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School of Radiation Therapy 

Application

(print all information)

NAME

_______________________________________________________________



Last




First



Middle

ADDRESS
_______________________________________________________________



Street




City

State

Zip



Social Security #









Telephone (Home)
______________________

Telephone (Work)
______________________

EDUCATION HISTORY:
(Verified by Official Transcripts)

______A.A. or A.S. Degree

Year graduated_______


______B.A. or B.S. Degree

Year graduated_______


             Certificate (Radiography)

Year graduated_______                
ARE YOU CURRENTLY ENROLLED IN A RADIOGRAPHY PROGRAM
____YES ____NO

· If YES, 



NAME OF PROGRAM: 









EXPECTED DATE OF COMPLETION:





Include the following with program application:

· Official school transcripts (college and hospital based educational programs)

· Resume with introductory letter providing brief educational and work experience

· Two letters of recommendation (didactic and clinical performance)

· Documentation of 40 hours observation in a Radiation Therapy department

· Copies of Registry certifications (ARRT and CRT)

· Copy of current CPR status 

· Application Fee - $50.00

In consideration of the granting of an appointment to the City of Hope School of Radiation Therapy, I certify that the answers given by me to the foregoing questions and statements are true and correct, without any reservations.  In addition, I have reviewed all academic and physical requirements necessary for admission into the program.

______________________________________

_________________________

SIGNATURE





DATE

The City of Hope School of Radiation Therapy Technology does not discriminate in admissions or employment on the basis of race, sex, national origin or ethnic group, age, religion or disability.

To submit your application please mail or fax to:





Christine Forell, Program Director





Program of Radiation Therapy





Department of Radiation Oncology





City of Hope  





1500 East Duarte Rd





Duarte, CA  91010





fax (626) 301-8496
