
McLEOD REGIONAL MEDICAL CENTER 
                                                               SCHOOL OF MEDICAL TECHNOLOGY 
                                                                              APPLICATION FORM 
  
Please print or type: 
 
 
1) NAME_____________________________________________________________ 2) SSN______-_ ___-________ 
                                       Last                                       First                               MI 
 
3) PRESENT ADDRESS___________________________________________________________________________ 
                                                             Street                                 City                                State                         Zip 
 
4) PERMANENT ADDRESS________________________________________________________________________ 
                                                             Street                                 City                                State                          Zip 
 
5) TELEPHONE  (______)________-__________________            (_____)_______-______________________ 
                                       Present Number                                                            Permanent Number 
 
6)E-MAIL ADDRESS: ___________________________________________________________________ 
 
7) EDUCATION:  Please complete the following, listing the most recently attended institution first. 
 
 
   Name on transcript is other than listed (1) above____________________________________________________ 
 
 

SECONDARY SCHOOL 
___________________________________________________________________________________________________ 
 
    NAME                                                        ADDRESS                                                          DATE DIPLOMA RECEIVED 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
 

COLLEGE/UNIVERSITY (List all attended) 
__________________________________________________________________________________________________ 
                                                                                                     
NAME OF COLLEGE                                ADDRESS                         MAJOR                    DATE DEGREE CONFERRED 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
 
SAT TOTAL  ________   VERBAL   _________   MATH    ________  WRITTEN (if taken after March 2005)________ 
(You must submit a copy of  SAT score report or high school academic records with SAT scores with this application.) 
 
CITIZENSHIP:  Are you a United States citizen?  ____   yes   ____  no      If no, do you have a green card?  ____ yes  ___ no 
 
Non-citizens must list type of Visa, current Visa number & expiration date________________________________________ 
 
Note all applicants must be legally eligible to work in the United States.  Documentation must be provided for verification.  
Students without a green card must obtain a “Visa Screen” certificate from the International Commission on Healthcare 
Professions. 



MT APPLICATION (cont.) 
 
MISCELLANEOUS EDUCATION:  List name of institution, address, dates attended, award or certificate received, other 
pertinent information.  
 
__________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 

 
 8) WORK EXPERIENCE:  Beginning with the most recently held employment, list the following. 
 

WORK EXPERIENCE 
___________________________________________________________________________________________________ 
 Name of Company                     Location (City, State)                         Employment Dates                         Job Title 
 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
 
 9) REFERENCES:  Give below the names of three persons not related to you that you wish to include as references.         

Please include your academic advisor, an instructor and an employer, if applicable.  All references may be from 
instructors if necessary.  

      
                   NAME                                                          ADDRESS                                                         RELATIONSHIP 
       
(1)_________________________________________________________________________________________________ 
 
(2)_________________________________________________________________________________________________ 
 
(3)_________________________________________________________________________________________________ 
 
 
 10) PHYSICAL RECORD:  Do you possess any physical or mental disabilities, which would prevent you from performing 

the essential tasks of a medical technology student?  _____ YES _____ NO 
 
    Details if answered "yes"____________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
11) IN CASE OF EMERGENCY, PLEASE NOTIFY: 
     
NAME  __________________________________________________________  Phone ____________________________ 
 
 
ADDRESS  ________________________________________________________________________________________ 
                                             Street                                                 City                                        State                        Zip 

 
 



MT APPLICATION (cont.) 
 
12) COURSES CURRENTLY IN PROGRESS AND PLANNED: (Please include all of the information requested.) 
___________________________________________________________________________________________________ 
                                                                                                                                                                              
University/ College               Dept/Course.No         Course Title               Sem. Or Quarter Hrs.            Date to be Completed 
 
 
 
__________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
                                                                 (List more on a separate sheet) 
 
13) OFFICIAL COLLEGE TRANSCRIPT:  Have Registrar's office send a copy to the following address: 
 
                                                                        McLeod Regional Medical Center 
                                                                        Att. Vicki Anderson, MT Program/Lab 
                                                                        P.O. Box 100551 
                                                                        Florence, S.C. 29502-0551 
 
 
 
I hereby affirm the information given in this application to be accurate to the best of my knowledge.  I understand that any 
information given on this application which proves to be false may disqualify me as a candidate for the McLeod Medical 
Technology Program. 
 
 
 
___________________________________________________________________________________________ 
               Signature                                                                                                       Date 


