
 
 

MSMS TRANSCRIPT REQUEST FORM 
 

$5.00 per transcript request 
 

Please fill out the information below completely. Type or print clearly in ink. Be sure to sign this form before 
submitting it. No forms will be processed if not complete. 
 
Student’s Name:________________________ Today’s Date:______/______/______ 
 
SSN:__________________________________ Date Graduated: _____________________ 
 
Number of transcripts requested:_____  
 

  Official Transcript   Unofficial Transcript    
 

*additional items to be mailed must be submitted along with the Transcript Request Form 

 
Once all the above items are ready: 
 
MAIL DIRECTLY TO:  
 
______________________________________________________________________________ 
Name of Person 
 
______________________________________________________________________________ 
Department or Office Title 
 
______________________________________________________________________________ 
Name of College/University/Organization                         ***Must be filled out*** 
 
______________________________________________________________________________ 
Street Address or P.O. Box 
 
______________________________________________________________________________ 
City     State   Zip Code 
 
______________________________________________________________________________ 
Student’s Signature 
_____________________________________________________________________________________ 
FOR OFFICE USE ONLY: 

DATE RECV’D:  
DATE PROCESSED:  
DATE MAILED:  
REC. MGR INITIAL  

 
 

Mail to: 
MSMS Counseling 
1100 College Street 

MUW-1627 
Columbus, MS  39701 


