Nebraska Health Care Learning Center
Transcript Request

Transcripts will not be faxed or emailed

Date Number of Copies

Please Print Clearly

Name (Last) (First) MDD
Address

City State Zip

Phone

Former Name(s) Birth Date

Social Security Number

Dates of Attendance (Approximate)

Send transcripts to:

Name/Office

Address

City State Zip

O Immediate Transcript - $15.00 fee
[J Send transcript - 5 working days - $10.00 fee
O Pick-Up - 5 working days- $10.00 fee

Signature Date

Billing Information: [] Check Enclosed [ Cash
r (] credit Card

Cardholder’s Name (PRINT):
Credit Card #

Expiration Date:
Cardholder's Billing Address, City, State, Zip:

Signature:
Your signature on the line above will authorize this transaction. 1
Make checks and money orders payable to:

Nebraska Health Care Learning Center
3900 NW 12", Suite 100

Lincoln NE 68521

(402) 435-3551

Fax: (402) 475-6289

Office Use Only

Transcript Prepared By:
Date Transcripts Mailed:




