LINDERMAN EDUCATION CENTER
124 3rd Ave E
Kalispell, MT 59901
[bookmark: _GoBack]Phone 406-751-3990
FAX 406-751-3930

RELEASE OF INFORMATION / TRANSCRIPT REQUEST
PLEASE NOTE: A CLEAR COPY OF THE PICTURE ID (DRIVER’S LICENSE, STATE/MILITARY ID) MUST ACCOMPANY THIS REQUEST
 STUDENT NAME Last:_________________________________ First:____________________________________
 Name at time of attendance (if different):___________________________________________________
 ____ Graduated in (year) ________
 ____ Withdrew in (year) ________ Transferred in (year) _______
 REQUESTING:
 ____ Transcript 
 ____ Other (if available, please describe) _________________________________________________

 I, _________________________________________________________, do hereby give my permission
 (Print first and last name) 
 for release of the above information to

 Name/Institution: ______________________________________________
 Mailing Address:   _______________________________________________
           _______________________________________________
 		           _______________________________________________

_____________________________________________________________________		________________
*Student Signature if over 18/Parent signature if student is under 18             	 Date 


*If the student whose information is being requested is 18 or older he/she must sign the records request.  If the student is under 18 the parent must sign the records request.*

