
Master’s Completion Program 
Distance Learning Program 

Southern Illinois University Carbondale 

Physician Assistant Program 
600 Agriculture Dr., Mailcode 6516, Carbondale, IL  62901 

 

Admission Application 
 

Please print. 

 

Name: _______________________________ Former or other Names: ________________ 
 Last   First            MI       

Social Security #: _____________________ Female _____ Male _____ Birth Date:  ______ 

 

Home Address ______________________________________________________________ 
     Street     City   State  Zip 

 

Office Address ______________________________________________________________ 

   ______________________________________________________________ 
     Street     City   State  Zip 

Telephone: Home __________________Office _______________  Fax ____________ 

E-Mail Address: _________________________________ 

 

 

Educational Background 
 

Bachelors in PA earned at (College/University)  ____________________________________ 
       Name of Institution  

 

_________________________________________________________________________________ 

Address      City  State           Zip 

 

_________________________________________________________________________________ 

Date Bachelors was or will be completed. 

 

Please note –an ‘official’ transcript that shows the posted degree must be sent to our Program 

Advisor before admission may be considered. 

 

 

Statement of Disclosure 

 

A right to verify the following information is reserved by Southern Illinois University 

Carbondale with appropriate law enforcement and regulatory entities.  Questions to which 

you answer ‘yes’ does not automatically exclude you from admission.  This information will 

be kept confidential and used only to determine admissibility.  For those affirmative answers, 

please provide an explanation on a separate, labeled sheet of paper. 

 

 



Please circle yes or no for the following questions:  

 

1. Yes No Do you have an authentic license/certificate as a physician  

assistant for the state where you practice? (Excludes active duty military and 

federal employees) 

 

2. Yes No Has your health care license ever been limited, suspended, denied  

   or revoked? 

 

3. Yes No Have you ever attended any proceedings to cancel, limit, suspend  

   or revoke your health care license? 

 

4. Yes No Other than a minor traffic violation or the defendant in a civil   

   case, have you been convicted of any criminal offense? 

 

5. Yes No Are you using any substance (alcohol/controlled substances) that  

   may negatively affect the completion of this program? 

 

6. Yes No Are you on file with the Child or Adult Abuse/Neglect Registry of  

   any state? 

 

7. Yes No Were you dishonorably discharged from the Military? 

 

 

 

Clinical Practice  

 

You are employed in what medical specialty? __________________________________ 

 

Are you employed full time in this area?  Yes _____  No _____ 

 

If less that full time, will you accumulate at least 800 clinical hours within one full year? 

Yes _____ No _____ 

 

List the information below for the physician who will serve as your preceptor: 

______________________________________________________________________ 
First Name   MI   Last   Degrees 

______________________________________________________________________ 
Address 

______________________________________________________________________ 

City      State    Zip 

 

Are you currently employed by this physician? Yes ____   No ____ 

 

Do you have professional liability insurance coverage? Yes ____  No ____ 

If you do, please provide a copy verifying current coverage with this application. 

 



Please describe your current duties: 

______________________________________________________________________________ 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Please include with your application a one (1) to two (2) page, double-spaced essay on 

why you want to enroll in the Master’s Completion Program at Southern Illinois 

University Carbondale. 

 

I officially confirm that the information provided above is true and complete to the best 

of my knowledge.  By affixing my signature below, it is shown that I understand that the 

provision of false information or the withholding of information will disqualify me from 

the Master’s Completion Program or any degree that may have been awarded.  I agree to 

abide by the requirements of the Program and will immediately inform the proper person 

should I decide not to complete the Program. I also understand that no professional 

liability insurance coverage is provided for me by Southern Illinois University 

Carbondale. 

 

To the full extent of the law, I agree to indemnify and hold harmless Southern Illinois 

University Carbondale from all costs, expenses, claims, demands, causes of action, 

liabilities and responsibilities arising in any manner connected with the act or omission 

related to my learning experiences as a student in the Master’s Completion Program. 

 

 

 

_________________________________________  _____________________ 

Applicant Signature      Date 

 

 

 
“This program requires a $50.00 application fee that must be submitted with the application for 

admissions to graduate study in the PA Program.  Applicants may pay this fee by credit card if 

applying electronically.  Applicants submitting a paper application must pay by personal check, 

cashier’s check or money order made out to SIUC and payable to a United States Bank.” 

 

 

 

-  Application does not guarantee admission - 

 

 

 



Master’s Completion Program 
Online/Distance Learning  

Southern Illinois University Carbondale 

Physician Assistant Program 
600 Agriculture Dr., Mailcode 6516, Carbondale, IL  62901 

 

RECOMMENDATION FORM 

To the Applicant: 

 

You will have the right to review all the materials in your application, except the 

recommendations due to the Privacy Act.  Those letters will be held in the strictest of 

confidentiality. 

 

__________________________________ ________________________________ 

            Applicant’s Printed Name    Applicant’s Signature 

 

 

To those writing recommendations: 

 

The person above is applying for admission to the Southern Illinois University 

Carbondale Master’s Completion Program. Please provide related information below. 

 

1. How long have you known the applicant?  ____________________ 

 

2.  In what capacity have you known the applicant?  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

3. Do you know if this applicant has ever been dismissed, suspended, or placed on 

probation while enrolled in a physician assistant program or employed as a physician 

assistant? Yes ____ (please explain) No ____ Don’t Know ____ 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

4.  In your personal and professional opinion, considering your knowledge of the 

applicant, do you think that she/he has the ability to complete this program? 

Yes _____ No _____ (If no, please explain) 

 

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 



 

5.  As an overall assessment of the applicant, how would you rate them? Please                

     circle only one below: 
 

Recommend              Recommend with reservation             Would not recommend 

 

 

6.  Please indicate how you would rank the applicant on each of the following: 

 

 Above Average Average Below Average Don’t Know 

Clinical Skills     

Medical Knowledge     

Emotional Maturity     

Diversity Tolerance     

Initiative     

Empathy     

Flexibility     

Dependability     

Independent Worker     

Knows Limits     

Interpersonal Skills     

Accepts Criticism     

Respected by Others     

 

7. Use the space below to give your written statement as related to this applicant. 

 

 

 

 

 

 

 

 

 
Signature _________________________________________________  Date ________________ 

 

Print Name ________________________________________ Title ________________________ 

 

Organization ____________________________________    Phone ________________________ 

 

Address _______________________________________________________________________ 

 

City ______________________________ State ___________________ Zip Code ____________ 
 

Return Form to: Academic Advisor, SIUC PA Program, Mailcode 6516, 600 Agriculture Dr., 

Carbondale, Illinois  62901 

 
Revised 6/27/07 FJK 


