[image: image1.jpg]


[image: image1.jpg]

Admission Data Sheet
	Name:     __________________________________________________________________________ 
                                   Last                                                                   First                                                                  Middle Initial
Address:   _________________________________________________________________________
                                         Number & Street                                         City                                                             Zip
Home Phone:    (           )                                               Cell Phone: (            )_________________                                      
                                        Area Code                     Number                                                                     Area Code                    Number

Email: __________________________________________
Social Security Number: _____________________ MC Student ID#___________________________
                      

	Emergency Contact Information:
In case of emergency, I would like you to contact:

Name:  

Phone:

Relationship:

Primary Contact

Secondary Contact

Demographic Information: 
This information is collected for the annual report to the RN Board State Chancellor’s Office.  This information is for statistical use only and does not affect admission.



	Gender: ( Female      ( Male

Age: _______________  Birthdate: ________________________
Ethnicity: 

(check one)

(African American                          ( American Indian

( Caucasian                                      ( Hispanic

( Filipino                                           ( Non-Filipino Asian

( Pacific Islander                             ( Unknown

( Other (please specify):  ________________

List all languages spoken at home: 

(Required)

Disability:        ( Disabled      

                         ( Not Disabled

If disabled, please state disability (statistical purposes only):

Are you a veteran?   ( YES

                                    ( NO 
U.S. Citizen:    ( YES    

                           ( NO

If you are NOT a U.S. Citizen, please complete the following:

Type Of Visa:
Alien #:



I certify this information submitted for application to the Registered Nursing (LVN-RN) Program is correct and true.
Please return this completed form with a copy of your Mission College Student ID card and a copy of your social security card to the Registered Nursing (LVN-RN) office located at N2-101.











 
____________              

Print Name                                   


Signature




Date
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