
 Vatterott Educational Centers Transcript Request Form   
 
 
 

From: Date:    
 

Your Name:     
 

Address:                                                                                  

City:_________________________State:____Zip:                                                                          

Tel:                                            Fax:                                        

 
Return to: 

 
EMAIL: closure@vatterott.edu 
OR 
FAX: (636)724-8612 

 
 

To Whom It May Concern: 
I, the undersigned, request that a transcript of my scholastic records be 
forwarded to: 

 
 

SIGNATURE 
 
 

NAME OF SCHOOL TO RECEIVE YOUR TRANSCRIPT 

STREET ADDRESS 

CITY                                          STATE                         ZIP CODE 

 
Please circle school:  
 
Court Reporting Institute  
 
L’Ecole Culinaire 
 
Vatterott Career College 
 
Vatterott College 
 
Vatterott College ex’treme 
 Institute  
 
Vatterott Education Center‐ 
Dallas 
 
  
 

 
 

 STUDENT INFORMATION   
 

 
Name of Student While 
Attending School. 

PLEASE PRINT FIRST  MIDDLE  LAST 

 
Date of Birth:    Social Security Number:       

 
 
 

Years Attended Program Attended Graduated? 

 
 FOR ADMINSTRATIVE USE ONLY   

 
REQUEST RECEIVED:  

 
DATE 

TRANSCRIPT SENT:  
 
DATE 

 

 
 
 

mailto:closure@vatterott.edu

