APPLICATION FORM  

Ontario Hospital Pharmacy Residency Programs

 offered in cooperation with the  
Leslie Dan Faculty of Pharmacy, University of Toronto 
For each hospital, indicate if applicable: 
	Hospital Name:  
	 

	Date visited / planned:  
	 

	Pharmacists who you met with:  
	 


 I)  Personal Data 

	Name of Applicant (Surname, Given names) 
	 

	Permanent address 

(street address, city, province, postal code) 
	 

	Permanent phone number (with area code) 
	 

	Temporary  address 

(street address, city, province, postal code) 
	 

	Temporary phone number (with area code) 
	 

	Email address 
	 


a) Are you legally entitled to work in Canada?   Yes 
No 

(Proof of eligibility will be required after hiring)  

b) Autobiographical Sketch How would you describe yourself?  (maximum 250 words) 

(Please complete either on back of sheet or on an attached sheet) 

c) Describe your reasons for applying for a residency program (maximum 250 words) 

(Please complete either on back of sheet or on an attached sheet) 

II)  Education  

A.

	Name of Program 
	Length of Program 
	Degree Awarded? 

	 
	 
	Yes No 

	 
	 
	Yes No 

	 
	 
	Yes No 


B. Transcript
Important Forward a Transcript of your Academic Record with each copy of this Application you distribute (Transcript photocopy acceptable) 

C. Courses/Credits
Have you taken, or are you now taking, any elective course(s), you consider relevant to your proposed residency program?  Please list. __________________________________________________________________________________________  

__________________________________________________________________________________________ 

D. Awards, Scholarships, Prizes Received
List below or see attached resume 

__________________________________________________________________________________________  

__________________________________________________________________________________________   

III) Pharmacy Licensure or Certificate of Registration
(If you are currently licensed, please list province, state, country, year). Undergraduate students, please indicate if you are eligible for licensure and the expected date

__________________________________________________________________________________________ 

Are you a registrant of the Pharmacy Board of Canada? 

Yes 

No             Date of Registration: __________________________________  
IV)  Employment History   (attach resume)  
List in CHRONOLOGICAL ORDER from secondary school graduation until present (including practical training in pharmacy, summer employment, postgraduate training, professional practice and any other experience). List position, nature of work, employer, and dates of employment. 

V)  Professional Association/Society Memberships (include in resume or list below)
__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

VI)  Residency Program for which you are applying


General residency


Combined degree/residency program

· Specialized Program (specify type) 











VII)  References
(Please list Names, Addresses and Telephone Numbers of Two Referees)  
	Reference 1 
	 

	Reference 2 
	 


VIII)  COPIES OF APPLICATION REQUIRED
Send one copy directly to the director of pharmacy at each hospital in which you wish to be considered.   

Remember: You must register for the CHPRB Residency Matching Service (RMS) and the deadline to register is November 1, 2011.  The deadline to submit your ranking is January 3, 2012.  The link for the Residency Matching Service (RMS) is http://cshp.ca/rms/
 IX)  READ CAREFULLY BEFORE SIGNING

I understand that any misrepresentation made by me in this application or resume, as well as any omission or falsification with respect to any information - regardless of when discovered - shall be SUFFICIENT REASON FOR DISCHARGE FROM THE HOSPITAL / PROGRAM.  

I understand that all information supplied by me will be treated with the utmost confidentiality.  

Pharmacy residents consent to release contact information 

I hereby consent to the release of my name and contact information (name, hospital, phone number(s) and email address(es) to the Hospital Pharmacy Residency Forum of Ontario for the purpose of compiling a contact list which may be provided to the Leslie Dan Faculty of Pharmacy, the Ontario College of Pharmacists (OCP), the Ontario Pharmacy Residents’ Association (OPRA), the Canadian Society of Hospital Pharmacists (CSHP) which are required for reasons directly related to my status as a hospital pharmacy resident.   I consent to the publication of my name as part of any announcement by these organizations listing Ontario residents. 

 Date:     __________________________     Applicant's Signature: ____________________

__

(For Hospital Use Only)  

X. RECOMMENDATION  

Invite for Interview Yes 
 No             Hospital Signature: ____________________________
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