 (
Department of Nursing Education 
      
)Licensed Practical Nursing Program Application
	Applicant Information

	Full Name:
	
	
	
	

		Last
	First
	M.I.

	Address:
	
	

	
	Street Address
	Apartment/Unit #

	
	
	
	

	
	City
	State
	ZIP Code

	Home Phone:
	(         )
	                   Cell Phone:
	 (         )

	UM-Helena Student ID: 
	                                                              
	
	Email: ____________________
	

	Have you previously applied to UM-Helena Licensed Practical Nursing Program?   |_|   Yes   |_|     No

	If yes, when? _____________________   What was the outcome? |_|  Admitted    |_|  Declined   |_|   Deferred

	Have you ever been previously enrolled in a Licensed Practical Nursing Program? |_| Yes   |_| No

	Have you ever been convicted of a felony?  |_|   Yes   |_|     No

	

	Voluntary Information

	This information is being requested in accordance with Montana State Board of Nursing guidelines and is used for statistical data only. The information is voluntary and confidential and will not be used when considering your application for program entry.

	Racial or Ethnic Group

	|_|
	American Indian/Alaskan
	|_|
	Native Hawaiian/Pacific Islander
	|_|
	Black/African American

	|_|
	Hispanic/Latino
	|_|
	White/Caucasian
	|_|
	Other

	|_|
	Asian
	
	
	
	

	Gender

	|_|
	Female
	|_|
	Male

	Residency

	|_|
	Montana Resident
	|_|
	Non-Montana Resident

	
	
	
	

	Application Requirements

	The items listed below are required and must be submitted with your application for you to be considered for program entry. Applications missing any of the items listed below will be declined. 

	|_|
	Initial Admission to UM-Helena 
	
	

	|_|
	All transfer courses officially evaluated and accepted prior to application deadline
	
	

	|_|
	
Completion of pre-requisite coursework with proof of grades

	
	

	|_|
	Copy of TEAS Test
	
	 
	                                   

	|_|
	Physical Form I and II completed within last 3 months

	|_|
	Copy of Drivers License and Birth Certificate or Passport 

	
	

	

	

	*Application must be printed, this document cannot be submitted electronically.

	Application Deadlines

	Applications to the Licensed Practical Nursing Program are accepted twice annually.

To be considered for admission beginning Fall Semester applications will be accepted starting the last Monday in April through the second Monday in May. 

To be considered for admission beginning Spring Semester applications will be accepted starting the last Monday in November through the second Monday in December.

Turn completed applications in to Nursing Office or mail to Attention: Nursing Department 1115 North Roberts Street Helena, MT 59601.  Questions? Call 406-444-6811 or 1-800-241-4882. Applications will not be accepted electronically.

	

	Please fill in the chart below and submit proof of grades with application. If you are currently taking a required pre-requisite course and will not receive a grade in that course before the application deadline, please indicate “current” status in the chart below. As soon as your final grade becomes available, submit proof of final grade to Nursing Department to be attached to your application. 

	If you have any questions regarding transfer issues call the Admissions Office at 406-444-6823.


	Pre-Requisite Course
	Currently Taking
	Grade
	C
3  Points
	B
6 Points
	A
9 Points

	Anatomy & Physiology w/ Lab    BIOH 201/202
	
	
	
	
	

	College Algebra                                M 121
	
	
	
	
	

	Introduction to Psychology               PSYX 100
	
	
	
	
	

	College Writing                                 WRIT 101
	
	
	
	
	

	Anatomy & Physiology w/ Lab II BIOH 211/212
	
	
	
	
	

	Basic Human Nutrition                    NUTR 221
	
	
	
	
	

	General & Inorganic Chemistry       CHMY 121
	
	
	
	
	

	General & Inorganic Chemistry lab  CHMY 122
	
	
	
	
	

	Introduction to Nursing                     NRSG 100
	
	
	
	
	

	TEAS Exam
	
	

	
	                                                                             TOTAL 





             AREA BELOW FOR ADMINISTRATIVE USE ONLY   DO NOT WRITE BEYOND THIS POINT                                      Date Application Received: ___________     Application Eligible: ____________     Initial:_____________



Nursing Program Director Signature: ____________________________________________________

UM-HELENA COLLEGE OF TECHNOLOGY – DEPARTMENT OF NURSING EDUCATION
PHYSICAL EXAMINATION FORM PART I (TO BE FILLED OUT BY STUDENT)

