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East Georgia College 
Office of the Registrar 

131 College Circle 
Swainsboro, GA  30401  

(478) 289-2014  
Fax (478) 289-2140 

 
 

D.O.B ________/________/________ 
 

 

Student ID #:__________________________ 
 

 

Last         First                       Middle                                                                              Maiden 
 

Student’s Current Address   City   State   Zip    

Current Telephone (required) 
    

Last Term Attended: ________________/Currently Attending 

Please check one: □ FAX (____)___-_____   □ Mail   □Pick-up: Circle One:  Swainsboro/Statesboro   
 

It is the FULL 

responsibility of the  

student to provide  

the full address 

or FAX number 

to the Registrar’s  

Office to process 

 transcript.    
RequestRequestRequestRequest    will not be processed until all outstanding will not be processed until all outstanding will not be processed until all outstanding will not be processed until all outstanding HoldsHoldsHoldsHolds    are satisfied.are satisfied.are satisfied.are satisfied.    

Request must be made at least 1-2 working days before record is needed. 

Attention: 

Street Address:                                      

City:                                                 State:                            Zip Code: 

Former name   Signature         Date 
(if different from above) 

 
Special Instructions 
 

 

 


