GREATER ALTOONA CAREER & TECHNOLOGY CENTER
PRACTICAL NURSING PROGRAM
TRANSCRIPT REQUEST/RECORDS RELEASE FORM

Date of Request:___________________________
Name:___________________________________       Former Name:_____________________________
Social Security Number:_____________________       Date of Birth:______________________________

Phone Number:____________________________      Dates of Attendance:________________________

Current Mailing Address:           _______________________________




            _______________________________




            _______________________________

Transcript Request

              
         Official (with school seal)             Unofficial (without seal)
Mail Official Transcript(s) to:    _______________________________




            _______________________________







            _______________________________

Mail Unofficial Transcript(s) to: _______________________________




            _______________________________




            _______________________________

If more than one transcript:     Separate Envelopes       Yes:_____      No:_____

Records Release (Medical Records are only maintained for 5 years from separation from the program.)


Mail Record(s) to:      ______________________________




            _______________________________




            _______________________________


Fax Record(s) to:        _______________________________




            _______________________________

Signature:________________________________     Allow 5 days for records to be processed

$5.00 Per Transcript       $5.00 Per Records Release

For Business Use Only:        Date Request Received: __________
     Date Request Completed:__________

2/4/10

PN 5619

1500 Fourth Avenue, Altoona, PA 16602

814.946.8490 fax: 814.569.1711

