
 
 

APPLICATION FOR ADMISSION 
EDUCATION PROGRAM FOR SPECIALIST IN BLOOD BANK TECHNOLOGY 

Print or type- Submit two copies to the institution of training     Date:_______________ 
 
Name of institution:__________________________________________________________ 
 
Address:___________________________________________________________________ 
   Number and Street    City and State           Zip Code 
 
Medical Director:__________________________________________________________________ 
 
Classes beginning on:__________________________________________________________ 
 

 
Name:_________________________________ Social Security Number:_____-_____-_____ 
 
MT(ASCP) Registry Number:_________________________________  
 
Address:___________________________________________________________________ 
   Number and Street    City and State           Zip Code 
 
Home Telephone:___________________________________ Mobile:_______________________ 
 
Date of Birth:____________________ Place of Birth:____________________________________ 
       mm/dd/year                               City and State 
 
 
Notify in case of emergency:______________________________________________________________________________ 
            Name                         Address              Telephone 
 
  
United States Citizen?  Yes_____  or No_____ ; if No, Resident _____ or Student Visa_____ 
 
 
 
Name and location     Dates          Degree 
  of college or university           From - To   Title        Date 
 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

University Major:_______________________ University Minor:_______________________ 
 
School of Medical Technology attended:____________________________________________ 
Dates: from______________ to__________________



 
Experience: Start with your most recent position. If you were ever employed in any position 

under a different name, give in each position the name used. 
 

Company Name:_______________________________________ from ________ to_________ 
 
Address:___________________________________________________________________ 
   Number and Street    City and State           Zip Code 
 
Supervisor:_________________________________ Reason for leaving:__________________ 
 
Title/duties:_______________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

 
Company Name:_______________________________________ from ________ to_________ 
 
Address:___________________________________________________________________ 
   Number and Street    City and State           Zip Code 
 
Supervisor:_________________________________ Reason for leaving:__________________ 
 
Title/duties:________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 
Professional References: List three people from whom you will request a letter of reference 

 
    Full Name             Address              Telephone Email Occupation 

 
1)____________________________________________________________________________ 
 
2)____________________________________________________________________________ 
 
3)____________________________________________________________________________ 
 
Signature:____________________________________________ Date:____________________ 

 
TO BE COMPLETED BY INSTITUTION FOR TRAINING 

 
Name of Institution:________________________________________Accepted:_____________________ 

 
Name of Director:_________________________________________  Rejected:_____________________ 
 
Date of Matriculation:______________ Signature of Medical Director:___________________________ 
 
One copy forwarded to Director of Education at AABB National Office: _______________________ 
Director of Education 
AABB 
8101 Glenbrook Road 
Bethesda, MD  20814-2749  
 
 
Revised  by CT/Oct. 8, 2004 


