
EMS/CME TRANSCRIPT REQUEST 
 
 
NAME: _________________________________________________________________ 
 
ADDRESS: ________________________ CITY: _________________ ZIP: __________ 
 
EMS ID#: _______________________________________________________________ 
 
FAX #: _____________________________  PHONE #: __________________________ 
 
SOCIAL SECURITY #:  ___________________________________________________ 
 
DATE: _________________________________________________________________ 
 
What year(s) are you requesting transcripts: ____________________________________ 
 
FAX ____                  SEND ____                              PICK-UP ____ 
 
SIGNATURE: ___________________________________________________________ 
 

PLEASE COMPLETE THE FORM AND SEND OR FAX TO:  
 
FAX:  727-341-3655 
MAIL TO:  EMS/CME ROOM178A 
  CARUTH HEALTH EDUCATION CENTER 
  ST. PETERSBURG COLLEGE 
  P.O. BOX 13489 
  ST. PETERSBURG, FL 33733-9951 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

OFFICE USE ONLY 
 
DISTRIBUTED BY:  
DATE:  
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