
STOCKTON UNIVERSITY OFFICIAL TRANSCRIPT REQUEST 
 

OFFICE OF THE REGISTRAR – REGISTRAR@STOCKTON.EDU  
101 VERA KING FARRIS DRIVE, CAMPUS CENTER 203, GALLOWAY, NJ 08205-9441 
FAX 609-626-5547 

PLEASE PRINT CLEARLY. Before making an official transcript request verify your unofficial transcript to ensure 
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