
St. Croix Falls High School 
 

Request for Transcript 
 
Please PRINT the following as it appears on your records: 
 
Name ________________________________________________ 
  ( f i rs t)   ( last)   (midd le)   (maiden name – i f  any) 
 

Current  address  _______________________________________________ 
 
   c i ty  _________________________ state _____  z ip ________ 
 
Phone _______________________ E-mai l  ___________________ 
 
Date of  B i r th __________________ 
 
Date of  Graduat ion or  month and year of  last  at tendance ___________ 
 
P lease send a copy of  my transcr ipt  to the fo l lowing:  
 
Inst i tut ion Name ________________________________________ 
 
Address ______________________________________________ 
 
C i ty  _________________  ______ State ________ Z ip _________ 
 
 
Mai l  your request  to :    She l ley Skemp 
        H igh School  Of f ice 
      P .O.  Box 130 
      St .  Cro ix  Fa l ls ,  WI   54024 
 
Fax:   715-483-2499 
Emai l :   skempsh@scf .k12.wi .us  
Phone:  715-483-2507 ext .  1300 


