RCPS Transcript Request Form

Name:
(First) (Middle) (Maiden) (Last)
Year of High School Graduation: Name of High School:
Date of Birth: Social Security Number:
Daytime Phone Number: Other Phone Number:

Due Date of Transcript:

Send Transcript to:

Address:

Permission to Release: (please answer each question)

Have you taken any AP exams? L] YES L1NO
If so, would you like these scores sent? [ ]YES [ INO
Have you taken the ACT? L] YES L1NO
If so, would you like the scores sent? [ ]YES [ INO
Have you taken the PSAT? L] YES L1NO
If so, would you like the scores sent? [ ]YES [ INO
Have you taken the SAT? L] YES L1NO
If so, would you like the scores sent? [ ]YES [ INO

Transcript fee must accompany this form if applicable.

Student/Parent Signature:

Current Address:

Date Signed:

Please allow 5 work days for processing.

For Office Use Only
Date Received: Transcript Fee Paid: $
Date Mailed:

Rockingham County Public Schools, 100 Mount Clinton Pike, Harrisonburg, Virginia 22802
Phone: 540-564-3220 Fax: 540-564-3241 This form may be mailed or faxed.
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