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Attestation of High School Diploma 

 
 

Date:  _________________ 
 

 
I, _____________________________________________________, have applied for admission  
as a student at MCI Institute of NJ. I understand that one of the requirements for admission to 
MCI is graduation from High  School or its equivalency. 
 
 
I hereby certify that I have earned a:   
 

High School Diploma          GED    
  
 

   
(Name of School) 

 
   
                  (City)                                                    (State)                                            (Year of Graduation) 
 
 

*Student must provide Official Transcripts for Highschool* 
 

Acknowledgment of Valid High School Graduation or GED Requirement 
 
I understand that if proof of high school graduation or GED is found to be false or inaccurate, I 
will not have met the admission requirements for MCI Institute of NJ. As a result, I will be subject 
to immediate dismissal and may also be reported to the U.S. Department of Education. 

 
 
 
__________________________________________        _________________________   
 (Printed Name)                                                                (Student Signature) 
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Photo & Marketing Consent Release Form 

 
 
 
 
Date: ___________________ 
 
 
I hereby grant MCI Institute of NJ permission to use any school photos taken of me, verbal 
testimonials, written testimonials, thank you cards, Facebook Reviews and Google Reviews in 
any and all of its publications, including website entries, without payment or any other 
consideration for marketing and advertising purposes.  I understand and agree that these 
materials will become the property of MCI and will not be returned. 
 
I hereby irrevocably authorize MCI to edit, alter, copy, exhibit, publish or distribute these 
materials for purposes of publicizing MCI’s programs or for any other lawful purpose.  In 
addition, I waive the right to inspect or approve the finished product, including written or 
electronic copy, wherein my likeness appears.  Additionally, I waive any right to royalties or 
other compensation arising or related to these materials. 
 
I hereby hold harmless and release and forever discharge MCI from all claims, demands, and 
causes of action which I, my heirs, representatives, executors, administrators, or any other 
persons acting on my behalf or on behalf of my estate have or may have by reason of this 
authorization. 
 
I am 18 years of age and am competent to contract in my own name.  I have read this release 
before signing below and I fully understand the contents, meaning, and impact of this release. 
 
 
 
 
 

__________________________________________        _________________________   
 (Printed Name)                                                                (Student Signature) 
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Liability Waiver & Assumption of Risk Declaration 

 
I ____________________________________________________, in consideration for my 
participation in many different clinical laboratory activities (potentially including phlebotomy 
and/or injections) at MCI Institute of NJ and/or clinical externship sites, hereby RELEASE, WAIVE, 
AND HOLD HARMLESS, MCI Institute of NJ, its affiliated clinical externship sites, faculty, staff, and 
students from any and all liabilities, claims, demands, action and causes of action whatsoever 
arising out of, or related to any loss, damage, or injury that may be sustained by me, while 
participating in such clinical activities.   
 
I hereby also elect to voluntarily participate in clinical trainings, and to enter the above-named 
premises and engage in such activities knowing that certain risks of harm are, or may be 
inherent in the various actions, contemplated herein and that the activities may be hazardous 
to me: 
 

▪ Examine and be examined by other students and/or instructors during clinical laboratory 
exercises such as phlebotomy, electrocardiograms, vitals, sonography scanning and others 
procedures required by the curriculum 

▪ Exposure to sharp objects and instruments including needles, scalpels and chemicals. 
▪ Lifting equipment up to 50 lbs. 
▪ Moving heavy equipment on wheels (up to approx. 500 lbs.)  
▪ Bend, stoop, push and pull routinely 
▪ Work standing on feet 80% of the time 

 
BY SIGNING THIS RELEASE, I ACKNOWLEDGE AND REPRESENT THAT I have read the foregoing 
Liability Waiver and Assumption of Risk Declaration, understand it, and sign it voluntarily as my 
own free act and deed; and that, no oral representations, statements, or inducements, apart 
from the forgoing written agreement have been made; and that I execute the release for full, 
adequate and complete consideration.  
  
I represent that: 
1. I am 18 years of age or older. 
2. I understand and agree that I will participate in all curriculum required clinical lab activities. 
3. I have no physical or emotional problems, nor any history thereof, which will impair my 

ability to utilize the Clinical Facilities at Medical Career Institute and its services in a safe 
manner. 

