	Please use this form for all students enrolling in courses at Mercy College of Health Sciences.

	Complete this form on your computer by using the hand tool and clicking in a field. You can print the form but cannot save it as a file.

Notice of Student Registration Form

Senior Year Plus Program  - Postsecondary Enrollment Options Program

(Type or print in ink all information requested on this form.)

	Section I – To be completed by student

	Student Name (Last, First, Middle Initial)

     
	Social Security Number

     

	Street Address

     
	City

     
	Zip Code

     

	Email address (if available)

     
	Phone Number

     
	Date of Birth

     

	Please print parent/guardian name

                                      
	Address (if different from above) 
     

	Proposed Schedule 
of Classes
	Course Title
	Course Number
	Semester Credits
	Course Times

	
	     
	     
	    
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	Name of College or University of Proposed Attendance:

Mercy College of Health Sciences

928 6th Avenue

Des Moines, IA 50309-1239
	Do you plan to attend more than one college of university this term?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, which college or university:

     

	Course Starts
     
	Month

     
	Year

    
	




Section 281-22.2(2)(a) of the Iowa Administrative Code indicates the student shall have attained the approval of the school board or its designee and the eligible postsecondary institution to register for the postsecondary course.

281—22.22 Tuition reimbursements and adjustments. The failure of a student to complete or otherwise to receive credit for an enrolled course requires the student, if 18 years of age or older, to reimburse the school district for the cost of the enrolled course. If the student is under 18 years of age, the student’s parent or guardian shall sign the student registration form indicating that the parent or guardian assumes all responsibility for the costs directly related to the incomplete or failed coursework.

The undersigned hereby acknowledge that the above-named student is enrolling in postsecondary courses.  The information on this form is accurate, true and complete and Mercy College of Health Sciences has permission to provide the school district identified in this form with any information necessary and proper to administer the program and secure payment of tuition and related fees.

_______________________________________     ____________     _______________________________________     ____________

 Signature of Parent/Guardian (if student is under 18)
Date
Signature of Student
Date

	Section II – To be completed by School District

	Name of School District

     
	Name of High School

     
	Student Grade Level

 FORMCHECKBOX 
 9    FORMCHECKBOX 
 10    FORMCHECKBOX 
 11    FORMCHECKBOX 
 12

	Billing Address

     
	City

     
	State

     
	Zip Code

     

	Secondary School Contact Person

     
	Title

     
	Phone Number

     


	Address of Contact Person (if different from billing address)

     
	Email address (if available)

     
	Fax Number

     


School District Verification

I verify that the student information in Section I is accurate and the student identified in Section I is eligible for participation in the Postsecondary Enrollment Options Act.

_________________________________________     _________________________________________     _______________

 Signature of Authorized School Official
  Title
 Date

	Section III – To be completed by Postsecondary Institution

	Name and Address of Postsecondary Institution

Mercy College of Health Sciences

Office of Admissions, 921 6th Avenue, Suite A

Des Moines, IA 50309-1222
	Phone Number

(515) 643-6715

	Actual Schedule of Postsecondary Courses
	Course Title
	Course Number
	Semester Credits
	Course Times
	Cost

	
	
	
	
	
	Tuition
	Fees
	Textbooks
	Materials

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     

	
	     
	     
	     
	     
	$     
	$     
	$     
	$     


I certify that the student identified in Section I has been admitted to the courses identified in Section III.

_________________________________________     _________________________________________     _______________

 Signature of Authorized School Official
  Title
 Date

Please do not send a copy of this form to the Iowa Department of Education.
Revised 6/22/10
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