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REFERENCE:  Please list at least 2 personal or business references.  Please provide two letters of recommendation from a licensed professional (medical, legal etc.) who have known you for at least one year.





Name				        Title			               Phone Number
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Please use this space to make any statement or comments about yourself that you feel should be known by the Application Committee: (You may attach a separate sheet of paper if you choose.)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

















Please complete and return with a one time registration fee of


$100 in the form of a check or money order to:








Quantum International University


Attn: Registrar


2422 12th Ave. Rd #262


Registrar by appointment at:


3718 S. Sunnyridge Rd.


Nampa, ID  83686


Phone: 208-467-3112 


Fax: 208-286-4306











Please state what attracted you to this career field?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Do you have any history of criminal convictions, felonies, or misdemeanors, etc.? ( Yes (  No  If your answer is yes, please explain… ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Do you have addictions to any of the following? (  Alcohol  (  Drugs  (  Nicotine (  Other _______________ 





Do you hold a license / certification to practice any method of healing? ______ If Yes, in what state(s)? List the states and dates license/certification was issued: 





 Profession		    Date Issued         State/Country Issued      License Number
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Give a detailed history of medical or healing education and experience. (Please include dates, location, instructors and hours.)





Education              Instructor            Dates                   Hours                   Location
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Give a detailed history of all postgraduate education and experience. (Include dates, location, instructors and hours.)





 Date		         Location                                  Instructor(s)                                   Hours
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Clinical and/or hospital experience:


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Give the length of time and date of practice since graduation:    _____________________________________ 





________________________________________________________________________________________
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QUANTUM INTERNATIONAL UNIVERSITY


Program:





MISSIONARY MEDICINE & FUNCTIONAL HEALING                         


Doctor of  Integrative Medicine (DIM)   or 


        Missionary Medical Practitioner (MMP) 


Botanical Medicine                      


Classical Homeopathy  ( HOM100 ( HOM200 ( HOM300 ( HOM400


Clinical Nutrition 


Indigenous Medicine


   Somiatry (Bodywork)


Idaho School of Massage Therapy  


  


 Other  _______________________________________________











Name:___________________________________________________________________________________


	       Last			First					MI.





Address:__________________________________________________________________________________


	       Number/Street/Apt. No.				P.O.Box





Address:__________________________________________________________________________________


	       City                                                     State			Zip Code





Telephone:(            )_____________________________, (             )___________________________________


		     Business                                                   Home


				              


Date of Birth:_______________Height:_________Weight:________Color Eyes:___________Sex:_________








Country of Citizenship:_______________________Social Security No:__________-__________-__________








Place of Birth:______________________________Native Language:_________________________________








Professional Discipline/Specialty:_____________________________________________________________








Web Site: __________________________E-MailAddress: _________________________@______________





NOTES
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