
        APPLICATION FOR ADMISSION
            Master of Physician Assistant Studies Program*

MSPAS Application Requirements/Procedure:
Complete and submit the information in the form below. For full 
admission into the MSPAS Program, send the following required items in 
addition to this completed application:

• A $50.00 application fee payable to Christian Brothers University 
• Official transcripts from each college and university attended 
• Resume 
• Two letters of recommendation 
• Official GRE score report 
• Official TOEFL score report (international students only) 

*CBU is in the process of applying for provisional accreditation by the Accreditation Review Commission on Education for the Physician Assistant (ARC-PA).

I intend to enroll  Spring Semester  20______ 

PERSONAL INFORMATION

Name __________________________________________________________________________________________________________________

Social Security Number _____________________________________________________ Birthdate ____________________________________

Street Address ___________________________________________________________________ County ________________________________

City ______________________________________________________________ State _____________ Zip ______________________________

Country of Citizenship ____________________________________________________________________________________________________

Home phone ____________________________ Work phone ____________________________ Cell phone ____________________________

Email Address ___________________________________________________________________________________________________________

The information in this section is OPTIONAL and is collected for statistical use only.

Gender: m Male m Female     Marital status: m Married m Single m Divorced m Widowed

Do you consider yourself to be Hispanic/Latino?  m Yes m No

In addition, select one or more of the following racial categories to describe yourself: 

mAmerican Indian or Alaskan Native mAsian mBlack or African American m Native Hawaiian or Other Pacific Islander m White

EMPLOYER INFORMATION

Employer _______________________________________________________________________________________________________________

Job title _________________________________________________________________________________________________________________

Street Address ___________________________________________________________________ County ________________________________

City ______________________________________________________________ State _____________ Zip ______________________________

Employer Reimbursement Plan? m Yes m No

EMERGENCY CONTACT INFORMATION

Contact Name  _________________________________________________________________________________________________________

Contact Phone  _________________________________________________________________________________________________________

Mail to: 
Office of Graduate & Professional Studies 
Christian Brothers University 
650 East Parkway South 
Memphis, TN 38104 

OR email to:  efrankli@cbu.edu

FIRST NAME				                  MIDDLE INITIAL (OR MAIDEN NAME)				   LAST NAME



EDUCATION  INFORMATION 
Please list any other names (maiden, etc.) under which your transcripts or materials might be filed:

________________________________________________________________________________________________________________________

GRE Exam  mAlready Taken  m  Will Be Taken   If taken, what was your score? ___________  If not taken, planned date to take? ________________

List all colleges and universities attended:

College/University 	 City/State 	 Dates Attended 	 Major 	 Degree Earned

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

___________________________________________________________ _____________________________________________________________

HEALTHCARE  INFORMATION 
Please list any experience you may have gained in health care.  If you have worked in a healthcare setting please list the employer, job title, 

summary of duties, and dates.  If you have volunteered please list the site, activities, average hours and dates.  If you have “shadowed” a 

healthcare provider please indicate the provider’s name, type of practice, average hours and dates.

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Survey 
How did you find out about this program?  mAlumni Referral  mStudent Referral  mWebsite 

mEducation Fair  (Which one? ____________________________ )  mOther _____________________________________________

Application Fee (Payment must be received in order for this application to be processed!)
In order for this application to be accepted, please provide your credit card information below. Your card will be charged $50.00. 

Card type:  mVisa  mMastercard  mDiscover     Name on card:  __________________________________________________________________ 

Card number: _________________________________________________  Card CVV#: _____________  Card expiration MM/YY: _______________

OR please send check/money order to:  Office of Graduate & Professional Studies 
Christian Brothers University
Box T 5 
650 East Parkway South 
Memphis, TN 38104 

By submitting this application, I certify that I have written all statements in this document and that they are, to the best of my knowledge, 
true, correct, and complete. I understand that failure to provide accurate and complete information on my educational background can result 
in cancellation of the application and/or revocation of admission and enrollment. I also understand my obligation to inform the University if 
information or circumstances indicated on this application should change. 
      

NOTICE OF NON-DISCRIMINATION POLICY FOR STUDENTS
Christian Brothers University admits students of any race, age, color, religion, sex, sexual orientation, national and ethnic origin to all the programs and activities of the 
University with the rights and privileges generally accorded to students. It does not discriminate on the basis of race, age, color, religion, sex, sexual orientation, national 
and ethnic origin or disability in administration of its educational policies, admissions policies, scholarship and loan programs, athletics and other University-administered 
programs. It is the policy of Christian Brothers University not to discriminate on the basis of sex in its educational programs, activities, or employment policies as required 
by Title IX of the 1972 Educational Amendments.
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