_________________, _________   

Last Name                   First Name                                                                                                           
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Application for

Women’s Health Physical Therapy 

Residency Program

Personal Information

Name: 







              







Last



First


Middle


Social Security #
Mailing Address: 






  
















Day Phone

City




State


Zip Code





                 









Evening Phone
Permanent Address: 











City



State


Zip Code


Date of Birth

Country of Citizenship: 













If not a US citizen, do you have US permanent Resident status?  Circle    yes    or   no
**************************************************************************************

Emergency Contact

Name:​​​​​​​​​​​​​​​​ 






Relationship to applicant: 



 

Address: 













Day Phone: 





Evening Phone: 





Have you applied to this program before? 
yes
or
no 

When? 



Have you ever been convicted of a crime (not including minor traffic violations)?  

yes  or
  no
Academics
Please list all colleges and universities attended and attach official transcripts from each one.

	Institution
	City, State
	Dates

Attended
	Degree
	Credits

Earned
	Graduation Date
	GPA

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Have you ever been placed on probation or dismissed from a college or university?   Yes  or  No

If yes, please explain. 













Are you or have you been certified in any health professions?    Yes    or    No   If yes, please list.
Profession: 









Date: 




Profession: 









Date: 




Have you taken the TOEFL (required of all applicants if English is not your native language)?




Date:__________________

Total Score: ______________

Recommendations

Please list the individuals that are sending letters of recommendation on your behalf.

Name








Title/Organization

Address

Name








Title/Organization

Address

Name








Title/Organization

Address

Work and Volunteer Experience

Please describe your health care experience below, beginning with the most recent. Please attach an additional sheet of necessary.
	Institution:
	City, State

	Position Title:
	Circle            Volunteer      or        Paid

	Date:
	Total hours:

	Description of responsibilities:




	Institution:
	City, State

	Position Title:
	Circle            Volunteer      or        Paid

	Date:
	Total hours:

	Description of responsibilities:




	Institution:
	City, State

	Position Title:
	Circle            Volunteer      or        Paid

	Date:
	Total hours:

	Description of responsibilities:




Please describe your non-health care employment for no more than the last 10 years, beginning with the most recent. Please attach an additional sheet if necessary.
	Date:
	Title:
	Company:

	Description of responsibilities:


	City, State:


	Date:
	Title:
	Company:

	Description of responsibilities:


	City, State:


	Date:
	Title:
	Company:

	Description of responsibilities:


	City, State:


Application Essays
1) Please describe the motivating factors influencing your decision to apply for a Women’s Health Residency position. Include in detail your experiences in physical therapy that may have an effect on successful completion of the program. Incorporate educational, clinical, business administration, marketing and research experiences.   Limit: 1000 words
2) Discuss your experiences with and knowledge of autonomous practice and how this may shape your experience as a Women’s Health Resident. Limit: 750 words
Race/National Origin


White (non-hispanic)


African American, African Caribbean, or Black


Alaskan Native or American Indian


Asian or Pacific Islander


Mexican American








Cuban American


Puerto Rican


Latina/o or other Hispanic


Other


Do not choose to indicate











Date: ____/____/____








Women’s Health Physical Therapy, Inc. 

1919 W. Huguenot Rd. Richmond, VA 23235

Ph (804) 379-3002, Fax (804) 379-305
4

