SCHOOL OF MEDICINE TRANSCRIPT REQUEST FORM
CASE WESTERN RESERVE SOM Office of the Registrar « som-registrar@case.edu
UNIVERSITY 10900 Euclid Avenue, T408 Cleveland, Ohio 44106-4968

Tel: (216) 368-6137 « Fax: (216) 368-4621 / 368-6128

Date: Name:
(Last) (First) (Middle)

Other Name(s) or Maiden while at CWRU:

Current Address:
(Street) (City) (State) (Zip)
Daytime Phone: ( ) Email Address:
Case ID: Empl ID (SIS):
Class Of: ccLem (L Currently Enrolled? Y (_) N (]
. . . . Price No.
Transcript Destination(s) - Please fill out all that apply per copy required
ERAS $5.00
VSAS $5.00
In-Person Pickup $5.00
Fax Fax #: $10.00
Mailing Address: (Attach additional addresses if needed)
Mail $5.00
Would you like delivery via FedEx? Y D N D 52100
Total:

(L) Ihave reviewed my transcript in SIS (case.edu/sis), upload AS IS.

(L) Special Instructions (Please attach all additional forms and documents needed):

Signature or Type Name: Date:
(Signing another person’s name constitutes fraud)

Please select Method of Payment: No Cash Accepted! Check [:] Money Order [:] Bank Draft [:]

Credit Card: If you are sending this form electronically, please call (216) 368-6137 to provide this
information by phone. American Express is not accepted.
Cardholder’s Name:

@ Master Card Credit Card Number:

(Q) Visa Expiration Date: CCV# (3 digits on back of card):
@ Discover Billing Address:

Signature of Printed name

Cardholder: or Cardholder:

Please fax or mail to the SOM Office of the Registrar
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