
 
Transcript Request Form 

 
Name:         SS#:       
  
Attended Under Previous Name(s):         
 
Current Mailing Address:           
    Street/P.O. Box   City  State            Zip 
 
Phone:  (         )    e-mail:       
 
Date of Birth:      Dates Attended:      
 
Is this transcript being mailed to you directly?      Yes   No 
 
Mail Transcript to: 
  
Name:              
 
Address:             
  Institution 
 
Address:             
  Street/ P.O. Box 
 
Address:              
  City    State   Zip  Country 
    
 
Number of Copies Requested _____________________________________ 
 
Hold for End of term grades?    No  Term:_____________  
 
Hold until Certificate is recorded?    No 
 
 
_______________________________________ _________________________ 
Signature      Date 
 
Enclose $5.00/copy requested.  Request for transcripts will not be processed until fee and signed request are 
received. 
 
The Colorado Center for Medical Laboratory Science previously awarded academic credit under the names of St. Luke’s Hospital 
School of Medical Technology, Presbyterian/St. Luke’s School of Medical Technology, The PSL Center for Health Sciences 
Education, and HealthONE Alliance School of Medical Technology. 

The Colorado Center for Medical Laboratory Science  Denver, CO   www.MedLabEd.org 
MedLabEd@ColoradoHealth.org  (303) 839-6435  (303) 869-1720 FAX 


