
VEHICLE REGISTRATION FORM 

NAME: __________________________________________________ 
    Last                             First                              Middle 

Department: ________________________________ 

Cell Phone: _________________________________ 

Make: ______________ _______________ _______________ 

Model: _____________ _______________ _______________ 

Year:  ______________ _______________ _______________ 

Color:  _____________ _______________ _______________ 

License 

Plate #:  _____________ _______________ _______________ 

State:  ______________ _______________ _______________ 
*(School of Medicine office will fill out information below) 

Decal Color:  ________ _______________ _______________ 

Decal #: _____________ _______________ _______________ 

Date Issued: __________ _______________ _______________ 

Send to: Facilities@uscmed.sc.edu
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