
 

 

 MERCY MEDICAL CENTER - NORTH IOWA 
 SCHOOL OF RADIOLOGIC TECHNOLOGY 
 APPLICATION FOR ADMISSION 
 
 
 
NAME:                                                                                                                                                                                                         _  

Last    First    Middle 
 

PRESENT ADDRESS:                                                                                                                                                                                  
Address    City   State/Zip 

 
PHONE:  (                      )                                                                                   
 
 
PERMANENT ADDRESS:                                                                                                                                                                             
(If different)   Address    City   State/Zip 

 
PHONE (If different):  (                      )                                                                                   
 
 
Are you a U.S. citizen?     ______   Will you be 18 years old by the time the program starts?      ______ 
 
 

EDUCATION: 

 
SCHOOL 

 
 NAME/ADDRESS 

 
# OF YRS. 
ATTENDED 

 
DID YOU 
GRADUATE? 

 
DIPLOMA OR 
DEGREE 

 
HIGH 
SCHOOL 
 

 
 
 

 
 

 
 

 
 

 
COLLEGE 
 
 

 
 

 
 

 
 

 
 

 
OTHER 
 
 

 
 
 

 
 

 
 

 
 

 
 

 PLEASE STATE THE GRADE RECEIVED IN THE FOLLOWING SUBJECTS: 
 

Chemistry:__________________________  Medical Terminology course:   _____________________________ 
  
Physics: ___________________________  College-credit math course:   ______________________________ 

 
Biology____________________________  College-credit communications course:  _____________________ 
  
 

Total College General Education credit hours:  _______          ACT Composite Score:  _______     
 
Information session date attended:  ________________     
 
 

 
 EMPLOYMENT (List in chronological order starting with the most recent) 

 
 EMPLOYER NAME/ADDRESS 

 
 TYPE OF BUSINESS 
         

 
EMPLOYED  
FROM/TO   

 
POSITION HELD  
         

 
REASON FOR 
LEAVING 

 
            
 
 

 
 

 
 

 
 

 
 

 
 
 
         

 
 

 
 

 
 

 
 

 
 
 
       

 
 

 
 

 
 

 
 



 

 

 
 

Please write a statement telling us why you want to be a Radiographer. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Do you have relatives working for MMC-NI?  _______       Have you ever been employed by MMC-NI? _______________ 
 
Have you ever been convicted of a criminal offense? _______   If yes, indicate the date and nature: ______________________ 
 
Do you have pending criminal charges?  _________          Have you even been excluded form patient care?  ___________ 
 
Do you have a record of founded child abuse?  _________ 
 
 
The above answers are true and complete to the best of my knowledge.  If I am selected, I agree to abide by the rules of the 
School. 
 
______________________________________________  _________________________ 
Signature of Applicant       Date 
 
 
For those meeting the minimum application requirements, the following must be submitted by December 15th to be considered for 
an interview: 

1.  Completed application  
2.  Official transcripts (high school and colleges attended) 
3.  $20 non-refundable application fee  
4.  Two recommendation forms 
5.  Information session attendance 
6.  ACT scores (if not on high school transcript)  
 

Please send all correspondence to: 
School of Radiologic Technology - Program Director 

Mercy Medical Center-NI 
1000 4th Street SW 

Mason City, IA  50401 
 

Students are accepted in to the MMC-NI School of Radiologic Technology without discrimination in regard to age, creed, 
ethnic origin, marital status, race, sex, social, economic status, or disability.  We support all federal and state legislation 
regarding the absence of discrimination. 

 
As radiographers we provide care to our patients without discrimination in regard to all of the items listed above. 
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