
 

OFFICE OF ADMISSION AND RECORDS 

Institute of Clinical Acupuncture and Oriental Medicine 

100 N. Beretania Street, #203 B 

Honolulu, Hawaii 96817 
 

REQUEST FOR OFFICIAL TRANSCRIPT 

 
I,  ___________________________________________________________________________________ 

Last Name    First Name   Middle Name  
 

AKA (if applicable) _____________________________________________________________________ 
 

Address: ______________________________________________________________________________ 

   Street      Apt. # 

     _______________________________________________________________________________ 

   City     State    Zip Code 
  

Day/Month of Birth: ___/___  Phone _______________   Email: _________________________________ 

 

 Check: [  ] ICAOM Students/Graduates          [  ] Former Big Island HICOM students 

                [  ] Student Loans was Discharged/Forgiven.  
 

Date of Attendance: from _______________________        to          _________________________ 

     Month/Year     Month/Year 
 

   I, the above person request and authorize ICAOM to send a copy of my official transcript to: 
 

NAME/AGENCY: ________________________________________________________________________ 

ADDRESS: ______________________________________________________________________________ 

        ______________________________________________________________________________ 

AGENCY Email (if any) : __________________________________________________________________ 

Signature:   ______________________________________                      Date of Request: ______________ 

UNDER THE FAMILY EDUCATIONAL RIGHTS AND PRIVACY ACT OF 1974, THIS INFORMATION IS RELEASED 

TO YOU ON THE CONDITION THAT YOU WILL NOT PERMIT ANY OTHER PARTY TO HAVE ACCESS TO SUCH 

INFORMATION WITHOUT THE WRITTEN PERMISSION OF THE STUDENT. 

 

COST: US $20.00 Payable by credit card via  

https://square.link/u/FDUbIl4j 

 

Please submit your transcript request to: 

Fax #:    1-808-521-2271  or 

Email:    registrar@orientalmedicine.edu    

Mail to:  ICAOM, c/o Registrar,  

100 N. Beretania Street, Suite 203 B  

Honolulu, HI 96817   
 

========================================================================= 

OFFICE USE ONLY: 
 

Request and Fee Received on: ___________    Official Transcript Released on: ___________________ 

 

Processed by:____________________  Signature: ________________________________ 

https://square.link/u/FDUbIl4j
mailto:registrar@orientalmedicine.edu

