TRANSCRIPT REQUEST

To obtain an academic record/transcript for your MEDICAL/DENTAL “A” or “C” schools, complete ALL the information below.  

NAME: (Last, First, Mi)



SSN:

FORMER NAME:   (If Applicable)



DATE OF BIRTH:

ONLY “A” & “C” SCHOOLS:
DATES OF COURSES:

LOCATION:

__________________________
____________________
____________________

__________________________
____________________
____________________

__________________________
____________________
____________________

OFFICIAL COPIES

Colleges/Universities will only accept transcripts received directly from this office as official.   Student copies will not have the raised seal.

Please provide complete address and indicate either  (O) for official or (S) for student copy.

(O) (S) ___________________________________________________________________
(O) (S)

(O) (S)

(O) (S)

SIGNATURE:








DATE:

Request will be returned if not signed.

Mail form to:  Commander, Naval Medial Education and Training Command 

Attn: Registrar, Bethesda, MD 20889-5611.

NAVMEDEDTRACOM 1510/3 (08/03)


