
PASSAIC COUNTY TECHNICAL INSTITUTE 
LICENSED PRACTICAL NURSING PROGRAM 

 197 Hamburg Turnpike   
Wayne, New Jersey 07470      

973.389.2020 
 

LPN APPLICATION / PERSONNEL RECORD 

 

Please check-off which program you are interested in applying for:  
 

 Full-Time Day Program (Class of 2014-2015)   Part-Time Evening Program (Class of 2014-2016) 
 
PLEASE PRINT CLEARLY or TYPE 

 
Name________________________________________________________________________ 
                            last                                                       first                    middle initial                       maiden 
 

Address_______________________________________________________________________ 
                            street                                           apt.#                   city                          state       zip                             
 

County: _______________   Social Security #___________________  Phone #:________________________    

 
Date-of-Birth: ______/____   _/________   Email: (ALL CAPS)_____________________________________ 
 

United States Citizen?  Yes____ No____ Permanent Resident/Naturalization No.______________________ 
                                     

Applied and/or tested for this Program before?  Yes____   No____   month & year______________________      
 
EMERGENCY CONTACT PERSON: _____________________________  /  _________________ 
                                                                                              name                                                          relationship 

Phone_________________________  Address________________________________________ 
 

______________________________  ________________________  ____________________    
                 Family Physician                                                     City                                              phone                

                                     
HIGH SCHOOL:  Name of School ________________________________________________  year ________ 

  

______________________________  _____________________________  or ______________                     
                         street                                                                 city                            state             GED score                                                 
 

COLLEGE / POST SECONDARY EDUCATION: 
 
Name of School & State                                                                    Courses                        Dates Enrolled   

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________ 
 

MILITARY SERVICE & DATES:  __________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________    
                                                                                                                                                          

CERTIFICATIONS and/or LICENSES:  _____________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
 
Have you ever been arrested and/or convicted in possession of a narcotic?   Yes______  No______   Comments:  

________________________________________________________________________________  
____________________________________________________________________________ 
____________________________________________________________________________ 

             (Over please) 



 
PRELIMINARY HEALTH RECORD:  Illness/Surgery/Hospitalization within the last five years?  Dates and 

Comments_____________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 

 

Medications/Drugs you are presently taking: ______________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
  

WORK EXPERIENCE:  occupation____________________________________________________________ 
                                       

            Employer / City / Phone                                                                           Employment Dates       Position                                            

1.___________________________________________________________________________ 
2.___________________________________________________________________________
3.___________________________________________________________________________ 
 
Do you plan to work while attending this program?  Yes___  No___  Hrs/Week______  Days/Week_____________   
                                                                                                                                                                                                                               

Number of workdays missed last year? _______  comments: __________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 

 

PROFESSIONAL REFERENCES:  (employer/instructor) (must be provided at this time) 
 

                     name                                                 address                                                                 phone 

1. __________________________________________________________________________ 
2. __________________________________________________________________________ 
3. __________________________________________________________________________ 

 

What are your reasons and motivations for becoming a Nurse? __________________________________                                                

____________________________________________________________________________
____________________________________________________________________________                       
                                                                                                        (Attach additional pages if needed) 

   

PCTI / LPN APPLICATION  

$15 MONEY ORDER (NO CHECKS/CASH ACCEPTED) MUST be submitted to:  

                                          

PASSAIC COUNTY TECHNICAL INSTITUTE 
LICENSED PRACTICAL NURSING PROGRAM 

197 Hamburg Turnpike     Wayne, New Jersey 07470 

 
________________________________________________   ____________________       
     your signature is required                          date                                                           

 
I hereby certify that the statements made in this Application/Personal Record are true and correct.  
Misrepresentation or omission of facts is cause for rejection and/or termination from the PASSAIC COUNTY 
TECHNICAL INSTITUTE / LICENSED PRACTICAL NURSING PROGRAM.  Further, I release all persons and 
agencies concerned from all liabilities for any damages in issuing any information concerning me. 
 

NOTE:  Admission process will begin upon receipt of the completely filled 
out application and your $15 money order.  If any part of the application is 

missing, the admission process will be delayed.   
   

 
LPNApplication2014 


