
 

REGISTRATION FORM:  PRE-MA PROGRAM IN PSYCHOLOGY 
(Regular Session 20___  –  20___  /  Summer Session 20___  –  20___) 

 
 
Name (print):  ______________________________________________________  Student Number:  _______________________  
 

Email:  ________________________________________________  Area:  _________________________________  

Street Address:  _____________________________________________________   

City:  _________________________________   Postal Code:  _______________________  

Home Phone:  _____________________________  Business Phone:  _____________________________ 

 

Full-Time:  ____________    Part-Time:  ____________ 
 

Note:  Students may not retain the status of full-time while employed full-time without prior permission of the Dean of the 
Faculty of Graduate Studies and recommendation from the major department.  Students registering for part-time must 
complete a Request for Part-Time Status form and submit it to the Psychology Graduate Office (form link: 
http://umanitoba.ca/faculties/graduate_studies/forms/index.html 
 
 
PLANNING GUIDE 
Course Requirements Completed 

(course #) 
Registering 
(course #) 

Psyc 3630, 4500, or 4570    
Two, 3 credit-hour courses from the lettered Honours menu   
   
Two half-courses in Psychology at the 4000 level   
   
   
Honours Research Seminar (Psych 4520)   
Total of 60 undergraduate Psychology course credits   
Additional course requirements (if any)   
 
REGISTRATION INFORMATION  
Course No. Aurora Course 

Registration 
Number (CRN)  

Course Name Lecture 
Section 

Term 
Fall/ 

Winter/ 
Summer 

Credit 
Hours 

Course 
Class. 

       
       
       
       
       
       
       
       
       
       
 
SIGNATURES:  
 

Student:  _____________________________________________________   Date: ___________________________  
 
Academic Advisor:  ___________________________________________   Date:  __________________________ 
 
Associate Head, (Graduate) or designate: __________________________  Date:  __________________________  
 
Clinical Director (if applicable):  _________________________________  Date:  __________________________ 


