
    

HACC Polysomnography Training Program 

Application 
 
 
 

APPLICANT INFORMATION:  

 
____/_____/_____   ______________________________________________________________      Male       Female 
Date  Name  (Last)  (First)   (Middle)  

    
_____________________________________________________________________________________________________ 
Address   (Street)      (City)   (State)  (Zip Code)  

 
_____/_____/_____                 _____________________________________________ 
Birth Date                         Primary Telephone Number 

 
___________________________________________  ________________________________________________ 
Email Address      Alternate Telephone Number (If applicable) 

 
_____________________________________________________________________________________________________ 
How did you hear about this program?     

 

 

REFERENCES: Please List Two References (Other Than Family) 

 

_______________________________________________ _______________________________________________ 
Name       Name 
 
______________________________________________               _______________________________________________ 
Address       Address 
 
______________________________________________ ________________________________________________ 
City   State      Zip code  City    State    Zip code 
 
________________              ___________________               ____________________               ______________________ 
Daytime Telephone             Evening Telephone                Daytime Telephone            Evening Telephone 
 
 
Have you ever been convicted of a crime? (Do not include minor traffic violations)  ___________________ 
 
If “YES”, please explain:   __________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 

 
Have you had any contagious diseases or serious illnesses in the last two-(2) years?  ___________________________________ 

 
If “Yes, Please explain:    ___________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 

 

   

EDUCATION:  

                                             
_________________________________________________________ ________________________________________ 
Name of High School from which graduated or are currently attending   Graduation Date 

 
____________________________________________________________________________________________________ 
Address (Street)    (City)     (State)  (Zip code) 

 
____________________________________________________________________________________________________ 
If applicant’s high school records were maintained under a name other than listed on front, state name used in high school. 
 
             



 

TO BE COMPLETED IF ATTENDED COLLEGE OR OTHER TRAINING 

 
_________________________________ _______  _______ _________________________________ 
Name of School    From     To  Degree or Certification 

 
_________________________________ _______  _______ _________________________________ 
Name of School    From     To  Degree or Certification 

 
Please list any previous experience in the health related field.  Please be concise and use additional paper if needed. Please list 
any training, degrees, credentials, positions held, where and how long, etc. 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
List current employer, date of hire and position held. 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
 

 

 

AFTER COMPLETING THIS APPLICATION, I HAVE RE-READ IT AND STATE THAT  

ALL QUESTIONS HAVE BEEN ANSWERED AND ALL INFORMATION IS TRUE. 

 
 

___________________________________________________ ___________________________________________ 
Applicant’s Signature            Date 
 
 
 
 

 

PLEASE INCLUDE THE FOLLOWING WITH THIS APPLICATION 

 Documentation indicating current employment in a sleep lab or facility.  A letter  

from current employer will satisfy this requirement.  

 $25.00 application fee made payable to HACC 

 Mail to:  HACC, Attn D Swope PC409, One HACC Drive, Harrisburg, PA 17110 

 

 

 

 

If you are a student with a disability, you may be eligible for special assistance or academic accommodations in your courses.   
To access disability support services, please contact Carole Kerper, 717-780-2614, clkerper@hacc.edu. 
 
HACC does not discriminate in employment, student admissions, and student services on the basis of race, color, religion,  
age, political affiliation or belief, sex, national origin, ancestry, disability, place of birth, General Education Development  
Certification (GED), marital status, sexual orientation, gender identity or expression, veteran status, or any other legally  
protected classification. 
 
 

DO NOT WRITE BELOW THIS LINE 

 

_________________________________________   _________________________ 
Application Reviewed by      Date 
_________________________________________   _________________________ 
Accepted by       Date 
 
Comments: ______________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
 

          

mailto:clkerper@hacc.edu

