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Point Loma Nazarene University   
 School of Nursing Application 

Graduate Programs 
 

LA S T   
N A M E 

 
F I R S T  

N A M E 
 

M I D D L E  

N A M E 
  

     

Add i t i ona l  l as t  name(s )  t ha t  may  appea r  on  t r ansc r i p t s    

M A I L I N G  A D D R E S S :   

N o .  and  S t r ee t       

   H ome  Phone    

C i t y  and  S ta te    

Work  Phone  

 C e l l  Phone   

Z ip  o r  C oun t r y    
Ema i l    

Add ress    

        

Sex  Γ   Ma le       Γ   Fema le    
C hu rc h  
P re fe renc e    

        

ED U C A T I ONA L  AI MS 

 I  am app l y i ng  f o r  en t r anc e  in  Fa l l  /  Sp r i ng  /  Summer  20____          
 

 I  am app l y i ng  f o r  t he  f o l l ow ing  
c l i n i c a l  s pec ia l t y  e l ec t i v e :  Γ   M e n t a l  H e a l t h  Γ   M e d i c a l - S u r g i c a l  Γ   G e r o n t o l o g i c a l  Γ   F a m i l y  H e a l t h   

      
 
 
 
 
 
 
 

PR OF E S S I ON A L  RE C OMM E N D A TI ONS     

Please give the full name, address, and phone number for each of the persons recommending you for this program. 
      

 1. Name  Position/Title  

  Institution/Organization  Phone  

  Address    

 2. Name  Position/Title  

  Institution/Organization  Phone  

  Address    

      

 
 
 



                                                                                                                                                  Revised 9/3/09 

 

O P T I O N A L  S T A T I S T I C A L  I N F O R M A T I O N  

This information will not be used in, or in any way affect the admission decision.  After a decision is made, however, certain 
facts may prove helpful in identifying candidates for specific privately-endowed scholarships, in reporting institutional 
statistics to the US Office of Education, and in recognizing needs in University planning.  Your voluntary provision of this 
date is most appreciated. 

DIS A BI L I TI ES  

 Γ  N one  Γ  H ea r i ng  Γ  Mob i l i t y  Γ  S igh t  Γ  Lea rn ing  Γ  O the r   

 Γ  S ing le  Γ  Ma r r i ed  Γ  Sepa ra ted  Γ  D i v o rc ed  Γ  O the r   

       

PROFESSIONAL OR COMMUNITY INVOLVEMENT  

List professional or community activities and any honors or awards earned.  Use extra sheet of paper if necessary 

Organization or Activity  Dates (Mo/Yr) from to 

Hours per Week  Offices held, special recognition, awards  
    

Organization or Activity  Dates (Mo/Yr ) from to 

Hours per Week  Offices held, special recognition, awards  

 

HOBBIES OR SPECIAL INTERESTS  

 

 

 

 

PLEASE LIST THE OTHER GRADUATE SCHOOLS TO WHICH YOU ARE APPLYING. 

 1.  

 2.  

 3.  

   
 

 
            Per agreement with the San Diego Nursing Service Consortium and affiliated hospitals, a background 

check and drug screening will be required prior to your first clinical experience.  In order to complete the 
American Data Bank background check, furnishing of social security number and date of birth is 
required.  Once accepted into the MSN program, your preparatory packet will include this information. 
 
Social Security #_____________________________ 
 
Date of Birth ________________________________ 
 
If the above information is not provided, you must sign the following waiver statement authorizing the 
School of Nursing to receive your Social Security number and date of birth from the Office of Records for 
the purpose of your background check only. 
 
_________________________________                                                            _____________________ 
Signature                                                                                                              Date 

 


