
Bishop Maginn High School
99 Slingerland Street

Albany, New York 12202
(518) 463-2247   fax (518) 463-9880

DATE____________________________

Dear Registrar:

I ______________________________request __________________________________________  to
Parent/Guardian Name of School

forward the academic and health records of my son/daughter_______________________________ to
StudentÕs Name

Bishop Maginn High School as soon as possible.

Thank you,

___________________________________
         Parent/Guardian Signature

This form should be forwarded to the school your child presently attends.


