CAPITOL COLLEGE

A FEE OF $5.00 NE WEEK
S TR ANSERIDT OFFICE OF THE REGISTRAR %E‘:R%CES fom
MUST ACCOMPANY TRANSCRIPT REQUEST

EACH REQUEST

PLEASE PRINT DR TYPE

Name Social Security Number

Name used previously if different
Current Address

Day-time phone number
Dates of Attendance to

| hereby authorize the Registrar of Capitol College to release copy(s) of
my transcript to the below requested recipient.

Please check one: -

| will pick up my trancript(s)

Office of the Registrar will mail my
trancript(s) to the following address:

MUAIL ING
USE
oMLY

STUDENT SIGNATURE DATE

FOR OFFICE USE OMLY

Fea Received $ Business Office Clearance Date

Prepared & Mailed By Date

Action Denied Due to

11301 Springfield Road, Laurel, Maryland 20708 (301) 369-2800



