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704 688-7530 fax

AAPPPPLLIICCAATTIIOONN FFOORR GGRRAADDUUAATTEE AADDMMIISSSSIIOONN



APPLICATION CHECKLIST

Application Deadlines: Rolling Admissions

Completed School of Nursing graduate application 
form

$40 non-refundable application fee 
(personal check or money order only)

One official transcript from all colleges or universities
attended, regardless of  whether or not a degree was 
conferred

Resume

Two letters of recommendation

PROGRAM INFORMATION

Expected Term of Entry
Fall/Spring/Summer Year

Intended Degree Program I wish to apply for the Master of Science in Nursing program.
Clinical Nurse Leader Track
Health Systems Management Track
Nurse Educator Practices Track
I wish to apply for the Master of Science in Nursing in combination with the 
Masters of Business Administration.

I wish to apply for the Post-Masters Certificate.
Clinical Nurse Leader 
Health Systems Management
Nurse Educator Practices

ACADEMIC BACKGROUND

List the high school from which you graduated and ALL colleges and/or universities currently or previously attended. Failure to provide
complete information is a violation of the honor code and may result in a decline of application to Queens.

Institution Location Dates of Enrollment Degree/Date Conferred

APPLICATION PROCESS

It is recommended that applicants submit all required materials in a single sealed envelope, including sealed official transcripts. Applica-
tions for admission are reviewed when all required credentials are received. It is each applicant's responsibility to allow 
sufficient time for all admissions documents to be compiled and mailed and to make sure that all materials arrive prior to your your 
inteded term of admission. International students must submit an (English translated) official transcript for all international coursework. 



PERSONAL INFORMATION

Name
Last First Middle SSN

Mailing Address 
Street Address or P.O. Box Number City

State Zip Code County

Date of Birth 

Telephone Number Email Address

Other name(s) under which documents may be received 

Employer Information 
Employer Position

Employer Address City

State Zip Code County Telephone Number

Country of Citizenship

Have you taken the GRE?     Yes No Date Taken: Scores: Verbal Analytical Quantitative

Nursing Licensure Information:

Name as it appears on license 

Issued by which state     

License number  

Date of expiration

STATISTICAL INFORMATION

The following information is requested so that Queens University of Charlotte may demonstrate to the U.S. Department of Education the Uni-
versity’s compliance with Title VI of the 1964 Civil Rights Act. Please check the appropriate categories. Your response is voluntary.

Ethnicity Marital Status Gender Religious Preference:
American Indian     Single     Female     
Asian or Pacific Islander      Married Male
Black      
Hispanic      
White      
Other



PROFESSIONAL BACKGROUND

Please submit a current resume describing your professional/personal goals and list any positions held since you began working,
beginning with the most recent.

QUEENS UNIVERSITY OF CHARLOTTE HONOR CODE

The honor code regulates all phases of life at Queens University of Charlotte and is binding on all members of the community. It
involves three fundamental principles: truthfulness at all times; respect for the property of others; and honesty in tests, examinations,
term papers, and all other academic assignments. In signing below, I acknowledge that I have read this statement thoroughly, that this
application is true and that I pledge to uphold the Honor Code as long as I am a member of the Queens community.

Signature Date

Please return your application to:
Queens University of Charlotte
Presbyterian School of Nursing Office of Admissions
1900 Selwyn Ave
Charlotte NC 28274
704 337-2276
704 688-7530 fax

Admission to Queens University of Charlotte is granted to qualified applicants without regard to race, color, creed, sex, age, marital
status, national origin, or handicap.



RECOMMENDATION FORM

To the applicant:

1.  Complete the information requested below.
2.  Deliver or mail this form to the person who will write your recommendation.

Name _____________________________________________________________________________ ____________________
Last First Middle SSN

Name of person providing this recommendation 

______________________________________________________________________________

The Family Education Rights and Privacy Act of 1974 and its amendments guarantee students access to the educational records con-
cerning them. Students are also permitted to waive their right to access recommendations. The following signed statement indicates the
wish of the applicant regarding this recommendation.
________ I waive my right to inspect the following recommendation.
________ I do not waive my right to inspect the following recommendation.

Signature of applicant _____________________________________________________    Date ___________________________________

To the recommender:

The person whose name appears above has applied for admission to Queens University of Charlotte and has requested that your evalu-
ation be included as part of the application. Both the applicant and Queens University of Charlotte appreciate your completing and re-
turning this form as soon as possible. The recommendation form is needed before action can be taken on this applicant. We appreciate
your candid evaluation and thank you for your time and effort. Please return this form directly to Presbyterian School of Nursing, Queens
University of Charlotte, 1900 Selwyn Ave, Charlotte, NC 28274 or fax to 704 688-7530.

How long have you known the applicant and what is your relationship? _________________________________________________
Please rate the applicant on the following:

Please provide additional comments which you feel would aid the Presbyterian School of Nursing in the evaluation of the applicant. You
may attach additional pages if necessary or use the back of this form.

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Signature of recommender __________________________________________________  Date ___________________________________

Name (please print) _________________________________________________________________________________________________
Last First Middle

Firm/Department/Title________________________________________________________________________________________________

Address___________________________________________________________________________________________________________
Street Address or P.O. Box Number City State Zip

Attribute Excellent Good Average Poor Unknown
Intellectual Ability

Leadership Ability

Maturity

Personal Integrity

Dependability

Motivation/Initiative

Verbal Communication Skills

Written Communication Skills



TRANSCRIPT REQUEST FORM

To the applicant
Complete the information requested below.
Send this form directly to your previous schools. This form may be duplicated if necessary.
Applicants are required to submit 1 official transcript in a sealed envelope from each college or university attended. 

Name ______________________________________________________________________________ ____________________
Last First Middle SSN

Current Address ______________________________________________________________________________________________________
Street Address or P.O. Box City State Zip

Date of Birth __________________________________

School ______________________________________________________________________________________________________________

Name when enrolled (if different than above) ______________________________________________________________________________

Dates of enrollment __________________________________ Degree and Year ________________________________________________

I hereby authorize the release of _____ (#) copy(ies) of my official academic record for use at Queens University of Charlotte.

____________________________________________________________________________________________________________________
Signature Date

To the school
The above named person is applying to Queens University of Charlotte. In support of this application, the applicant requests that official
transcripts of his/her academic record be sent to the address below. Please see above for the number of copies requested.

Queens University of Charlotte Presbyterian School of Nursing Office of Admissions        1900 Selwyn Ave     Charlotte NC 28274

TRANSCRIPT REQUEST FORM

To the applicant
Complete the information requested below.
Send this form directly to your previous schools. This form may be duplicated if necessary.
Applicants are required to submit 1 official transcript in a sealed envelope from each college or university attended. 

Name ______________________________________________________________________________ ____________________
Last First Middle SSN

Current Address ______________________________________________________________________________________________________
Street Address or P.O. Box City State Zip

Date of Birth __________________________________

School ______________________________________________________________________________________________________________

Name when enrolled (if different than above) ______________________________________________________________________________

Dates of enrollment __________________________________ Degree and Year ________________________________________________

I hereby authorize the release of _____ (#) copy(ies) of my official academic record for use at Queens University of Charlotte.

____________________________________________________________________________________________________________________
Signature Date

To the school
The above named person is applying to Queens University of Charlotte. In support of this application, the applicant requests that official
transcripts of his/her academic record be sent to the address below. Please see above for the number of copies requested.

Queens University of Charlotte Presbyterian School of Nursing Office of Admissions        1900 Selwyn Ave     Charlotte NC 28274


