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TRANSCRIPT REQUEST

Student information (please print):
Name

Current Address
Current City/State/Zip
Phone

E-mail

Date of Birth

Year(s) Attended

Other Last Name(s)

Transcript request for (check all that apply):

SELF # needed (send to above address)

FAX # ( ) - ATTN:

___ COLLEGE, UNIVERSITY, or OTHER (send to the address or the college/university listed below)

Name

Address (line 1)
Address (line 2)
City/State/Zip

By signing below, I give the Citizens Medical Center School of Radiologic Technology permission to send/release my
transcript as indicated above.

Signature Date

Mail this form to Program Director School of Radiologic Technology, Radiology Department, 2701 Hospital Drive,
Victoria, TX 77901

Fax this form to 361.572-5091

E-mail this form to mjreynolds@cmcvtx.org (signature required)
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