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Regional Center for Border Health, Inc.

College of Health Careers
Application for Admission

Student Information

1. Name Last_______________________   First _________________________ M.I. _________   2. Social Security (last 4 digits) ________________
3. E-mail _______________________________________________________________
4. Date of Birth _________________________ Age: ________
5. Address Street (P.O. Box) __________________________________________
6. Telephone Home: __________________________________

City _______________________ State ________ Zip Code _______________
 Work/Cell:  ___________________________________________

7.  Birth City _________________ State ________ Marital Status ____________
Another name used ___________________________________

8. Ethnic Origin
( Hispanic
( White, non-Hispanic

( Black, non-Hispanic



( American Indian/Alaskan Native

( Other ________________

Male
  or Female



 
9. Type of Secondary Degree
( High School Diploma
( G.E.D.     Graduated within 12 months of class:     ( Yes   ( No
Date of graduation _______________
School Name ______________________________________
City, State ______________
10. Prior Education
( Some College
( Certificate
( Associate Degree
( Bachelor’s Degree



( Master’s Degree or higher
( Doctorate

( Other

( None

11. Do either of your parents have a Bachelor’s Degree ( Yes
( No

12. Anticipated work status while attending training program    ( Part-time
      ( Full time      ( Will not be working
( Retired

13. To determine tuition and fees
      ( Self-supporting
( Dependent of Parent/Guardian (If you are considered a dependant of

Parent/Guardian, please list contact information)

Name________________________________    Telephone ____________________    Address ____________________________________________________________

14. List last two years of employment
       Employer _____________________________________         From ___________ To ___________






        Employer _____________________________________         From ___________ To ___________
15. List two contacts in case of emergency 
        Name _________________________________________
Telephone ______________________






        Name _________________________________________
Telephone ______________________

I give permission to release my attendance and participation information to the Arizona@Work, AZTEC High School, Portable Practical Education Program, Veterans Association, MYCAA, Goodwill, Mohave & La Paz Counties, and/or ________________________________________ that may require RCBH/CHC to provide information that allows the college to issue a certification, and for purposes of college advising. 

I certify that the information contained in this application is complete and accurate.  I understand that submission of inaccurate or incomplete information may result in the termination of my application or enrollment to the Regional Center for Border Health, Inc./College of Health Careers. 

X______________________________________________________________________          ______________________________________

Applicant’s Signature






Date
Revised: 5/16/2018

