Art of Birth & Wellness @ Living Tree

Application For Enrollment

PERSONAL INFORMATION







Date of Application: ___________________

Name: __________________________________________________________________

            Legal Last Name                            First                    Middle                       Preferred Name

Course applying for: _______________________ Starting Date (month/year) _________

Do you have a second choice date to attend this course? If yes, specify date: __________

Current address until: _______ Current address: _________________________________

                                   Day/mo/yr                                                      Street / PO Box

________________________________________________________________________

            City                                 State             Zip/postal code                   Country                   Phone #

Permanent address: _______________________________________________________

                                                                  Street / PO Box

________________________________________________________________________

            City                             State               Zip/Postal code                   Country                  Phone #

Age: ________ Birth date: __________ Birth place: _____________________________

                                                        Day/mo/yr                                      City              State/Prove          Country

Gender: ____________________   US Social Security Number ______________________

Email address: _____________________________________ Fax: __________________

Relationship status: ________________________________________________________

Spouse/ Partner Name: _____________________________________________________

Birth date: ____________ Age: ______ Birth place: _____________________________

 Please list any dependents that would accompany you and join our childcare co-op and their immunization status.

Last Name                                  First                                Birth date           Sex              Grade / immunized































CONSENT FOR TREATMENT

In case of emergency, I/we hereby agree to the performance of such treatment, including anesthesia and surgery, as the attending doctor or physician may deem necessary.

Applicant’s Signature: _____________________________________ Date: ___________

Signature of parent or guardian required, if applicant is less than 18 years of age.

Signature: ________________________ Date: __________ Relationship: ____________

EMERGENCY INFORMATION

In case of Emergency, contact: _______________________ Relationship: ___________

Address_________________________________________________________________

                    Street                                City                     State         Zip              Country           Phone

SPIRITUAL INFORMATION

Ministries currently involved in: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Ministries formerly involved in:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

LANGUAGES

Languages: Please identify and indicate proficiency on the line below.


1 - Elementary level


4 – full professional proficiency


2 - Limited word proficiency

5 – native speaking proficiency


3 - Minimum professional proficiency
6 – mother tongue

English proficiency: ________ other language and proficiency: ____________________

WORK EXPERIENCE

Please briefly list previous work experiences and the skills obtained/required.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

EDUCATIONAL BACKGROUND

I completed: __ high school / secondary school

                     __ Equivalent of high school / secondary school

                     __ College or university (specific English, microbiology, and math courses will transfer)


            ___ Complementary certifications and or degrees.

               Name of Institutions                                    Address                    Dates Attended       Degree/Major





















        * You must include a copy of your high school diploma or G.E.D., and any college transcripts*

PASSPORT INFORMATION

Country of Citizenship: ____________________________________________________

Name as listed on passport: _________________________________________________

City and Country where passport was issued: ___________________________________

Passport Number ________________________ Passport Expiry date: _______________

FINANCIAL INFORMATION

Do you have your complete tuition fees?  Yes __ No __

If no, from what sources will they come? ______________________________________

________________________________________________________________________

Do you have any outstanding debt? (If so, please explain) _________________________

________________________________________________________________________

Name, address, and phone number of person responsible for your tuition billing:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILITY

I understand that payment of the required school tuition fees must be made in U.S. currency prior to the start of each semester, unless otherwise approved by the Director. Furthermore, I agree to meet in a timely manner, prior to the completion of school, all expenses incurred during my involvement with Art of Birth & Wellness. I understand that, in addition to tuition, I am responsible for books, travel, and testing and licensing fees. I also understand that all application, deposit and tuition fees are nonrefundable. 

Signature: ____________________________________________ Date: _____________

EXPECTATIONS

How did you first hear about Art of Birth & Wellness? ___________________________

________________________________________________________________________

Who do you know that has previously attended our school? ________________________

________________________________________________________________________

What expectations do you have for this course? _________________________________

________________________________________________________________________

What do you hope to do when your training is complete? _________________________

________________________________________________________________________

What reasons most influenced your decision to apply? ____________________________

________________________________________________________________________

I certify that all information in this application is complete and accurate.

Signature: ____________________________________________ Date: _____________

RELEASE OF LIABILITY

I hereby release Art of Birth & Wellness @ Living Tree, its staff, agents, and volunteer assistants from any liability whatsoever arising out of my injury, damage or loss which may be sustained by said person(s) during the course of involvement with Art of Birth & Wellness @ Living Tree. This understanding is extended to my family members joining me at Art of Birth & Wellness. If I am accepted to Art of Birth & Wellness @ Living Tree, I will abide by the spirit, rules, and schedule of the school. 

