
(Security Code on 

reverse of card) 

TRANSCRIPT REQUEST FORM 

 
 
Surname: _________________________________  First Name: ____________________________________ 

 

Student Number:___________________________ Contact Telephone Number: _______________________ 

 

Date of Birth: ______________________________  Email: _________________________________________ 

 

Course(s) Undertaken: _______________________________________________________________________ 

 

From Year: ______________________________  To Year: _______________________________________  

 

Year(s) Requested (please circle choice):   1st  2nd   3rd   4th  5th  Final  All  

 

Cost of Transcript(s):  €15.00 

Please state your method of payment:  

 

□ € Cheque  □ € Money Order  □ € Bank Draft   □ Credit/Debit Card  □ Cash   

 

Cardholder Name __________________________________________ 

 

Expiry Date: ______________________________________________ 

Card No: □□□□ □□□□ □□□□ □□□□ □□□  

 

Post to:       Email Scanned Copy to:  

Examination and Registration Office   exams@stangelas.nuigalway.ie  

St Angela’s College 

Lough Gill 

Sligo 

Address to which transcript should be posted: 

 

 

 

  

Signature of Student: _____________________________________  Date: ____________________ 

Office Use Only:  

Initials _________________  Date Posted ______________ 
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