
The University of Texas M.D. Anderson Cancer Center
Programs in Allied Health Education

                              APPLICATION

Application Date: __________________ Entry Date: August, _________

Applying for Program in (Check one) �  Cytogenetics �  Medical Dosimetry
�  Cytotechnology �  Medical Technology
�  Histotechnology �  Radiation Therapy

Last name First name Middle name

Present Street Address: City State Zip Telephone

Permanent Street Address City State Zip Telephone

_________-_________-__________
S.S.#

If not a U.S. Citizen, please provide the following information:

________________________ _____________________
Visa type and expiration date Registration number

EDUCATION HISTORY
HIGH SCHOOL ATTENDED       DATE OF OVERALL

YR. TO YR. GRADUATION GPA

POST HS EDUCATION AND
ADDRESS
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MAJOR DATE &TYPE
DEGREE/

CERTIFICATION
CONFERRED

OVERAL
L

GPA

 SCIENCE
    GPA

ADDITIONALLY WE REQUIRE:
• THREE LETTERS OF REFERENCE (PREFERALLY FROM COLLEGE BIOLOGY AND

CHEMISTRY
         PROFESSORS AND MT ADVISOR
• OFFICIAL TRANSCRIPTS
• A NARRATIVE STATEMENT DESCRIBING YOUR INTEREST IN THE PROGRAM
• EACH PROGRAM MAY REQUIRE ADDITIONAL INFORMATION OR MATERIALS FOR

ADMISSION (SEE PROGRAM BROCHURE FOR MORE INFORMATION) ONLY CANDIDATES
SELECTED BY THE ADMISSIONS COMMITTEE WILL BE CALLED FOR A PERSONAL
INTERVIEW.



Employment History

EMPLOYER
CITY/STATE

POSITION
HELD

DATE EMPLOYED
FROM - TO

Have you ever been enrolled in an allied health program? �  Yes �  No

If yes, what program _______________________________________________

Have you ever been convicted of a felony? �  Yes �  No

Have you ever been employed at The University of Texas M.D. Anderson Cancer Center (UTMDACC)?  If
yes, please list department(s) and dates of service.

NAME OF DEPARTMENT DATES OF SERVICES

I certify that all the above statements and all other information furnished by me is complete and
accurate to the best of my knowledge. I understand that any false statements, omissions or
misrepresentations of fact will result in the loss of eligibility for admission or, if admitted, could
be cause for immediate dismissal. If I am accepted, I agree to comply with all rules, regulations
and policies of the UTMDACC.

I release from liability and from any restrictions as to confidentiality or privacy all hospitals,
schools, physicians, employees, individuals, agencies or organizations that provide information
about me at the request of the UTMDACC or its agents.

SIGNATURE ________________________ DATE _________________


