California State University, Fullerton

Health Professions Office

UH  223

NOTE:  This form MUST be filled out COMPLETELY and LEGIBLY (print):

Please open a file for  (Ms) (Mr) ______________________________________________________________

                                                                         Last                             First                                 Middle

I plan to start                                                                  professional school Fall of 20_______. 
   (Allopathic Medicine/Osteopathic Medicine/Dental/Pharmacy/Optometry, etc.)

I took the  MCAT  DAT  OAT  Other Test Date:_________                
I will take  MCAT  DAT  OAT  Other Test Date:_________                

Address:
Street______________________________   Apt #________



City________________________________ Zip _________

Social Security Number:
_______ _____ _______                   
CWID Number:
_______ _____ _______                   
Telephone - home:
(      )_____________________

Telephone - cell:
(      )_____________________

Telephone - work/message:
(      )_____________________

E-Mail address:
______________________________________________________

List ALL Colleges/Universities you have attended: 

_____________________________      ______________________________      ________________________

_____________________________      ______________________________      ________________________
_____________________________      ______________________________      ________________________
Undergraduate Major_____________________
Undergrad School Degree Date____________________

           B.S. ____    B.A. ____

Undergraduate School Name ___________________________

Undergraduate Minor____________



Total Undergrad GPA _________


Total Undergrad Science GPA _______





 Units    
               GPA

Male________   Female________
CSUF Post Bacc

_____

_____

Ethnic Background_______________

CSUF Post Bacc Science
_____

_____

*Disadvantaged?   _______________



            *Documentation will be needed
I am expecting to have letters of recommendation sent to this office from:

 (for CSUF professors, indicate 

   name/subject)       

(for professors from another school,


    indicate subject and school)
 (for other professionals, use a title, 

     M.D., D.D.S., etc.)

__________________________________________        _____________________________


                  Signature
                       Date
Photo/Audio/Video Release


          ____ I do authorize


          ____ I do not authorize

I do/do not authorize the Health Professions (HP) Advising Office to use my picture and name on the HP website and in any marketing activities including newspapers, brochures, newsletters and advertisements. I am fully aware that the website provides unrestricted public access. No other personal information will be made public without my permission. The contents of the website are intended for the purposes of marketing and communication. 

Name: _____________________________________    Date: ____________________

Signature: __________________________________