Applicant’s Signature: __________________________________ Date: ______________

Signature of parent or guardian if applicant is under 18 years of age: 

Signature: _____________________ Date: _______________ Relationship: __________

Please direct all forms to:

Art of Birth & Wellness @ Living Tree

Attn: Admissions

1210 North Main St.

Las Cruces, NM 88001

U.S.A

Web address: www.birthandwellness.com

HEALTH INFORMATION

TO THE APPLICANT: This information is treated confidentially and separate from your academic records. Please answer all questions in black ink.

Course applying for: ________________________________ Starting date: ___________

Full Name: 

U.S. Social Security Number:


                                                             
Citizen of:
        

Permanent Address:

Permanent phone:




Present phone:




Do you have any medical insurance?


Present Address:

Name of Insurer:




Med. Insurance Number:




Medical Insurance Coverage (briefly):


Name, Relationship, Address and Phone # of Next of Kin: 


Person to contact in case of emergency (include name, address, & phone #):


PERSONAL HERSTORY: Please answer all questions.

Comment on all positive answers in the space below or on a separate page.

Height: _______       Weight: _______       Blood type: _______

Have you ever had, or do you have, any of the following?

 
 Yes 

 No 
Skin Conditions

 Yes

 No
Heart Trouble

 Yes   
 No 
Jaundice


 Yes

 No
Eye Trouble

 Yes

 No
High Blood Pressure

 Yes

 No
Hepatitis


 Yes 

 No
Ear Trouble

 Yes 

 No
Low Blood Pressure

 Yes 

 No
Intestinal troubles


 Yes 

 No
Head Injury

 Yes

 No
Rheumatism / Arthritis

 Yes 

 No 
Recurrent Diarrhea


 Yes 

 No
Recurrent Headache

 Yes

 No
Back Problems

 Yes 

 No 
Diabetes


 Yes 

 No
Epilepsy

 Yes

 No
Dislocation of joints

 Yes 

 No
Kidney Disease


 Yes 

 No
Fainting Spells

 Yes

 No
Tuberculosis

 Yes 

 No
Anemia


 Yes 

 No
Mental/Nervous Disorder

 Yes

 No
Stomach/duodenal disorder

 Yes 

 No 
Venereal Disease


 Yes 

 No
Weakness

 Yes

 No
Gall Bladder problems

 Yes 

 No
Tumor; Cancer


 Yes

 No
Paralysis

 Yes

 No
Surgery
 __   Yes   __   No Are you Pregnant?


 Yes 

 No
Insomnia

 Yes 

 No
Appendectomy

 Yes 

 No
Irregular Periods


 Yes

 No
Shortness of Breath

 Yes

 No
 Tonsillectomy

 Yes 

 No
Severe Cramps


 Yes 

 No
Hay Fever / Asthma

 Yes

 No
 Hernia Repair

 Yes
 
 No
Excessive flow


 Yes

 No
Allergies (specify)

 Yes

 No
 Other (specify)

 Yes 

 No
Other Conditions

Other illnesses or conditions:


Are you at present under Doctor’s care for any condition? __ No __ Yes (specify)


Are you taking any medications at this time? __ No __ Yes (specify) 


Are you allergic to any drugs? __ No __ Yes (specify) 


Do you have allergies to specific foods? If so, specify reaction to eating it:


Do you have any physical impairments, handicaps, or health conditions which require special attentions? __ No __ Yes (specify) 


Would you rate your health condition as: __ excellent __ Good __ Fair __ Poor?

Explain:


Are you current on all of your childhood vaccines? __ No __ Yes If not, please specify which ones you are missing:


Are you a conscientious objector? _____________________________________________

If you are accepted, the following vaccines and tests are recommended. Do you already have any of the following? (Please list date received):

· Hepatitis A vaccine (2 shot series):_____________________________________

· Hepatitis B vaccine (3 shot series):______________________________________

· Negative TB skin test:________________________________________________

· Tetanus (one shot):__________________________________________________

Have you ever had long stressful hours and erratic eating and sleeping patterns? Describe:


Please direct all forms to:

Art of Birth & Wellness @ Living Tree

Attn: Admissions

1210 North Main St.

Las Cruces, NM  88001

U.S.A

Web address: www.birthandwellness.com
PERSONAL BIOGRAPHY

Please attach a resume or curriculum vitae with 3 references and a letter of recommendation.

