
                                                           1730 W Olympic Blvd., 3rd Fl, Los Angeles, CA 90015 

      Office (213) 381-2221 Clinic (213) 381-1700 Fax (213) 381-2227 

www.samra.edu 

 
TRANSCRIPT REQUEST FORM 

PLEASE PRINT CLEARLY 

DATE:                                              STUDENT ID NO: 

LAST NAME:                                       FIRST NAME: 

ADDRESS: 

E-MAIL ADDRESS:                                                   PHONE NO: 

ANY PREVIOUS NAME(s) IF DIFFERENT FROM ABOVE: 

[  ] CURRENTLY ENROLLED       [  ] HOLD FOR FINAL GRADES        [  ] HOLD FOR DEGREE COMPLETION 

[  ] WITHDREW -  DATE:                                        [  ] GRADUATED -  DATE: 

ARE YOU INTERESTED IN BEING A PART OF THE ALUMNI NETWORK ASSOCIATION?      [  ] YES         [  ] NO 

Please make check payable to SAMRA UNIVERSITY.  Allow at least 5 to 7 working days for processing.  If paying be credit card, please write 

credit card no, expiration date & amount to be charged: 

 

CC# _________________________________________________ EXP. DATE: _______________________________ AMOUNT:  _______________________ 

I understand that my financial account must be current before my official transcript is issued. 

REQUESTOR’S SIGNATURE: _______________________________________________ DATE:  ______________________ 

PLEASE SEND TRANSCRIPT TO:                                                                         

  [ ] California Acupuncture Board  [ ] Nat’l Cert Com for Acup & OM  [ ] Myself                 
  [ ] The following school or Agency (please write address below) 

 

 

 

 

 

For Official Use Only: 

Fee Paid:                                 [  ] CASH      [  ] CHECK     [  ] CREDIT CARD 

Business Office Cleared & Approved by:                                  Date: 

 

Registrar’s Office: 

Date Mailed: 
FORM REVISED 3/09 


