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CALIFORNIA STATE UNIVERSITY, LONG BEACH
REQUEST FOR ACCESS AND CONSENT FOR RELEASE OF STUDENT RECORD

I,         
 

request that the following records:

  Transcript Health Center File (requires additional release form)        Other (specify below)

   be made available to me

  be made available to

be sent to:

Name:

Address:

for the following reason (check one):

 Application or attendance at another institution of education

 Employment     Insurance

 Other (must specify)

This authorization shall be valid from    to     .

(May not exceed one (1) year from date of student’s signature below.)

Student’s signature:       Date:

 Sent  Access provided

 Not sent (student must be notified)  Access denied (student must be notified)

Comments:

Optional

I request a copy be sent to me. *

 verification of the above request be sent to me.

Date sent:   by:

* I understand that before a copy of this information is provided to me or the person(s) I designate, I may be required to 
pay a copying fee, transcript fee or the like at the University Cashier’s Office, and to return the receipt to the records cus-
todian of the department wherein the requested educational records are maintained.

           (name)                                  (student I.D. number)

❒

(Enter name of authorized individual. This individual must also sign a Record Access form.)

     (date)                             (date)    

                 (student)                                  (address)    

❒ ❒

❒

❒

❒

❒

❒

❒

❒

❒

❒

❒ ❒

❒


