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FELLOWSHIP APPLICATION FORM

Return Application To:  Clinical Education Coordinator

Department of Recreational Therapy and Child Life
University of North Carolina Hospitals

101 Manning Drive, 

Chapel Hill, NC  27514

(919) 966-2301

	Name:
	     
	
	     
	
	     

	
	Last
	
	First
	
	Middle

	Drivers License # and State Issued
	     

	Application Date:
	     

	Present Address:
	     

	
	Street
	City
	State
	Zip Code

	Email Address:
	     

	
	

	Permanent Address:
	     

	
	Street
	City
	State
	Zip Code

	Telephone: 
	(     )     
	
	(     )      

	
	School
	
	
	Home
	

	
	

	Telephone: 
	(     )     
	
	(     )      




	UNDERGRADUATE INFORMATION



	


	College/University:
	     

	
	

	Date of Graduation:
	     
	Degree:
	     

	Major:
	     
	Minor:
	     

	GRADUATE INFORMATION




	College/University:
	     

	
	

	Date of Graduation:
	     
	Degree:
	     

	Major/Concentration:
	     
	Minor:
	     




Please rank your preferences for A Fellowship BELOW.
	      FORMDROPDOWN 
 Pediatrics
	  FORMDROPDOWN 
  Psychiatry
	    FORMDROPDOWN 
  Rehabilitation


	List in chronological order your work or volunteer experiences which relate to Recreational Therapy in general and this Fellowship specifically:



	     

	

	     

	     

	     

	     

	     


	State your learning Goals and Objectives for what you want to learn during your Fellowship:

	1.      

	

	     

	2.      

	     

	3.      

	     


	Specific programs and projects, developed by you which relate to this fellowship:

	     

	

	     

	     

	     

	     


	Specific accomplishments, skills, interests, certifications, licensures which are relevant to this fellowship:



	     

	

	     

	     

	     


PLEASE PROVIDE US WITH TWO RECOMMENDATION LETTERS FROM YOUR PROFESSOR/SUPERVISOR FROM THERAPUTIC RECREATION RELATED EXPERIENCE. PLEASE SUBMIT ALL TRANSCRIPTS. THANK YOU.
	References: (Please list people who can speak to your personal qualities, competencies for professional practice as well as your academic interests and abilities.)



	Name:
	     

	Address:
	     

	

	Phone: 
	(     )      


	Name:
	     

	Address:
	     

	

	Phone: 
	(     )      


	Name:
	     

	Address:
	     

	

	Phone: 
	(     )      


	Name:
	     

	Address:
	     

	

	Phone: 
	(     )      


Please refer to page 5 for including your response to one of the questions listed.
	Are you a U.S. Citizen?   FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No   
	If NO, are you eligible to accept permanent employment or to be a student in this country?   FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No    

   Visa type:        

	Have you ever been convicted of a crime? (other than minor traffic offenses)     FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If YES, please describe the nature, date, location, and final disposition of the case.  (A conviction does not mean you cannot be accepted for Internship/Fellowship.  The offense and how recently you were convicted will be evaluated in relation to the Internship/Fellowship for which you are applying.) 

     

	This application is in response to (please mark only one):


	

	1.  FORMCHECKBOX 
 ATRA Web Site

2.  FORMCHECKBOX 
 Promotional Material on File at your College/University

3.  FORMCHECKBOX 
 Faculty Advisor


	4.  FORMCHECKBOX 
 ATRA Newsletter 

5.  FORMCHECKBOX 
 Personal Referral

6.  FORMCHECKBOX 
 Conference

7.  FORMCHECKBOX 
 Other



	
	




AGREEMENT PLEASE SIGN BELOW


I certify that I have given true, accurate, and complete information on this form to the best of my knowledge.  If subject to Military Selective Service registration, I certify that I am in compliance.  I understand that any false information or omissions may be grounds for rejection of my application or dismissal if I am accepted for Fellowship.  I understand that if I am offered a Fellowship I will be required to produce original documents verifying my identity and authorization to work in the United States, in compliance with federal law.

I authorize previous employers, educational institutions, professional certification boards and others to provide any information, including otherwise confidential or privileged information, requested by UNC Health Care System in its evaluation and verification of this application and of my credentials and qualifications for Fellowship.

I voluntarily authorize UNC Health Care to use my Social Security number in the future as a personal identifier for internal record keeping and data processing purposes.

Signature:___________________________________Date: ____________
Please select one of the following questions and attach your written response of two pages or less:

1. Why have you chosen to pursue a career in Recreational Therapy?

2. What are your particular interests in fellowship at the University of North Carolina Hospitals?

3. What are your career goals for five years from now, ten years from now?

     
     
�





© Department of Recreational Therapy and Child Life, UNC Health Care, 2003


Please do not reproduce or distribute without permission.








Please complete using a computer. Also complete the Supplemental Application. Thank you.





Revised 7/2009
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