Z12) Texas Health
(d/ Research & Education Institute

CME Transcript
Request Form

P1lease Print

Name:

Last Four Digits of Social Security #:

Address:

Office Phone #:

Office Fax #:

Email Address:

Preferred method for receiving copy of transcript (please circle):

Mail Fax Email

Year(s) Requested:

Signature:

Fax this request form to:

Continuing Medical Education
Department

(214) 345-8328

Department policies prohibit the release of a transcript without a written request.
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