Transcript Request Form

3-5 Business Days for Processing

Philadelphia College of Osteopathic Medicine
Registrar’s Office - Philadelphia and Georgia Campuses

203 Rowland Hall - 4190 City Ave - Philadelphia, PA 19131
Tel: 215-871-6704 - Fax: 215-871-6649 - registrar@pcom.edu - www.pcom.edu

Student Information: Please PRINT

Name: SSN/Banner ID:

Previous Name:

Program/Degree:

Graduation Year or Dates of Attendance: Date of Birth (mm/ddlyyyy): / /

Email: Phone Number: ( ) -
Campus Attended: [IPhiladelphia [ |Georgia

Transcript Information: Please PRINT

*There is no charge for transcripts

Special Instructions:

[IThe Attached Form(s) need to be sent with the Transcript
[]Hold Transcript until the current term’s grades are posted
[_]other:

Delivery Options:
L 111l Pick up Sealed Envelope
[]Send to the Below:

*If sending to more than three places, please complete ADDITIONAL Transcript Request Form(s).
Addresses/Fax numbers will not be accepted unless listed on the Transcript Request form with your signature.

Number of Copies: Number of Copies: Number of Copies:
[ IMail [ ]Fax [ IMail [ ]Fax [ IMail [ ]Fax
Mail To: Mail To: Mail To:

Fax Number: Fax Number: Fax Number:

My signature below authorizes the Registrar’s Office at PCOM to send my transcript to the person or organization listed above.
FAX WARNING: | understand that by faxing my transcripts | will be compromising my confidentiality and release PCOM from any liability that

may arise.
Signature: Date:
| REGISTRAR’S OFFICE USE ONLY: Processed By: Date:



mailto:registrar@pcom.edu
http://www.pcom.edu/

