EASTCHESTER HIGH SCHOOL

2 Stewart Place ¢ Eastchester, NY 10709
914 -793 -6130, ext 4248

TRANSCRIPT REQUEST

If any information is incomplete or inaccurate, your transcript cannot be sent.
Please PRINT clearly. Allow 3 to 5 business days for processing.

CURRENT NAME & ADDRESS | NAME WHILE ENROLLED IN EHS
LAST NAME FIRST NAME LAST NAME FIRST NAME
ADDRESS DATE OF BIRTH: mm/dd/yyyy LAST 3 DIGITS OF SS #
CITY STATE ZIP
PHONE CHECK ONE AND PROVIDE DATE:
( ) [Jeraduated [ Left EHS DATE:

OFFICIAL TRANSCRIPTS WILL BE SENT DIRECTLY TO A SCHOOL, AGENCY, OR EMPLOYER.
ALL ACT/SAT/AP SCORES MUST BE REQUESTED FROM THE TESTING AGENCY.

Please provide individual, organization/school name, and complete address or email address.
RECIPENT 1 ‘ RECIPIENT 2

RECIPIENT 3 Special Notes or Instructions

Student Signature Date

Parent / Guardian Signature Date
(required if student is under 18 years old)

Please email or FAX your completed form to the EHS Guidance Office:
Mrs. Colleen Castiello  CCastiello@eufsdkl2.org ¢ FAX: 914 - 787 - 2320

OFFICE USE ONLY:




