PPHS Enrollment Form

Fill out this form and send it to the PPHS secretary (Cheryl Doss, dossc@emu.edu) or to the PPHS Committee Chair (Roman Miller, millerrj@emu.edu)

Name___________________________________________  Class: ______________

Campus Phone: ________________________________ Email: __________________

Home Address: _________________________________________________________

___________________________________  Home Phone: ______________________

Major: ______________________________________  Minor: ____________________

Health Professions Area (check one of the following)

__ Medicine
__ Dentistry
__ Veterinary Medicine

__ Physical Therapy
__ Optometry
__ Occupational Therapy

__ Physicians Assistant
__ Chiropractic Medicine
__ Podiatry

__ Audiology
__ Speech Pathology
__ Public Health

__ Pharmacy
__ Cardiovascular Technology

__ Other PPHS area (please indicate) __________________________________________

If transfer student, indicate other colleges attended: ________________________________

Work experience: ___________________________________________________________

Extra curricular activities or special interests: _____________________________________

____
I am planning to attend a professional health science school in the future and request that a file be established in my name; I hereby waive my right of access to examine any letters of recommendation or documents that the PPHS committee receives or prepares.

____
I am planning to attend a professional health science school in the future and request that a file be established in my name; I do not waive my right of access to examine any letters of recommendation or documents that the PPHS committee receives or prepares.

Signature: _________________________________  Date: _________________________