4. My physical health is sufficient that I can meet the demands of my educational training. 
 
 

_______________________________        _________________________         _________ 
 (Printed Name)                                              (Student Signature)                                     (Date) 
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Clinical Externship Questionnaire 
   

 

1. Do you have active health insurance coverage?    ☐Yes      ☐ No  
If yes, please submit a copy of your health insurance card 

 

2. Are you currently employed?         ☐Yes      ☐ No  
 

3. What is your work schedule?    _______________________________________________________ 

 

4. Is your work schedule flexible?         ☐Yes      ☐ No 
 

5. Do you have a valid driver’s license and reliable transportation? ☐Yes      ☐ No 
 
6. How will you commute to School and Clinical _____________________________________                         

( i.e. family, friend, uber, bus, etc)  
 

7. Do you have any upcoming planned vacations?      ☐Yes      ☐ No 
      (i.e. Weddings, Family Trips, Etc.)  

______________________________________________________ 
                                    If yes, please list the dates of vacations and/or holidays.  
 

8. What is your primary language? (i.e. speaking, writing, reading)  
   

English______________________________ ☐ 
Other _______________________________ ☐ 

 

1. Please check off the statement that best describes your computer level skill:   

 

Level 1 I do not use a computer; I only use my cell phone ☐ 
Level 2 I can use the computer to run a few specific programs such as checking e-mails or 

browsing the web    
☐ 

Level 3 I can use the computer to run general programs, check e-mails, browse the web, 
use Microsoft Office and most of the operating system tools 

☐ 

Level 4 I can use the computer to run all program, use most of the operating system tools 
and feel confident enough to teach others some basic operations 
 

☐ 

 
 

By signing below, I attest that the above information is accurate to the best of my knowledge.  
 
 

_______________________________        _________________________         _________ 
 (Printed Name)                                              (Student Signature)                                     (Date) 
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Clinical Externship Requirements 
 

I, ____________________________, understand that by selecting to enroll into MCI, I must be 
aware of the clinical externship process, requirements and expectations.  I must be aware of 
the clinical placement, travel times and schedules that may be selected for me.    
 

Clinical Placement   Placement is at any affiliated clinical facility in New 
Jersey. MCI does not guarantee or promise any 
clinical site to students.  

 
______________ 
Initials  

Travel Time Students may be required to travel up to 2 hours one 
way for clinicals. MCI does not place students at the 
closest facility to their residency.  

 
______________ 
Initials  

Schedule Students clinical schedule may be Monday – Friday, 
Weekends, Evenings and on Holidays. Weekly 
schedule is 32-40 hours.   

 
______________ 
Initials  

Associated Fees Students are expected to pay any fees associated 
with clinical placements such as driving expenses, 
tolls, parking fees, etc.  

 
______________ 
Initials  

 
 
I, ____________________________, understand that prior to clinical placement, I must meet 
the following clinical clearance requirements. I also authorize for MCI to release my medical 
forms, background check results and drug screening results to the clinical externship site.  

 
Medical Forms   Students will not be placed at a clinical site unless 

they submit the Medical Forms and all supporting 
documentation.   

 
______________ 
Initials  

Background/Drug 
Check 

Students background check will be initiated by 
the school. Students must have a clear 
background check and/or drug test results. 

 
______________ 
Initials  

CPR Class   Students must attend a CPR class which is 
scheduled one day Monday-Thursday between 
2:30 - 4:30 PM on-campus.  

 
______________ 
Initials  

Financial Aid 
Clearance   

Students will not be placed at clinical site unless 
they have met all financial aid obligations with 
the Financial Aid Director.  

 
______________ 
Initials  

 
_______________________________        _________________________         _________ 
 (Printed Name)                                              (Student Signature)                                     (Date) 
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Ultrasound Laboratory Scanning Consent/Liability Form 

 
I understand that participating to be scanned in the Diagnostic Medical Sonography or Cardiovascular 
Sonography program is for teaching and/or demonstration purposes only and is completely voluntary. I 
understand that choosing not to volunteer will have no negative impacts. 
 
• I understand that the program faculty will be assisting sonographic examinations for educational and 

demonstration purposes in order to improve comprehension of the course materials. I also understand that the 
nature of this type of examination may entail exposing and touching of the chest/breast, back, upper and lower 
abdomen, extremities, and neck areas.  

• I understand the purpose of the ultrasound procedure is not to provide medical care or diagnose medical 
conditions. I recognize the possibility that pathology may be found. If noted, the instructor may inform me to 
contact my personal physician. I also recognize that because this scan is being performed for training purposes, 
there is a possibility that existing pathology may not be noted due to the focus of the lesson. I agree not to hold 
Medical Career Institute, the Diagnostic Medical Sonography or Cardiovascular Sonography program, its 
students or employees liable for any circumstances that may arise from any these actions.  

• I understand the biological effects involved with ultrasound scanning. Ultrasound uses nonionizing energy and 
does not possess the effects found with ionizing energy such as radiation from x-rays. Although the possibility 
exists that biological effects may occur with scanning, the AIUM statement on clinical safety states that within 
the diagnostic imaging intensity levels, no harmful effects have been known to occur since its use for medical 
diagnoses in the 1960s on patients or its operators.  

