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Club MED (Medical Education and Development)  

Program Application                 
A program of East Central Missouri AHEC 

3115 South Grand Blvd., Suite 313 

St. Louis, MO 63118 

314-772-9979-Phone 

314-772-9982 – Fax 

ecmoahec@ecmoahec.org – Email address 

www.ecmoahec.org- Website 

 

 Only complete applications will be accepted please fill out all sections. 
 

Please type or print legibly in ink all responses below. 

 

                

Last Name                     First Name(Preferred Name)  Middle Initial  Social Security Number  
 

 

                

Birth Date (Month/Day/Year)     Home Phone Number (Including Area Code)      Cell Phone Number (Including Area Code) 

 
 

      

Street Address  PO Box/Rural Route   Personal Email Address 
 

 

_______________________________________________________________________________________________________________________________________ 

City   State   County   Zip Code 

 

Gender:  Female  Ethnicity: (optional)   Race: Check one or more (optional)  

  Male   Hispanic/Latino   Yes     No     American Indian or Alaska Native  

            Asian 

            Black or African American 

            Native Hawaiian or Other Pacific Islander  

            Caucasian (White) 

            Other       

 

                

Name of School Currently Attending  Current Grade in School                              Expected Date of Graduation 

 

 
                

School Address    City     State 

 

 
                

County                Zip Code                                Phone (Including Area Code) 

 

 

 
 Medical Education Development 

 

Club M.E.D. 
 

mailto:ecmoahec@ecmoahec.org
http://www.ecmoahec.org-/
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_______________________________________________________________________________________________________________________________________ 

PLAN/ACT, PSAT/SAT or Aptitude Test Score     School Counselor’s Name 

 

Do you have a health career interest? Yes/No (Circle One)  If yes, what is it? (Check one of the professions below): 

  (  ) Medical Doctor        (  )Nurse          (  ) Occupational Therapist       (  ) Physical Therapist        (  ) Dentist 

  (  ) Other (write it in the space below):   

 

Please have your parent(s) or guardian(s) or the adult in your life complete the section below: 

 
 

 

1
st
 Parent/Guardian Name  Address    City  State  Zip Code  

 
 

Daytime Phone    Evening Phone   Cell Phone (optional) 

 

 

Occupation    Employer 

 

Relationship to Student  Highest level of education completed:  Ethnicity: (Optional)  Hispanic/Latino  Yes     No 

 

 Mother    High School/GED   Race:  Check one or more (Optional)   

 Father    Professional/Technical School (1-2 yrs)        American Indian or Alaska Native 

 Guardian    Some college (degree not obtained)      Asian 

 Step-Parent    College (Associates degree)       Black or African American 

 Other     College (Bachelors degree)       Native Hawaiian or Other Pacific Islander  

     Graduate School        Caucasian (White) 

     Other             Other     

 

 

 

 

 

2
nd

 Parent/Guardian Name  Address    City  State  Zip Code  

 

 

Daytime Phone   Evening Phone   Cell Phone (optional) 

 

 

Occupation   Employer 

 

Relationship to Student  Highest level of education completed:   Ethnicity: (Optional)  Hispanic/Latino  Yes     No  

 

  Mother    High School/GED   Race:  Check one or more (Optional)   

 Father    Professional/Technical School (1-2 yrs)        American Indian or Alaska Native 

 Guardian    Some college (degree not obtained)      Asian 

 Step-Parent    College (Associates degree)       Black or African American 

 Other     College (Bachelors degree)       Native Hawaiian or Other Pacific Islander  

     Graduate School        Caucasian (White) 

     Other             Other     

 
  

 

Total Annual Household Income:  
(for the household in which the applicant resides) 

 

 Less than $15,000   $25,001-$30,000   $40,001-$50,000 
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 $15,001-$20,000   $30,001-$35,000   $50,001-$60,000  

  $20,001-$25,000   $35,001-$40,000   Above $60,001 

 

Number of persons living in the household: ____________________ 

 

 

Must be completed by your advisor or counselor: 
 

 

Name      Title    Phone Number 

 

 

Signature         Date 

Club MED 

Workshop Participants 

Code of Conduct 

 
All students are expected to maintain a high standard of conduct during the course of the Club MED workshop.  Therefore, students 

are to adhere to the following points: 

 Arrive On Time   Disruptive behavior will not be tolerated 

 

 Turn off cell phones and pagers: these items are not to 

be used during instruction time  

 

 Attend all assigned sessions 

 

 You must wear your scrub top to each session   

 

 Inform staff immediately in the case of an emergency 

 

 Head gear is not to be worn in class  

 

 Speak quietly in the hallways 

 

 Respect your instructors as well as staff members at all 

times 

 

 

Media Release 
I give my permission for television/photographs to be taken of me to be used in publications, newspapers, television, website, or other 

visual media as related to the Club MED Program. I understand that the above videotapes/photographs become the property of the 

East Central Missouri Area Health Education Center and that they may be used for news, education, or other purposes related to the 

advancement of the program or East Central Missouri Area Health Education Center. 

 

Parent/Guardian Signature ____________________________Date________________ 
 

I certify that the application was completed by me (the student) and that all information is accurate.  If I am selected for the Club Med 

program and choose to participate, I agree to abide by all program rules and guidelines.  I agree to supply all information as requested 

by ECMO AHEC to enable them to assess my progress toward a health care career. 

 

 

Student Signature         Date 

 

I have read the application and certify that the information is accurate.  I give permission for my child to apply and participate in this 

program.  If my child is accepted, I understand that I will receive additional information regarding the program. If my child is 

accepted and participates, I agree to support him/her throughout the program and will willingly respond as requested to ECMO AHEC  

surveys regarding my child and his/her progress.  I understand that this information will remain confidential. 

 

 

Parent/Guardian Signature        Date 

Please return completed application to your Vision GEAR UP Coach.  If you have questions, please call your Vision GEAR UP 

Coach. 

 

 
East Central Missouri Area Health Education Center 
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