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Transcript Request Form


The fee for this service is $15.00 per request. Please attach payment and provide the information requested below.

I am requesting a transcript of my attendance at Carolinas HealthCare System, Charlotte AHEC CME sponsored programs. I understand that the cost is $15.00 per request and this document will not be processed unless this form is accompanied by the payment. Information MUST be typed.
	1
	PERSONAL INFORMATION

	First name: *      
	MI:      
	Last: *      
	Degree:      

	(REQUIRED) Last 4 Digits of SSN#: *     
	Phone: *      

	Specialty:      

	Email Address:      

	I desire my transcript to cover the periods:
	From (month/year): *      
	Until (month/year): *        


* Required information

	2
	PLEASE SEND MY TRANSCRIPT TO:

	Please mail my transcript to: 

	Street Address:      

	City:      
	State:       
	Zip:      


OR

	
	Please fax my transcript to number:       


OR

	
	Please email my transcript to this address:        @      


	3
	PAYMENT OPTIONS


 FORMCHECKBOX 

Check enclosed payable to: Charlotte AHEC.

 FORMCHECKBOX 

Interfund Transfer (CHS affiliates only)

           
Dept. #       Business Unit #       Account #      
 FORMCHECKBOX 

Charge my:

  

 FORMCHECKBOX 
  VISA or    

 FORMCHECKBOX 
 MasterCard 

	Account #:      
	Expiration Date:      


Cardholder’s signature
Mail (if sending a check), Fax, or Email Transcript Request Form and Payment To:

Susan Walker

susan.walker@carolinashealthcare.org

CHS Charlotte AHEC CME, PO Box 32861

Charlotte NC 28232-2861

704.512.6568 fax
http://www.charlotteahec.org
PLEASE NOTE: It takes up to two weeks (10 business days) to process your transcript request.

Please plan accordingly.  Requests lacking complete payment information will not be processed.
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