
 

 

 

 

School Last Attended: _________________________________________________________ 

Street Address: _______________________________________________________________ 

City: _______________________________ State: ___________ Zip: ____________________ 

Phone Number: _________________________ Fax Number: __________________________ 

 

I request that you send a copy of the cumulative records, including the permanent record 

card, test records and medical records for the following pupil(s) to the school listed below. 

First Name: ____________________ Last Name: ___________________ Grade: _____ 

First Name: ____________________ Last Name: ___________________ Grade: _____ 

First Name: ____________________ Last Name: ___________________ Grade: _____ 

First Name: ____________________ Last Name: ___________________ Grade: _____ 

 

Records may be emailed or faxed to: 

Mayfair Christian School 

Email: office@mayfairchristianschool.com 

Phone Number: 330-896-3184 

Fax Number: 330-563-4199 

 

 

 

Parent/Guardian Signature: ___________________________________ Date: ____________ 

REQUEST FOR TRANSFER OF RECORDS 


