Term: LB Allied Health Training Center @ W B Allied Health
Single Courses: 2078 Fairview Avenue P Training Center
Orpct Olab Assistant Prattville, AL 36066
O Medical Billing/Coding
Blended Courses: (334) 730-0202 DATE

O MaECG OMA/PhIeb)
(® MA/ECG/Phlebotomy

DIRECTIONS: Please read carefully and answer each question.

Submit your saved application via email to admin@Ibcenter.biz.

LAST NAME: FIRST NAME: MI:
ADDRESS:

CITY: STATE: ZIP: COUNTY:

HOME PHONE: CELL:

EMAIL ADDRESS:

BIRTHDATE: [/

CHECK THOSE THAT APPLY
GENDER: OFEMALE OMALE
VETERAN / ACTIVE MILITARY: OYES ONO

ETHNICITY: OAFRICAN-AMERICAN OCAUCASIAN OHISPANIC

OOTHER

MARITAL STATUS: () SINGLE (O)MARRIED ()DIVORCED (()SEPARATED

HAVE YOU EVER BEEN CONVICTED OF A FELONY? YES()NOQ ) YES, EXPLAIN

Give the name of two references and attach their letters of recommendation

NAME (RELATIONSHIP)
ADDRESS

CITY, STATE, ZIP CODE
HOME NUMBER

MOBILE NUMBER

EMAIL ADDRESS

NAME (RELATIONSHIP)
ADDRESS

CITY, STATE, ZIP CODE
HOME NUMBER
MOBILE NUMBER
EMAIL ADDRESS

6/20/202
I LB ALLIED HEALTH
TRAINING CENTER

OFFICE ONLY: DIRECTOR INITIALS DATE ___
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