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Advanced Placement Testing  
Request Form 

 

PLEASE  PRINT 
 

Name ________________________________________________________________________      Date  _______________________________ 

SSN __________________ - _____________ - ___________________ Telephone (        _)____________________________________ 

Mailing Address  ____________________________________________________________________________________________________ 

City  __________________________________________________________________ Zip __________________________________ 

E-mail Address ____________________________________________________ @ _______________________________________________ 

Year of LPN Graduation _____________________________________________________________________ 

School  Name & Address_____________________________________________________________________      

Are you currently employed as an LPN?   YES   NO    If yes, where?__________________________________ 

CPR Certification Expiration Date:  ____________________________________________________________ 
 

Please indicate the following courses that you have completed - include year taken, grade, and school where 

course was completed (transcripts and application to the college must be sent to Student Services): 
 

 Course Taken  Grade  Year   School  

   ENG 111  _______  _______  ____________________________________________ 

   ENG 114  _______  _______  ____________________________________________ 

 *PSY 150  _______  _______  ____________________________________________ 

 *PSY 241  _______  _______  ____________________________________________ 

 *BIO 168  _______  _______  ____________________________________________ 

 *BIO 169  _______  _______  ____________________________________________ 

   CIS 111  _______  _______  ____________________________________________ 

 *ACA 111  _______  _______  ____________________________________________ 

   COE 110  _______  _______  ____________________________________________ 

   HUM __________ _______  _______  ____________________________________________ 

 *Must be completed prior to entrance into Associate Degree Nursing Program at SCC. 
 

TRANSCRIPTS WILL NOT BE EVALUATED UNTIL APPLICATION TO THE COLLEGE HAS 

BEEN COMPLETED. TRANSCRIPTS ARE TO BE SENT TO STUDENT SERVICES  
 

You will be contacted regarding testing dates after the beginning of the Spring semester. 
 

PLEASE RETURN THIS FORM TO THE NURSING DEPARTMENT BY DECEMBER 1
st 

  
 

My signature indicates that I have read and understand all terms and conditions of the Advanced 

Placement Policy. 
 

________________________________________________ ________________________ 

 Student Signature      Date 


