
 
 

 

REQUEST FOR TRANSCRIPT OF RECORD 
 
To obtain a transcript of your record, complete the information requested below.  A fee of $5.00 
per official transcript is charged.  Submit payment by check or money order with this completed 
form.  Mail this transcript request and fee to: Nashville General Hospital at Meharry, Department 
of Health Sciences Education, 1818 Albion Street, Nashville, TN 37208. 
 

Please Print 
 
__________________________________________________________________ 
Last Name (at time of enrollment)                 First Name                                Middle Name 
 
__________________________________________________________________ 
Address                                                       City                                 State           Zip 
 
__________________________________________________________________ 
Phone Number (Day)                                                                    Date of Graduation   
 
The Radiologic Technology Program at Nashville General Hospital at Meharry is bound by the 
Family Education Rights and Privacy Act of 1974 not to release any information without the 
student’s written authorization: 
 
______________________________________________________ 
Current Name Signature and Date 
 
 
SEND TRANSCRIPT OF RECORD TO THIS ADDRESS:    Please print clearly 
 
__________________________________________________________________ 
Name 
 
__________________________________________________________________ 
Office 
 
__________________________________________________________________ 
Address                                                         City                                State           Zip 
 
For Office Use Only: 
Date Sent: ___________________ 
Pick-up Date: ________________ 
Initials: _____________________ 


