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SCHOOL OF RADIOLOGIC TECHNOLOGYPRIVATE 


APPLICATION FOR PROFESSIONAL TRAINING

Type or Print in Ink 

1. Legal Name
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Last Name









Suffix (i.e., Jr.)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


First Name







Middle Name
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Maiden Name (if Applicable)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Other Names that may appear on your student record (if applicable)
2.   Date of Birth DD-MM-YYYY

	
	
	-
	
	
	-
	
	
	
	


3.  E-Mail

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


4. Current Mailing Address

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	









Apartment Number
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


City





State



Zip Code
5. Home Address (If different from above)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Number and Street Address






Apartment Number
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


City








State
        
Zip Code
6. Phone Number
	
	
	
	-
	
	
	
	-
	
	
	
	


7. EDUCATION:    List all post-secondary education institutions you have attended in the table below.  Please list in chronological order.
	
	Name of School
	Location
	Dates Attended
	Year Graduated

	Junior/Technical College (if applicable)
	
	
	
	

	Other Post-Secondary Institution
	
	
	
	

	Other Post-Secondary Institution
	
	
	
	

	Other Post-Secondary Institution
	
	
	
	

	Other Post-Secondary Institution
	
	
	
	

	Other Post-Secondary Institution
	
	
	
	


8. EMPLOYMENT HISTORY:  
	Employer
	Position Held
	Dates Employed

	
	
	

	
	
	

	
	
	


9. PREVIOUS HEALTH CARE EXPERIENCE:
	Institution
	Capacity
	Dates of Experience

	
	
	

	
	
	

	
	
	


10. REFERENCES:  Please list 3 references:  (teachers, TA's, employers; do not include friends or relatives).  
	Name
	Address (Include City, State and Zip Code)

	
	

	
	

	
	


11. Course Progress Report:  Please indicate where and when the following post-secondary prerequisite coursework was completed.      Note: this information must match your official transcripts.
Required Courses:
	
	Course Name & Date Completed

                                              (Month/Year)


	Institution
	Grade

	Anatomy & Physiology
	
	
	

	Math


	
	
	

	Medical Terminology
	
	
	

	English/Comm.
	
	
	

	Elective
	
	
	

	Elective
	
	
	


All Math & Science Courses (include repeated courses)
	Course 
	Date Completed

(Month/Year)


	Institution
	Grade

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


                                                                                                                                                               Shadowing Experience.  Please attach a copy of the paperwork from the institution for verification
	Date Completed

(Month/Year)


	Institution
	Hours Spent

	
	
	

	
	
	


Other Certificates (CPR, CNA, ETC…) Please attach a copy of the certificate for verification
	Date Completed

(Month/Year)


	Institution

	
	

	
	


IN CASE OF AN EMERGENCY, PLEASE NOTIFY:
NAME_________________________________________________________________________________



Last




First

ADDRESS_____________________________________________________________________________



Street



City


State

Zip

PHONE   (        )_________________________________

I acknowledge that the information I have supplied in this application is correct and understand that any falsification of information on this form may be cause for rejection as an applicant. I understand that this application is not legally binding on me in any way, that I am not obligated to enroll in the clinical program to which I may be assigned, and that after enrollment as a student, I have the right to withdraw voluntarily from the program for personal reasons.

__________________________________________________________
______________________



Signature of Applicant





Date
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