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Lakehead University Master of Public Health Program
Admission Process:

MPH Nursing Specialization with Primary Health Care Nurse Practitioner Electives

Applicants to the MPH Nursing Specialization should indicate their interest in the PHC Nurse Practitioner elective option at the time of application to the MPH program.  Such applicants must submit:
I. A full application package to the MPH program; a completed application form indicating “MPH Nursing with Nurse Practitioner electives” as the program of study; academic transcripts; curriculum vitae; statement of goals and intentions; three references; a copy of the applicant’s current payment card from the College of Nurses Ontario; and in addition

II. A cover letter indicating interest in completing the MPH Nursing Specialization with Nurse Practitioner elective courses; a personal essay (see Appendix A below); and employer verification of employment (see Appendix B below).

Preference will be given to Ontario residents.

APPENDIX A
The personal essay is an important part of the secondary screening of candidates for admission to the Primary Health Care Nurse Practitioner (PHCNP) Program.  The scores will be based on your ability to address all the items below in a comprehensive manner.  It is suggested that you include examples of your experiences that illustrate your responses.  Answers must be in Times New Roman 12 font & limited to one-page per question.  As well, answers that are overly brief and/or very general will not be highly scored.  Your written submission contributes strongly toward determining whether you are selected for admission to the PHCNP Program. 

1. What is your motivation for wanting to become a NP-PHC rather than an NP-Adult of NP-Pediatrics?

2. What professional and personal attributes do you bring to the NP-PHC role?

3. Given that each course requires at least 15 hours preparation time per week in addition to course and clinical placement hours, please describe specific strategies you will use to meet the demands of the program.
APPENDIX B 
Master of Public Health Nursing Specialization Nurse Practitioner Elective Program
Verification of Employment Hours

SECTION 1: TO BE COMPLETED BY THE APPLICANT AND SENT TO THE EMPLOYER. Please Print - Photocopies of this sheet may be made to distribute to all employers in the last 5 years

Dates of Employment:  FROM:____________  TO:____________





    DD/MM/YY           DD/MM/YY

Surname:_______________________________   Given Name(s):___________________________________

Maiden Name (if applicable):_______________
I, ____________________ am applying to the Primary Health Care Nurse Practitioner Certificate program.  

            Please Print Name
In order to process my application, Lakehead University is requesting your institution to provide information with respect to my employment status. I hereby give my previous and/or present employer(s) consent to provide any and all information in its possession to the university to which I am applying regarding my type and length of employment.

Applicant Signature:______________________________________
Date:_______________________

ATTENTION APPLICANT: Please ensure that both pages of this form are submitted together
SECTION 2: TO BE COMPLETED BY THE EMPLOYER AND RETURNED TO THE CANDIDATE IN A SEALED ENVELOPE
Please sign a sealed envelope to ensure confidentiality. Information obtained may be shared with the applicant separately if desired.

Dates of Employment  FROM:______________  TO:________________





    DD/MM/YY                 DD/MM/YY

Name of Employee_______________________________________________________________

Total hours worked within the past five years ______
Name of Employer/Organization ___________________________________________________

City:  ______________________________
Province:  _________________________________

Country____________________________ 
Postal Code________________________________
Telephone __________________________
Fax ______________________________________
PLEASE CHECK THE FOLLOWING TYPE(S) OF EMPOLYMENT SETTINGS 

WHERE THIS EMPLOYEE HAS PRACTICED AT YOUR FACILITY AS A REGISTERED NURSE:
LONG-TERM CARE:
 (



ACUTE CARE: (
COMMUNITY CARE:
Chronic Care

(

Medical/Surgical
(

Public Health

(
Rehabilitation

(

Mental Health
(

Visiting Nursing

(
Home for the Aged
(

Pediatric

(

Independent Clinic
(
Retirement Home

(

Maternal/Child
(

Community Clinic
(
Nursing Home

(
Other, please specify __________________________________________________________________________
I hereby certify that the information given is true and complete.

Name (please print) ___________________________________________

Title _______________________________________________________

Signature ___________________________________________________

Date _______________________________________________________

Please submit the completed form to:

LAKEHEAD UNIVERSITY

FACULTY OF GRADUATE STUDIES

955 OLIVER ROAD

THUNDER BAY, ON   P7B 5E1
