Florida College of Integrative Medicine
7100 Lake Ellenor Drive

Orlando, Florida 32809
P-407-888-8689 ~ F-407-888-8211
Transcript Request Form



Last Name: ______________________ First Name: ________________ MI: ___

Class #: __________    Social Security #:  ______-______-______

Date of Attendance:  
From: ____________ To: ______________



Type of Request (Check): 


Official    _____ Unofficial    How Many? ____
Request for:
____ Self      
 An Institute     
 Other (specify) ____________


I hereby request and authorize Florida College of Integrative Medicine to send a copy of my transcript to the following:
    Name:
________________________ Name: ________________________
_______________________              ________________________

       Address:  ______________________ Address:  ________________________


  ________________________

  ________________________

    
            ________________________         
  ________________________        



  ________________________              ________________________

    Phone:     ________________________ Phone:  ________________________   



Student Signature: _______________________________  Date: ____________
Print Name:

_______________________________

Address:

_______________________________




_______________________________




_______________________________
Phone:

_______________________________
Would you like to receive Alumni communications? ____Yes  ____ No
Email Address: __________________________________

Charges:  __________($10.00/Official)($5.00 Unofficial)  Method of Pmt: _______
Charge Card #: ____________________   Exp. Date: ___________

Please return this form to Student Records.
Please allow 2 weeks for transcript processing.

