
 
 

 
 

Transcript Request 
  

 Please note that there is a $5.00 fee for each transcript request.  

 Please make check or money order payable to Our Lady of Lourdes School of Nursing.  

 Allow up to 10 business days for processing.  
 

_____________________________________________________________________________  
LAST                                              FIRST                    MIDDLE                     MAIDEN/PREVIOUS  
 
_____________________________________________________________________________ 
STREET                          CITY                                                        STATE                    ZIP CODE  
 
___________________     _____________________________________     _________________ 
BIRTHDATE                          LAST 4 DIGITS OF SOCIAL SECURITY #                TELEPHONE  
 
Dates of Enrollment at Our Lady of Lourdes School of Nursing: 
  
FIRST ENROLLED (Month/Year) ________LAST ENROLLED (Month/Year) ____________ 
  
GRADUATION DATE: ____________________ OFFICIAL _______ UNOFFICIAL ________  
 
Please mails transcript(s)  

to: ________________________________________________  
 
___________________________________________________  
 
___________________________________________________ 
 
 to: ________________________________________________  
 
___________________________________________________  
 
___________________________________________________  
 
to: ________________________________________________  
 
___________________________________________________  
 
___________________________________________________  

 
 
Please sign and date: I request that an official transcript(s) be sent to the addressee(s) listed above: 
 
_______________________________________    _____________________ 
Student's/Graduate Signature                                                                                           Date:  

OUR LADY OF LOURDES SCHOOL OF NURSING   
1 MEDICAL CENTER DRIVE, RMB SUITE 3700 
STRATFORD, NJ 08084 

856-886-6141 
  
 

 


