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6301 Riverdale Avenue, NY 10471 
       

Date______________  ���� 10 Business Days (Pick-Up)  ���� After Final Exam  ���� After Conferral    
    ���� 10 Business Days (Sent) 
Student ID Number: ________________  Telephone Number: ______________________ 
Type of Transcript � Official   � Student             Type of Record: � Undergraduate        � Graduate 

 
Dates of Attendance: _____________________       Degree Received: _______________________ 
 
Name___________________________________________________________________________ 
 Last (Maiden)      First    Middle 
 

Address__________________________________________________________________________ 
     Street Number            City or Town       State           Zip Code 
 
Send transcript to: 
College or Institution: _______________________________________________________________ 
 
Address___________________________________________________________________________ 
      Street Number          City or Town     State          Zip Code 
 
 
PLEASE NOTE: TRANSCRIPTS WILL NOT BE RELEASED IF THERE IS AN OUTSTANDING BALANCE ON YOUR 
ACCOUNT OR ANY OTHER HOLDS. 
 
 

        Signature: _________________________ 
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Name___________________________________________________________________________ 
 Last (Maiden)      First    Middle 
 

Address__________________________________________________________________________ 
     Street Number            City or Town       State           Zip Code 
 
Send transcript to: 
College or Institution: _______________________________________________________________ 
 
Address___________________________________________________________________________ 
      Street Number          City or Town     State          Zip Code 
 
 
PLEASE NOTE: TRANSCRIPTS WILL NOT BE RELEASED IF THERE IS AN OUTSTANDING BALANCE ON YOUR 
ACCOUNT OR ANY OTHER HOLDS. 
        Signature: _________________________ 


