
 
   

ALLIED HEALTH PROGRAM APPLICATION 
  

Magnetic Resonance Imaging Technology 
  
  

Certificate Program 
  
  
                   MRI-On-campus (hybrid) w/clinic         MRI-On-campus (hybrid) w/o Clinic     
  
                   MRI-Online w/Clinic                      MRI-Online w/o Clinic   
  
            ------------------------------------------------------------------------------------------------   
  
   
 Date:  ______________  Semester applying for __________          Year: 20______  
            
Student ID:  ____________  SS#:  __________________  DOB:  ________________ 
 
Former Imaging Program______________________________GPA________________   
  
Name:  __________________________________________________________________  
         Last                                  First                          Middle/Other  
  
Address:  ________________________________________________________________  
  Street and Apt. #                                               E-mail Address             
       
_____________________________________________________________________  
     City                                           State                   Zip code 
  
Phone:  __________________________________________________________________  
 Home             Business                          Cell/Other 

 
  

                                                  _________________________________   
                                                  Student Signature                 Date            
  
   

      I have reviewed the MRI Webpage and understand that I must submit all information required with my 
student ID# included on all documentation as instructed.  I also understand that my file is considered incomplete 
and will not be reviewed for acceptance unless all information is received by the Program Director. 
 
      I also understand that if I choose to participate in the Clinical portion that the Background Check and Drug 
Screen are to be my responsibility to complete prior to the start of the program at my expense. 
 
 
Students Signature___________________________________________Date_______________________ 
 
              
Fax: (409) 944-1511  Email: ecerani@gc.edu                   Phone: (409)944-1270 

 


