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THIS FORM MAY BE REPRODUCED FOR ADDITIONAL USE                         
 

Center for Financial Training Western States does not discriminate on the basis or race, color, gender, age, and national or ethnic origin. 

  
  

    TRANSCRIPT REQUEST FORMTRANSCRIPT REQUEST FORM 

 
303-629-1591 (fax)  1009 Grant Street, Ste. 102, Denver, CO 80203  info@cftws.org 

 

 
This document may contain privileged and/or confidential information.   

It is intended solely for the use of CFTWS and will not be shared without written permission. 
 
Student Name (please print): ________________________________________________________________________________ 
 
Any other Name(s) used while taking previous AIB/CFTWS classes: ____________________________________________________ 
 
Phone Numbers (one required): (_____)___________________________  (_____)______________________________ 
     (Business)      (Home or Cell) 
 
Email Address:   ________________________________________________________________________________  
 
Current Employer Name: ________________________________________________________________________________ 
 
Business Address:  ________________________________________________________________________________ 
 
City / State / Zip Code:  ________________________________________________________________________________ 
 
Years you attended AIB/CFTWS classes: ____________ to _____________ 
 
Other AIB Chapters or Center for Financial Training Offices Where You Attended Classes: 
 
Name:  _____________________________________________________ City/State________________________________ 
 
Name:  _____________________________________________________ City/State________________________________ 
 
Title of courses taken during this period:  _________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 

 
SEND _____ TRANSCRIPT(S) TO: 
 
Name:   ______________________________________________________________________________________ 
 
Organization:  ______________________________________________________________________________________ 
 
Address:  ______________________________________________________________________________________ 

 
SEND _____ ADDITIONAL PHOTOCOPY(IES) OF TRANSCRIPT(S) TO: 
 
Name:   ______________________________________________________________________________________ 
 
Organization:  ______________________________________________________________________________________ 
 
Address:  ______________________________________________________________________________________ 

 
TRANSCRIPT FEE:  There is a fee of $25.00 for each Transcript.  Photocopies of a Transcript may be obtained for an 
additional $5.00 per copy.  Allow a minimum of one month for completion of your transcript request. Please plan ahead!  
 
CHOOSE ONE:    Check Enclosed (payable to CFTWS)       Visa/MC#_______________________________________ Exp._______ 
   
Cardholder’s Name:______________________________________  Cardholder’s Signature:_________________________________ 
 
Student Signature: ________________________________________________________ Date: _________________________  


