 PROVIDENCE 
VETERAN’S AFFAIRS MEDICAL CENTER

RESIDENCY APPLICATION

This application is for the residency in 

___________________________________
Name (First, Middle, Last) _______________________________________________________________________

Birthplace _________________________
Date of Birth _________________
SS# ________________________

Current Address (residence) _____________________________________________________________________

___________________________________________________
Telephone __________________________

Permanent Address: _____________________________________________________________________

___________________________________________________
Telephone __________________________

E-Mail Address(s):   _________________________________________________________________________

U.S. Citizen?
   ________ Yes

__________ No

 EDUCATION AND PROFESSIONAL EXPERIENCE
List colleges and universities attended with dates of attendance and degrees earned.  (Please begin with most recent degree)
College or University


Dates Attended

Degree/Major

Completed












Yes
No

______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

List, in reverse chronological order (most recent first), your experience record in pharmacy practice.  Include institution, location, dates of employment and position held.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

LICENSURE
State




Date


    Exam or Reciprocity

_____________________________
_____________________
    _____________________

____________________________

_____________________    _____________________

APPLICATION INFORMATION
Inquiries and applications should be directed to Bradley E. Peterson at:


Providence VAMC


Pharmacy Services (119)



830 Chalkstone Ave.



Providence, R. I.  02908-4799



E-mail:  Bradley.Peterson@med.va.gov 

A complete application packet should include:



1.
Application



2.
Letter of Intent



3.
Curriculum Vitae



4.
Three letters of recommendation completed by health care professionals who can attest to 


your practice abilities (in a sealed envelope from the author)



5.
Official transcripts for all pharmacy education
     The deadline for receipt of Items 1- 4 is February 1, 2012.  Please forward all information to the above 
     address.  

     Please request transcripts early so they can be reviewed with the application package.  
     Only fully completed application packets will be reviewed for selection to the residency program.
I certify that the information submitted in this application is complete and correct to the best of my knowledge and belief.  I grant the Providence Veteran’s Affairs Medical Center permission, if necessary, to request additional information from previous schools and employers concerning my academic record and professional ability.

Signature ______________________________________________________
Date _____________________

 Rev: 11/11
