNA Make-up Fine       Cost center: _______ Billing code:___________ 
Date class missed: _______________________  Date class made up:___________________________ 
 
Make up fee amount: _____________________  Charges requested by: _________________________ 

 

 Skills Lab/Clinical Make-up Fine      Cost center: _______ Billing code:___________ 
Date class missed: _______________________  Date class made up:___________________________ 
 
Make up fee amount: _____________________  Charges requested by: _________________________ 

 

 No Show No Call Fine     Cost center: ________     Billing code:___________ 
Date missed: ____________________________  Date Class make Up:_________________________   
 
Amount:________________________________  Charges requested by:_________________________ 
 

 Lost Medication Key Fine       Cost center: _______ Billing code:___________ 
Amount: ______________________________  Charges requested by:_________________________ 

 

 Transition Course Fee       Cost center: _______ Billing code:___________ 
Course Number & Name: ______________________________________________________________________ 
 
Amount: _____________________________  Charges requested by: ________________________ 

 Graduation Fees (see attached list)    Cost center: _______ Billing code:___________ 
 

 ATI/TEAS/CAAP Testing Fees (see attached list(s))   Cost center: _______ Billing code:___________ 

 Billing Adjustments (BSN Completion program test out option, Health Professions distant site discount) 
 

Changes requested by: _____________    Date: _____________     Cost center: ________ Billing code:___________    
 

Explanation of adjustment: _________________________________________________________________________ 
 

_______________________________________________________________________________________________ 
 

 
 

________________________________________________________                    ___________________________  
   
Registrar Signature                                      Date 

Original to:  Student File 
Copy to: Registrar 
 Student Accounts Billing 

 Dean of Operations 
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