
 

 

 

 

 

Student Transcript / Record Request Form 

 

Relationship to student:  Self  Parent/Guardian  School Official  Other:_____________ 

 

 

ID REQUIREMENT:  Please submit a copy of your driver’s license, passport, or other government-

issued photo ID with this release form.  Records will not be released without proof of identity.  

 
 

STUDENT INFORMATION 

 

First Name: _________________________  Middle Initial: ______  Last Name: ________________________________ 

 

Last name while attending school (if different than above):_________________________________ 

 

Date of Birth: _______________________________            

 

School Attended: ___________________________________________City:___________________________________ 

 

Last Year Attended: _____________________________ 

 

Please select one:  Graduated  Transferred  Other:_____________________ 

 

REQUESTOR’S INFORMATION 

 

First Name: _________________________  Middle Initial: ______  Last Name: ________________________________ 

 

Street Address: ___________________________________________________________________________________ 

 

City:____________________________________    State:________________       Zip Code:______________________                           

 

Phone: _(_________)__________-_________________ Email: _____________________________________________ 

 

 

SEND RECORDS TO 

 

Office / Recipient Name:____________________________________________________________________________ 

 

Address 1: ______________________________________________________________________________________ 

 

Address 2:___________________________________________________________________________________ 

 

City:____________________________________    State:________________       Zip Code:______________________                           

 

 

 

 

Requestor Signature:_________________________________________________ Date:________________________    
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