
 

1 of 4 

Application for Admission 
Graduate Nursing Program 

PhD in Nursing 
800 Lancaster Avenue 

Villanova, PA  19085-1690 
 

Instructions: You may complete this application by either printing it out and completing the form in blue or 
black ink OR by entering information in the spaces provided in the Adobe Acrobat PDF form and then printing 
it out.  Mail your completed application and other required items to: Graduate Nursing Program – PhD, Office 
of University Admissions, Villanova University, 800 Lancaster Avenue, Villanova, PA 19085-1690.  All calls 
should be made directly to Mrs. Geri Hansen, Graduate Program Assistant, at 610-519-4934.   

 
Personal Information: 
 
Last Name: ____________________   First Name: ___________________    Middle Name: _______________ 
Maiden Name: _____________________ Sex  ____ Female    ____ Male 
 
Present Address: ___________________________________________________________________________ 
City: _______________________   State:  _____   Country __________________     Zip: _________ 
Telephone Number: ____________________ Facsimile Number: _________________________ 
 
Permanent Address: ________________________________________________________________________ 
City: _______________________   State:  _____   Country __________________     Zip: _________ 
Telephone Number: ____________________ Facsimile Number: _________________________ 
 
E-mail address ___________________________________________ 
 
Place _____________________ Date of Birth ________________ 
 
Social Security No. ________________________        Citizenship:  _____ U.S.A. 
                                                                             _____ Other ____________________ 
                    Type of Visa ____________________ 
Name of Person to Notify 
in Case of Emergency: __________________________________    Relationship: ______________________ 
Address: _________________________________________________________________________________ 
City: _______________________   State:  _____   Country __________________     Zip: _________ 
 
 
Year you wish to enter: _________            Anticipated student status:    Part-time   Full-time 
 
The following item is optional but will assist us in completing reports to various governmental and nursing 
agencies.  Ethnicity: 
     _____ African American / Black  
     _____ Native American / Native Alaskan 
     _____ Asian 
     _____ Native Hawaiian / Pacific Islander 
     _____ Hispanic / Latino 
     _____ White 
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Educational Background: 
 
List all post-secondary schools/programs attended, including diploma school of nursing and any certificate or 
practitioner program, if applicable: 
 

Name/Location of School or Program Dates Attended Major Degree & Date 
    

    

    

    

               
 
List the States in which you hold current Registered Nurse Licensure: 
 

State Registration No. County (if not U.S.) 
   
   
   
   

 
 
Employment Experience (in reverse order; attach separate pages if necessary): 
 
1.  Title of Position: __________________________________  Dates Employed:  From ________ To: _______ 
Name of Organization: _______________________________________________________________________   
Location __________________________________________________________________________________ 
Business Phone Number: ___________________  Immediate Supervisor’s Name: _______________________ 
Responsibilities:  
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
2.  Title of Position: __________________________________  Dates Employed:  From ________ To: _______ 
Name of Organization: _______________________________________________________________________   
Location __________________________________________________________________________________ 
Business Phone Number: ___________________  Immediate Supervisor’s Name: _______________________ 
Responsibilities: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
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3.  Title of Position: __________________________________  Dates Employed:  From ________ To: _______ 
Name of Organization: _______________________________________________________________________   
Location __________________________________________________________________________________ 
Business Phone Number: ___________________  Immediate Supervisor’s Name: _______________________ 
Responsibilities:  
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
4.  Title of Position: __________________________________  Dates Employed:  From ________ To: _______ 
Name of Organization: _______________________________________________________________________   
Location __________________________________________________________________________________ 
Business Phone Number: ___________________  Immediate Supervisor’s Name: _______________________ 
Responsibilities: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Professional Memberships: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Professional or Community Service: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Honors / Awards: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Professional References: 
 
List name, title and address of three professional contacts who are in a position to evaluate you and who you 
will ask to submit Letters of Recommendation.  Please indicate how you know them and how long you have 
known them. 
 
1)  Name: _________________________________     Title of Position:________________________________   
     Organization: ____________________________________________________________________________ 
     Address: _______________________________________________________________________________   
     Relationship: _____________________________________     Years known: _________________________ 
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