
Transcript Request Form

Name:__________________            SS/X#_________________ 

Home Phone:___________  Business Phone:__________ 

Cell Phone:_____________ 

CHECK ONE 

O�cial Transcript:            Uno�cial Transcript:   

O�cial transcripts are sent to a third party only 

PLEASE SEND   TRANSCRIPT    TO: (Print Clearly) 

Name:____________________________________________

Address:__________________________________________ 

_________________________________________________

_________________________________________________

SIGNATURE:________________________________________

DATE:__________________________ 

This request may be faxed to:  (718) 990-7469 or   

Attn: Records/Examinations Assistant 

Mailed to:   St. John’s University School of Law 
                 O�ce of the Registrar, Belson 4-58 

                 8000 Utopia Parkway 
                 Queens, New York 11439 

Year of Graduation or Years of Attendance:_______________


