
WEST TEXAS A&M UNIVERSITY 
DEPARTMENT OF NURSING                                                                                   Admission Deadline: April 15, for Fall 
Return application and fees to:                                                                      Admission Deadline: November 1 for Spring 
WTAMU Box 60969, Canyon, TX 79016                                                              

*All admission documents must be 
submitted prior to the above deadlines 

to be considered for admission 
 
 
APPLICATION FOR ADMISSION TO THE DEPARTMENT OF NURSING GRADUATE PROGRAM 
With few exceptions, state law gives you the right to request, receive, review, and correct information about yourself collected on this form. 
 
A $50 non-refundable application Nursing fee is required for application. (Make check payable to WTAMU Nursing.) 
This application must be completed in full for processing. 
 
 
Date: __________________________                                    Buff Gold Card:  ______________________________ 
 
 
 Semester Applying for: (Please Select One)          Fall                Spring                        Year___________________ 
 
Major: (Please Select One)     
         Nursing Comprehensive (5703);     Comprehensive Focus:  _____________________________________________
    
         Family Nurse Practitioner (5707) 
 
         POST-FNP Program (5702) 
 
    If you are currently enrolled in WTAMU’s RN to BSN program and are seeking accelerated, advanced placement, please select one of 
    the following:             RN/MSN Nursing Comprehensive (5713)                RN/MSN Family Nurse Practitioner (5717)

         
 
1. Student Information 
 
 _____________________________________________________ _____________________________________           
 Last Name                               First Name                  Middle Initial            
               

Other names which may appear on academic records or licensure:  ___________________________________  
 
Date of Birth: ______________________________________      Gender: (Please Circle One)  Female    Male                    

 
Current Address: 
 

 _________________________________________________________________________________________  
            Street Number                                          City                              State            Zip 
 
 ____________________________________                            ________________________________________  
             Telephone Number          E-Mail Address 
 
Permanent Address (if different):
 

 _________________________________________________________________________________________  
            Street Number                                          City                              State            Zip 
 
RN License Information 
 
___________________________        ____________________________     __________________________ 
                      State                                                 License Number                                        Expiration 
 

 
 
 
 
 



 
2. Academic Information 
 Provide complete information concerning the colleges or universities you have attended. Have official transcripts 

from all universities attended sent to the graduate school, The graduate school will copy and forward and 
transcripts to the admissions office. A catalog course description must accompany any course work you 

 wish to have transferred. Course work older than six years is not acceptable for transfer. 
  

Name and Address  Years of Attendance    Degree and Year     Major 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 

 
 
 Statistics Taken:           

                            College/University      Year                    Grade          
 
 
Academic References 
List the individuals you have asked to recommend you: 
 
Reference Name    Position      E-Mail Address 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Please list any Honors, Awards, Financial Assistance, fellowships, scholarships and assistantships received.  
 
Name of Award      Grantor        Month & Year Received 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
 
 
Are you now, or have you ever been a member of Sigma Theta Tau? ______________________________________  
 
Please select the type of award you will seek:           
     Graduate Assistantship _____   Fellowship _____    
 
     Teaching Assistantship _____   Research Assistantship _____ 

  



 
 
3. Employment Information 
 
  Place of current employment: ___________________________________________________________________________ 
                                                                 Name of Institution 
 

____________________________________________________________________________________________________ 
Address                                                                                                        
 
               
Present Position 

 
4. Please attach copies of the following items to your application:  

□ Statistics course description if taken at a college or university other than WTAMU. 
□ Two letters of professional reference (for FNP track only). 
□ Verification of CPR Certification. 
□ Verification of completion of all required immunizations. 

 
5. Briefly state your career goals. 
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