HEALTH PROFESSIONAL SCHOOL RECOMMENDATION PROCESS

STUDENT INFORMATION SHEET
DATE: _________________________________________________________
LAST NAME: ____________________________________________________
FIRST NAME: ___________________________________________________
MIDDLE NAME:   ________________________________________________
BANNER ID  #___________________________________________________
CURRENT ADDRESS: ____________________________________________
_______________________________________________________________
PHONE NUMBER: _______________________________________________
EMAIL ADDRESS: _______________________________________________
MAJOR: _________________              MINOR: _________________________
CREDIT HOURS COMPLETED: _____________________________________
APPLICATION ID # (AMCAS,etc.):____________________________________

MEDICAL PROFESSION YOU ARE PURSUING:

____Allopathic      _____Chiropractic        ____Dentist         ___Optometry    ___Osteopathic        
_____ Physical Therapy (DPT)  _____ Pharmacy (Pharm D)   ____Podiatric       ____Veterinarian          
_____Other
Pre-Professional Advising Center
2500 Old Cafeteria Complex 
252-328-6001/328-1084
www.ecu.edu/ppac
   East Carolina University
