
PHC APPLICATION FORM 1

McCORD HOSPITAL SCHOOL OF NURSING 
 

DECENTRALISED DIPLOMA IN CLINICAL, NURSING 
SCIENCE, HEALTH ASSESSMENT, DIAGNOSIS, 

TREATMENT AND CARE, COURSE 
 

APPLICATION FORM 
 

1. PERSONAL PARTICULARS 
 

SURNAME:…………………………………………………………………………………………………… 
 
FIRST NAMES:……………………………………………………………………………………………….. 
 
ID NUMBER:………………………………………………………………………………………………….. 
 
PHYSICAL ADDRESS:……………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………..CODE:…………………… 
 
POSTAL ADDRESS:………………………………………………………………………………………… 
 
……………………………………………………………………………………….CODE:…………………… 
 
CONTACT NUMBERS: 
 
HOME:…………………………………………………..WORK:…………………………………………… 
 
CELLPHONE:…………………………………………………… 

 
2. PHC MODULES ALREADY DONE 
 
 PLEASE INDICATE BELOW THE MODULES THAT YOU HAVE DONE 
 

MODULES YES NO 

CHILD HEALTH CARE   

ADULT HEALTH CARE   

PHARMACOLOGY   

TRAUMA AND EMERGENCY   

COMMUNITY HEALTH NURSING   

NURSING DYNAMICS   

 
CENTRES WHERE MODULES WERE DONE: 

 
…………………………………………………………………………………………………… 

 
…………………………………………………………………………………………………… 

 



 
3. GENERAL INFORMATION 
 

Is your employer aware of your intentions to study? 
 

PHC APPLICATION FORM 2

 
    

YES NO 

 
 

If “yes”, request employer to sign below: 
 
 
 

………………………………………………  ……………………………… 
Employer’s Signature   Date 

 
 
 
 

Official stamp: 
 
 
 
 
 
 

Date:………………………………………. 
 
 

DECLARATION 
 

I declare that the above particulars are complete and correct. 
 
 
 
 
 
 

……………………………………………….   …………………………………….. 
Applicant’s signature    Date 
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