
TRANSCRIPT RELEASE FORM-FORMER STUDENT 

Signature        Date  

Please release my transcript to the above-mentioned name.  I realize that a $5.00 fee must be 

received before my transcript request is processed.  Please make check payable to Saint Luke’s 

School of Diagnostic Medical Sonography. 

CURRENT NAME: _____________________________________________________________ 

NAME AT TIME OF GRADUATION: _____________________________________________  

CURRENT ADDRESS: _________________________________________________________  

CITY: ______________________________  STATE: ____________________ ZIP: _________  

PHONE NUMBER: _____________________________________________________________ 

SOCIAL SECURITY NUMBER: __________________________________________________  

YEAR OF GRADUATION OR WITHDRAWL:  _____________________________________  

TRANSCRIPT SHOULD BE SENT TO:  

NAME:______________________________________________________________________  

COMPANY: __________________________________________________________________ 

ADDRESS:   __________________________________________________________________ 

CITY:     STATE: __________    ZIP:  ________ 

COMMENTS: _________________________________________________________________  

______________________________________________________________________________ 

  

4401 Wornall Road 
Kansas City, Missouri 64111  

Phone: 816-932-2783   Fax: 816-932-2815 

SAINT LUKE’S SCHOOL OF ECHOCARDIOGRAPHY 

_______________________________________________  ________________________ 