Last Name ___________________       First Name __________________       Middle Initial _____ 

Primary Phone _______________         Message Phone ______________

Student ID ___________________        Date of Birth _________________ 

Emergency Contact: ____________________________     Phone __________________

PERSONAL MEDICAL HISTORY: If your response to any of the following is YES, please provide additional details.
	Yes
	No
	

	
	
	Has there been any significant medical illness, injury, weight loss in the past 12 months

	
	
	Are you taking any medication?  If yes, please list:

	
	
	Are you under a physician’s care for continuing medical problems

	
	
	Have you been an in-patient in a hospital in the last 12 months

	
	
	Have you ever had an accident causing disabling injury


	
	
	Have you ever had a fractured bone (list and date)


	
	
	Have you ever had a surgical operation (list and date)

	
	
	Any history of a concussion, blackout, fainting, convulsion, recurrent dizzy spells, heat exhaustion/heat stroke

	
	
	Do you wear eyeglasses, contact lenses, dentures or a hearing aid

	
	
	Do you have any allergies to medications, food or the environment (list)

	
	
	Are you missing any organs or other body parts

	
	
	Do you have a history of high blood pressure, heart disease, irregular heart rate, palpitations, diabetes, thyroid condition, liver or kidney problems

	
	
	Any history of sudden death in your family (under age 50)

	
	
	Have you ever failed a physical exam for military service, employment, insurance or athletic competition



LIFE STYLE QUESTIONS
	YES
	NO
	

	
	
	Do you smoke

	
	
	Do you exercise regularly

	
	
	Do you drink alcohol or take medication to relieve stress

	
	
	Do you have a problem with your weight

	
	
	Do you go for routine medical/dental checkups

	
	
	Have you ever gone for cancer screening

	
	
	Is your immediate family in good health

	
	
	Have you or a member of your family ever been a victim of a violent crime

	
	
	Have you used the emergency room for routine medical problems



Health Insurance:  Private Insurance ______   Medicaid _____ Student Health Insurance _____
ALL INFORMATION ON THIS PHYSICAL EXAMINATION FORM IS CONFIDENTIAL AND CANNOT BE RELEASED WITHOUT A STUDENT’S WRITTEN CONSENT. The above information is complete and correct to the best of my knowledge.  I authorize the release of this information and results of this examination to UM-Helena College of Technology, Nursing Department.

Signature of Student ___________________________________      Date_________________________

UM-HELENA COLLEGE OF TECHNOLOGY – DEPARTMENT OF NURSING EDUCATION
PHYSICAL EXAMINATION FORM PART II (TO BE COMPLETED BY PRIMARY HEALTH PROVIDER)

 (
Height ____/____
Vision: Glasses: Yes ____ No ____
Contact lenses: Yes ____ No ____
Right 20/____      Left 20/ ____
Weigh ____ lbs ____ounces
Blood Pressure _______________ mmHG   Pulse ____ Resp ____
Lab work (if indicated):
HB/HCT ______________________________________________
                  
UA __________________________________________________
                
 Other ________________________________________________
                             
           ________________________________________________
Recommended for students over 40 years of age: EKG __________________________________
)










Significant Medical History _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Significant Family History ____________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Are there abnormalities in the following?
		
	Yes
	No
	Describe

	Head, Ear, Nose, or Throat
	
	
	

	Respiratory
	
	
	

	Cardiovascular
	
	
	

	Gastrointestinal
	
	
	

	Hernia
	
	
	

	Eyes
	
	
	

	Genitourinary
	
	
	

	Musculoskeletal
	
	
	

	Metabolic / Endocrine
	
	
	

	Neuropsychiatric
	
	
	

	Skin
	
	
	

	Allergies
	
	
	



Depression screening:  Yes ____ Score ____		No ____

Is this person pregnant: Yes ____ No ____

Do you have any recommendations regarding the care of this student?    Yes ____	No ____
If yes, describe ________________________________________________________________________

Is the student currently under treatment for any medical or emotional condition?    Yes ____   No ____
If yes, describe ________________________________________________________________________

Is this student physically capable to be in the nursing program?   Yes ____   No ____

Restrictions / precautions: _______________________________________________________________

________________________________________		______________________
Name / Clinic						Date

________________________________________    
Physicians Signature
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