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Whiddon College of Medicine Official Transcript Request Form  

Full Name on USA record: ____________________________________________________________________________ 

(Last)              (First)             (Middle) 

Other Names: ______________________________________________________________________________________ 

Student ID: J00________________     Birth Date (MM/DD/YY ):____________________  Last 4 of SSN:_______________ 

Address:_____________________________________ Address 2: _____________________________________________ 

City :______________________ State:________ Zip Code:___________ Update Address  information on USA’s Database____Yes ____No 
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_______________________________________________________________________________________ 

Phone Number: _______________________________ Email address: _____________________________________ 

I authorize and request release of a transcript of my academic record at the UNIVERSITY OF SOUTH ALABAMA to the person or institution addressed below. I 
understand that transcripts will not be issued until all financial obligations to the University are cleared. I understand that the Registrar's Office does not release or 
reproduce t


