
Community College of Denver 

Radiation Therapy Program  

Admissions Application 

www.ccd.edu 

 

APPLICATION INFORMATION: 
        Student ID #       

  
  First:      Last:     MI:   

 

  Address:             
        Street                      City       State       Zip Code 

 

  E-Mail             

 

  Hm. Phone#     Cell #     

 

  Date of Birth:     Male:              Female:    

   mo/day/year 

  Ethnicity: (Optional, used for statistical purposes only.) 

  Black       Hispanic   Native American            Asian          Caucasian       Other  

   

 

I understand that the submission of this application does not 

assure my acceptance into the Radiation Therapy Program. 

 

       Applicant Signature       Date    

 

Submit this Application Portfolio with official sealed transcripts, response to essay question, Copy of ARRT and 

CRP cards, and letters of reference to:    

Community College of Denver      1070 Alton Way, Bldg. 849 

             Phyllis DeBaun R.T.(R)(T)                                     Denver, CO 80230 

             Radiation Therapy Program                    (303) 365-8379 

             phyllis.debaun@ccd.edu 

             

FOR OFFICE USE ONLY:     

ARRT#    RT Program Transcripts  Panel Interview  Clinical      

Interview  CPR        Immunization  Background Check       Drug Screen    

I.  Identify university/college or professional school attended. 

Degree/Certificate/Course: Dates of Attendance: Date of Graduation: 
 

GPA: 

Degree/Certificate/Course: Dates of Attendance: Date of Graduation: 
 

GPA: 

II. Employment History: 

Name of Employer Supervisor’s Name & 
Phone# 

Position Title Dates of Employment 

1.  
   

 

2.  
   

 


