Los Angeles Valley College
Allied Health Science Department
Application for Registered Nursing Program
Fall 2024

Please ensure that all fields are filled out or we may have to consider your application
form incomplete.

Personal Information
Social Security Number:

Student ID Number:

Are you a Veteran of the US Armed Forces: [_]Yes[_] No
LACCD Email Address:
Other Email Address:
Last Name:

First Name:

Middle Name:

Mother’s Maiden Name:
Address:

Cell Phone Number:
Home Phone Number:
Birthdate:

Birthplace/Country:

Citizenship Status (Select One)

[Ju.s. Citizen

[CJPermanent Resident
|:|Temporary Resident/Amnesty
[] Refugee/ Asylee

] student Visa (F-1 or M-1)
[CINone Apply

I DACA Recipient

[J other:



Gender (Select One)

[ Female

O male

[ Non-binary

O Decline to state
[ other:

Languages Spoken at Home
[] Arabic

[ chinese (any dialect)

[J English

[ rarsi

[JRussian

[ spanish

[JTagalog

[ other:

Ethnic Group (Select One)

[]African American

[ American Indian or Alaska Native
[JAsian

[] caucasian

| Hispanic or Latino

I middle Eastern or North African

[ Native Hawaiian or Other Pacific Islander
[Jother:

Colleges and Universities Attended

Please List All Colleges/Universities Years
Attended

Degrees




Do you have a LVN License: [ ]Yes [CINo
Have you taken the TEAS Exam: []Yes [ ] No
If “YES”, Did you pass on your first attempt? [_] Yes [ ]No

| hereby certify that the above information is true and correct to the best of my knowledge. | understand
that any missing information may render my application incomplete: [ ] Yes [ ]No



	Personal Information
	Citizenship Status (Select One)
	Gender (Select One)
	Languages Spoken at Home
	Ethnic Group (Select One)
	Colleges and Universities Attended

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Check Box5: Off
	Check Box15: Off
	Text16: 
	Text17: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box16: Off
	Check Box17: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box30: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 


