
 
UNIVERSITY OF MEDICINE AND DENTISTRY OF NEW JERSEY   
SCHOOL OF OSTEOPATHIC MEDICINE 
OFFICE OF THE REGISTRAR 
ONE MEDICAL CENTER DRIVE, SUITE 210 
STRATFORD, NEW JERSEY 08084-1501 
(856) 566-7055            TRANSCRIPT REQUEST FORM 
 
 
INSTRUCTIONS:  Print firmly.  Complete this form (except “FOR OFFICE USE ONLY”) and submit all 
copies to the Office of the Registrar.  For alumni and former students, the University has instituted a fee of 
$5.00 for each official transcript request.  Please make checks or money orders payable to UMDNJ-School of 
Osteopathic Medicine-Registrar (UMDNJ-SOM).  PLEASE DO NOT SEND CASH.  The request(s) for 
transcript(s) will be processed only after the appropriate fee has been received.  Only unofficial (student) 
copies of transcripts will be issued directly to students.  Official transcripts will be issued directly by the 
Office of the Registrar to the educational agency or institution listed below.  No official transcript will be sent 
for any person whose financial account is not clear.  Please allow ten days for processing. 
 
NAME:  _____________________________________________________________________________    
 
UNIVERSITY ID:_______________________________  or   SSN:  _____________________________ 

  
OTHER NAME WHILE AT UMDNJ (IF APPLICABLE):  ____________________________________  
 
MAILING ADDRESS:        ______________________________________________________________ 

 
      ______________________________________________________________ 
 

TELEPHONE NUMBER:   ______________________________________________________________ 
 
 (   )    Check if Currently Enrolled          Graduation Year: _____________________ 
 
Dates of Attendance:  From:_______________________  To:  _______________________________ 
 
MAIL TRANSCRIPT TO:  (For multiple transcript requests, a list may be attached per one request form.) 
 

      ______________________________________________________________ 
 
         ______________________________________________________________ 
 
         ______________________________________________________________ 
 
         ______________________________________________________________ 
 
 
PURPOSE OF TRANSCRIPT:  __________________________________________________________ 
 
Number of Copies:  _______       (   )  Official Transcript                      (   )  Unofficial Transcript 
 
Signature:  _____________________________________________   Date:  ________________________ 
 
FOR OFFICE USE ONLY  Rec’d _____________Sent _________Fee ________Paid ______________ 


	STRATFORD, NEW JERSEY 08084-1501
	NAME:  _____________________________________________________
	UNIVERSITY ID:_______________________________  or   SSN:  __

