
TRANSCRIPT                             HEALTH RECORDS 

 

STUDENT 
NAME: _________________________________________ 
 
WHO 
REQUEST: _____________________________________ 
 
YEAR OF 
GRADUATION: ________________________________ 
 
WHERE TO 
SEND: _________________________________________ 
           _________________________________________ 
           _________________________________________ 
 
FAX NUMBER: ________________________________ 
 
NUMBER TO  
CONTACT: ____________________________________ 
 
SIGNATURE: __________________________________ 
 
 
                                                                              

         
 
 
        For office use only: 

 
                                                                             TRANSCRIPT SENT 
 
                                                                              BY: _________________ 
 
                                                                              DATE: ______________ 