• I am submitting this release, waiver of liability, and assumption of risk declaration voluntarily and of my own free 
will. I hereby waive and release Medical Career Institute, its officers, agents, employees, clinical affiliates, and 
students from any claim alleged to result from injuries arising from or related to my participation as a model in 
the ultrasound laboratory. 
 

VOLUNTEER CONSENT  
I recognize that by participating in this activity, no medical care is being provided and that individuals 
scanning are learning skills and their interpretations of ultrasound imaging in either finding abnormal 
conditions, or not finding abnormal conditions, should not be considered factual and/or a medical 
diagnosis in any way. I understand that the ultrasound procedure performed on me is purely for 
educational purposes to teach learners the skills of conducting point of care ultrasound. The purpose of 
the ultrasound procedure is not to locate or diagnose medical conditions.  

 

 I agree to volunteer as a model for ultrasound scan  
 
 I decline to volunteer as a model for ultrasound scan  
 

 
Participant Name: _________________________________________ Date: _________________ 
 
Participant Signature: _______________________________________________________________ 
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Student Medical History 
 

Name: __________________________________________________ Date of Birth:  ____________________    
 
Address: _________________________________City:  __________________State:  ______Zip Code: _______ 
   
Emergency Contact Name:  _______________________________Phone Number: _________________________ 
 

Have you ever had the following? (Please place check in box):  

 
 YES NO  YES NO  YES NO 

Chicken Pox    High Blood Pressure   Known Allergies to Medications?       

Diabetes   Tuberculosis    Known Allergies to Latex?                    

German Measles       Anemia   Known Allergies to Iodine?   

Mumps   Epilepsy   Known Food Allergies?                         

Measles   Heart Disease      

Mononucleosis   Asthma      

Renal Disease   Scarlett Fever      

Hepatitis    Rheumatic Fever      

 
 
                                                                                                                                                YES          NO 
Do you have any physical restrictions requiring medical care?                                      
If “Yes,” please provide clearance from your healthcare provide to participate in classes.  
 
                                                                                                                                                YES          NO 
Are you taking any prescription medication on a regular basis?                             
If “Yes,” please note a positive drug test can be caused by a prescribed medication.  
 

    
I, ___________________________________hereby authorize my physician to release to Medical Career Institute, 
its appropriate employees and agents the requested medical information contained herein.  Furthermore, I 
understand that clinical affiliating agencies may require copies of medical records including copies of prescriptions.  
I hereby authorize Medical Career Institute, its directors, officers, employees and agents, to release my records to 
the clinical affiliating agencies and/or any future employer. 
 
 
 

 

 
_______________________________        _________________________         _________ 
(Printed Name)                                               (Student Signature)                                     (Date) 

 



II. Immunizations and Physical Examination to be completed by medical practitioner

Patient Name: ___________________________________________________________________________________ 

Immunizations: the following titers or vaccines to be administered by the signing medical practitioner; 

▪ Varicella (chicken pox)  Titer  Date:  ________________ Proof attached    Vaccine   Date:______________ 
` 

▪ Mumps  Titer  Date:  ________________ Proof attached     Vaccine   Date:______________ 

▪ Rubella (german measles)  Titer  Date:  ________________ Proof attached      Vaccine   Date:______________ 

▪ Rubeola  (measles)  Titer  Date:  ________________ Proof attached     Vaccine    Date:______________ 

▪ Tdap  Titer  Date:  ________________ Proof attached     Vaccine    Date:______________ 

▪ Hepatitis B (Antibody & Antigen) Titer Date: ____________ Proof attached   Hepatitis C (Antibody) Titer Date: ____________ Proof attached

▪ Hepatitis B     Vaccine Series:  Date #1________________  Date #2_______________   Date #3 ________________

▪ Tuberculin Screening

QuantiFERON-TB Gold  Negative Date + Results Attached: ______________________ 

OR

2 Step PPD  Documentation of two step PPD and negative results 

*If positive, Chest X-Ray Results Required

▪ Flu Vaccine:  Received Date: ______________ (Proof attached)    Not Advised (due to severe allergic reaction; Doctors note attached)  

Physical Examination: 

Height:  _______Weight: _______ BP: __________Heart:   ____________Lungs:  _____________Abdomen_________________ 

Comments:  _______________________________________________________________________________________________ 

After performing physical examination, I certify that ______________________________________________________ 
(Name of Patient)     

is capable of fully participating at during Clinical Externship Program with no restrictions or accommodations needed. 

________________________________     __________________________________    ___________________________ 
    (Physician’s Name)                (Address)  (Phone Number) 

________________________________     _________________________________  __________________________ 
 (Physician’s Signature)                                                  (NPI#)      (Date) 
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