
Center for Health Sciences at Lowry 
1070 Alton Way 
Denver, CO 80230 
Fax: 303-365-8396 
Phone: 303-365-8300 
E-mail: teri.huggins@ccd.edu 
Program Advisor: Daniela.Higgins@ccd.edu 

MR Program Admission Application 

Email or USPS to the above address  Date Received/Initials _____ /______ 

Name: ______________________________________________________________________________________ 
First        M.I.      Last 

S#: S_________________________________       Phone #: ____________________________________________ 

Email: ______________________________________________________________________@student.cccs.edu 

Your official CCD email account is the only email CCD will accept for correspondence. 

I affirm that I have read, understand, and agree to this form in its entirety and that the information supplied is 
true and complete. 

Student: ___________________________________    _________________________________    ____________ 
                 Print Name      Signature        Date 

APPLICATION INFORMATION: 

Address: _________________________________________________________________________________________ 
Street City     State      Zip Code 

Date of Birth: ____________________   Male    Female   ☐ ☐

Ethnicity (optional, used for statistical purposes only): 

☐ Black ☐ Asian ☐ Hispanic

☐ Caucasian ☐ Native American ☐ Other: ________________
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CURRENT EMPLOYMENT 

Name of Employer: _______________________________________   Job Title: ________________________________ 

Address: ________________________________________________    ARRT Certification No.: ____________________ 

Employment Dates: _______________________________________   Year Certified by ARRT: ____________________ 

Internal Use Only 

Background-Check:  __________   Resume: __________   Questionnaire: _______________ 

Drug Screening: __________    Immunizations: __________     CPR: __________     HIPAA: __________ 

Clinical Interview: _______________________________  Dosimetry Badge: _____________________ 
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