
Request for Transcript

Sanford Medical Center, Radiography Program
300 N. Seventh St., Bismarck, ND 58501
Phone: (701) 323-5470

Name  ________________________________
Address  ________________________________
City, State, Zip  ________________________________
Maiden Name  ________________________________

Send / Release transcript to:
  ___________________________________ 
  ___________________________________ 
  ___________________________________ 
  ___________________________________

NOTE: ONE ADDRESS PER TRANSCRIPT REQUEST

Date _____________ No. of Copies ___________
Are you currently enrolled at Sanford? Yes     No
If “NO”, Date of graduation ___________________
Phone or E-mail ____________________

Signature ________________________________

(For office use only)
Request taken by __________ Date Sent/Released __________
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