
RESEARCH COLLEGE OF NURSING 
2525 East Meyer Boulevard 

Kansas City, Missouri   64132 

 

Unclassified Student Application 
I am applying for: 

____Family Nurse Practitioner Track     ____Executive Nurse Practice Track    ____Nurse Educator Track 

____Executive Nurse Certificate*          ____Nurse Educator Certificate* 

*Certificate Program requires a BSN and a Masters in Nursing or Health Related Field. 

 

______I am not planning to complete a Masters or Certificate at Research College of Nursing 

College or University you are currently attending, if applicable________________________________________________________ 

 

Are you currently or have you ever been employed by HCA?   ���� Yes    ���� No 

If Yes, which affiliate____ 

 

I plan to enroll in (list year)_____________   ���� Fall       ���� Spring       ���� Summer 

Have you previously submitted an application to Research College of Nursing?   ���� Yes    ���� No 

 

����  Mr    ���� Miss    ���� Mrs 

 

Last Name_______________________________________  First Name_______________________  Middle ___________________ 

 

Maiden Name ____________________________ E-Mail Address______________________________________________________ 

 

Social Security Number_____________________________ Telephone__________________________________________________ 

 

Home Address________________________________________City, State, Zip___________________________________________ 

 

Are you a US Citizen?  ���� Yes    ���� No      Are you a permanent resident of the US?  ���� Yes    ���� No 

If no, Country of Citizenship___________________________________ Visa Status_____________________ 

 

Have you ever been dismissed from any school for disciplinary reasons?  ���� Yes    ���� No 

Have you ever been convicted or pleaded guilty to a felony?                   ���� Yes    ���� No 

If you answered yes to either questions, please attach an explanation. 

 

List all previous Colleges and Universities attended and degrees awarded. 

 

College/University                                City/State                   Years of Attendance      Date of Graduation    Degree Awarded 

 

 

 

 

 

 

 

I certify that, to the best of my knowledge, all statements I have made in this application are complete and true.  Incomplete  

or false information will result in the denial of this application or in my subsequent dismissal from Research College of Nursing. 

 

 

 Signature                                  Date  

 

Optional Statistical Information: 

���� American Indian/Alaska Native   ���� Asian   ���� Black/African American   ���� Hispanic/Latino   ���� White     

���� Native Hawaiian/ Other Pacific Islander   ���� Non-Resident Alien   ���� Race & Ethnicity unknown   ���� Two or more races 

 

Completed HCA IT&S Consolidated Access Form, available on the college website, must be submitted with this application.  

http://www.Researchcollege.edu FAX Application and 3 page form to (816) 995-2813 ATTN: Jo Hoglund 
Revised 9/2010 

 





 

 
 



 



   

Research College of Nursing 
Graduate Program Registration Form   

 Fall 
 

Spring 
 Summer 

   

General Information: 
Student Name:       
Address:     
City:   Undergraduate Student:   Yes: No: 
Phone:   Email address: *  
 This is a change of :                                      Address Phone *Official email will be the Research College of Nursing 

email address that will be issued when forms are turned in. 
 

 Applying for Federal Financial Aid: Yes   No    
 

HCA Division Employment: 
 Full Time Yes:    No:     Facility:   
 Part Time Yes:    No:  Employee ID #:   
    
(PRN Status does not qualify for tuition discount)  
 

 

 

Course Information:  see College website for course offerings www.researchcollege.edu 
 
Course # 

Research College of Nursing 
Course Name 

 
Credit 
Hours 

 
On-ground 
Day / Time 

 
Online 

 
Course  

Coordinator 

Confirm 
Reg Date 

Sent 
       
       
       
       
       
 

• Clinical Requirements are required to be completed before registering for a Practicum course.   
• See Practicum Course Requirements on College website www.researchcollege.edu. 
 

 
  
Course # 

Rockhurst University * 
Course Name 

 
Credit 
Hours 

 
Day / Time 

 
Room 

 
Course Coordinator 

Confirm 
Reg Date 

Sent 
       
       

 

• Must complete Separate Rockhurst University Registration Process 
 

 
   Student Signature: _________________________________________________________   
         (date) 
 
 Signature or Email Confirmation from Advisor:  ___________________________________________________________   
         (date) 
  
For Office Use:   Method of Payment: 
Tuition __________ Check Payable to Research College of Nursing 

__________ Mastercard                     Account #:______________________Exp.Date_________ 
__________ Visa                                Account #:______________________Exp.Date_________ 
__________ Discover                         Account #:______________________Exp.Date_________ 
 

Late Fee 

Deferred Fee 

Total 

  

Faxed forms will not be accepted. 
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Faxed forms will not be accepted. 


