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APPLICATION FOR ADMISSION 
 
DIRECTIONS: Complete ALL information requested and submit with a copy of your HIGHSCHOOL DIPLOMA or 
EQUIVALENCY and the $50.00 NON-REFUNDABLE FEE. MAKE CHECK OR MONEY ORDER PAYABLE TO 
CHRIST HOSPITAL. NO CASH ACCEPTED. 
 
NAME_________________________________________________________________________________________ 

LAST     FIRST    MIDDLE 
 
ADDRESS______________________________________________________________________________________ 

STREET    CITY    STATE       ZIP CODE 
 
PHONE: (_______)________________CELL: (_______)_________________ SSN:________-______-__________ 
 
 
NOTIFY IN CASE OF EMERGENCY ______________________________ RELATIONSHIP _______________ 
 
 
ADDRESS__________________________________________________PHONE (_____)______________________ 
 
 
ARE YOU A U.S. CITIZEN:  YES __________     NO  ____________ 
 
IF NO, DO YOU HOLD A PERMANENT RESIDENT IMMIGRATION STATUS (GREEN CARD): __________ 
IF YES, PLEASE PROVIDE A COPY OF YOUR PERMANENT RESIDENCY CARD 
 
EDUCATION 
List ALL institutions attended beginning with high school. Official transcripts are required from all institutions that 
you were enrolled in, regardless of length of time attended. No student copies, please! 
 
DIPLOMA/DEGREE 
 
H.S. __________________________________________________________Dates Attended: ________________ 
 
COLLEGE____________________________________________________ Dates Attended: ________________ 
 
OTHER ______________________________________________________ Dates Attended: ________________ 
 
 
HAVE YOU EVER BEEN CONVICTED OF A CRIME:     YES _________      NO ___________ 
 
IF YES, EXPLAIN: 
_____________________________________________________________________________________________ 

 
_____________________________________________________________________________________________ 
 
How did you hear about this program?  ___NEWSPAPER _____CAREER DAY 
 
______H.S. COUNSELOR _____FRIEND OR RELATIVE ____OTHER   Over please. 
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All papers filed in support of this application become a permanent part of the Radiography Program. They 
are not returnable. I certify that the information given by me on this application is complete and accurate, 
and I understand that any misrepresentation may be cause for dismissal and/or refusing admission. Each 
applicant must be 18 years or older to qualify for admissions to the School Program. I am aware that, if 
accepted to the Christ Hospital School of Radiography, I will be required to agree to a criminal background 
investigation. I further understand that commencement and continuation in the School Program is 
contingent upon the satisfaction of the Christ Hospital School of Radiography, in its sole and total 
discretion, with the results of the criminal background investigation. 
 
 
 
 
_____________________________________________________________________________________ 
DATE     SIGNATURE OF APPLICANT  
 
The Admissions and Educational Policies of the Christ Hospital School of Radiography are 
non-discriminatory with respect to any legally protected status such as race, color, religion, 
gender, age, disability, and national origin. 


