
Tri-County Allied Health School
 512 Queensland Circle, Corona, CA 92879

 Telephone: (951) 278-3477  Fax: (951) 278-3670
 www.aeandassociatesllc.com

Please complete all sections of this form (Page 1 & 2) 
Please indicate program you are applying for:

oCoding Certificate Program (medical background)

Student Application Form
Page 1

and submit to Tri -County Office via mail, fax, or email .

oCoding Certificate Program (no medical background) 
oCCS or CPC Prep o 3M Encoding o OSHPD Abstracting o Personalized Coding Training

Student Information
Last Name First Name Middle Date of Birth

Address Street Suite/Apartment City State/Zip

Home Phone Mobile Phone Fax email

Employment 
Employer Supervisor Department Phone

Educational Background 
Name of School Degree/Major Year

Post Graduate and/or 
Professional 

College 

Vocational 

High School 

Emergency Contact 
Last Name First Name Middle Relationship

Address Street Suite/Apartment City State/Zip

Home Phone Mobile Phone Fax email

Please answer the following questions (Attach additional pages as needed ) 
Please write a brief statement describing your healthcare background: 

www.aeandassociatesllc.com


Tri-County Allied Health School
512 Queensland Circle, Corona, CA 92879
Tel (951) 278-3477  Fax (951) 278-3670
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Please write a brief statement to indicate why you would like to attend Tri -County Allied Health School: 

Please provide additional information that may be relevant to our consideration of your application: 

Please Indicate Any Special Needs and/or Considerations: 

I understand that the success of this academic endeavor will be dependent on my ability and willingness to 
complete all requirements of the course of study. 

I understand that Tri -County Allied Health School will provide reasonable assistance to helps me achieve success whi le 
no guarantee is made relative to my success with regard to academic advancement, professional 
credentialing, or future employment. 

I certify that information containedin this application is true and complete. I understand that providing false 
information is cause for non -acceptance into the program and/or future expulsion. 

I hereby authorize Tri -County Allied Health Schools and its representatives to verify and and/or all information 
provided in this application. 

Print 
Name Signature Date

www.aeandassociatesllc.com



