
 

    

 

 

 

 

 

Transcript Release Request 

Please Print 

Student Name __________________________________________   Date of Graduation ______________________ 

Address: ______________________________________________ City ___________________________________ 

State: ________  Zip ___________ Phone (____)______________  Fax (____)______________________________ 

Date of Birth ______/______/______   Social Security #____________________________________________ 

I understand that signing this release of information from allows Palisade High School to mail the following 

information to the listed institutions below: 

_____ Transcripts (includes ACT/SAT)  _____ Health Records 

_____ Other (please explain)__________________________________________________________________________ 

Or 

_____ Please fax my transcript to: _____________________________________Fax (____)_______________________ 

Name of Institution________________________________________________________________________________ 

Address ___________________________________________________________________________________________  

City_________________________________________ State_____________ Zip Code____________________________ 

____________________________________________  ________________________ 

Signature        Date 

Please fax or mail this request to: 

Palisade High School  970-254-4800    Main Phone 

Attn:  Counseling Office 970-254-4812 or 4813   Counseling Office 

3679 G Road   970-464-0836   Fax 

Palisade, CO 81526 


