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Sentara Healthcare PGY1 Pharmacy Residency Application

Requirements for completing the residency application and to be offered an interview for the residency program include:

( Cover letter

( Completed application

( Copy of curriculum vitae 

( Copy of college transcript 

( Three letters of recommendation (recommendation forms are included with this  

   application and on the Sentara website at www.sentara.com/pharmacy)

Interviews will be offered as the residency director receives completed applications.  The letters of recommendation and college transcripts may be submitted separately.  Early submission of a completed application is recommended, as interview dates are limited.  Interviews begin mid January and will be completed by March.  

The deadline to receive completed applications is January 10, 2012.

Please feel free to contact me with questions at:

E-mail:  nxdavis2@sentara.com
Phone:  757.395.8864
Mail:  Neil A. Davis, Pharm.D.
          Attn:  Department of Pharmacy

          Sentara Healthcare

          1060 First Colonial Road
          Virginia Beach, VA  23454
Thank you for your interest in the Sentara PGY1 Pharmacy Residency!!!
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PGY1 Pharmacy Residency Application
Application Deadline:  January 10, 2012
To complete the application, click in the boxes to type:


Application Date: 


Last Name : 
                                                      First Name: 

Preferred Name: 


ASHP Match Number: 

Home address:


Number and Street:  


City, State, Zip Code:        

Mailing address:    FORMCHECKBOX 
 Check if same as home address


Number and Street:  


City, State, Zip Code:        

Phone:

Home phone: 


Cell phone: 


E-mail address:   
List academic honors or distinctions you have received: 

	Honor / Distinction / Organization Positions 
	Dates Received 

	
	

	
	

	
	

	
	

	
	


List the following information for the schools you have attended:

	Military, Business, Technical Schools
	Dates (month and year)

From                          To
	Degree / Course of Study

	
	                           
	

	
	                           
	

	
	                           
	


Colleges and Universities:

	Name and Location
	Dates Attended
	Major
	Degree
	Grade Point

Average

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Residency/Fellowship Experience(s):

	Name and location
	Type of Experience
	Inclusive Dates

	
	
	

	
	
	


List in chronological order the positions you have held during the last five years:

	Firm/Institution
	Job Title/Description of Duties
	Dates

	
	
	

	
	
	

	
	
	

	
	
	


Professional Goals:

Describe your immediate (post-residency) career goals: 

	


Describe your long-term (five to ten years) goals:

	


What attributes will you bring to our residency program to strengthen it: 

	


List three areas of pharmacy practice in which you are most interested:

	1. 

2. 

3. 


Please list four references (must have 3 recommendations for a completed application):  

	Name
	Email
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	


Send completed application and recommendations to:

Neil A. Davis, Pharm.D.

Attn:  Pharmacy Department

Sentara Healthcare 

1060 First Colonial Road
Virginia Beach, Virginia 23454
Or email completed application and/or recommendations to:

nxdavis2@sentara.com
Applicant Signature: __________________________________________________  (May sign digitally)
Date: __________________________________________________


Request for Recommendation by Applicant to PGY1 Pharmacy Residency Program at  

Sentara Healthcare

To be completed by applicant:

Full Name: 

Preferred Name: 

Address:  

Telephone Number: 

ASHP Match Number: 


To be completed by evaluator:

Please complete and return this form by January 10, 2012 (electronic submission preferred)

E-mail address:  nxdavis2@sentara.com
Mail address: Neil A. Davis, Pharm.D., Sentara Healthcare, 1060 First Colonial Road, Virginia Beach, VA  23454
Phone:  757.395.8864
The individual listed above has applied to the Sentara Healthcare PGY1 Residency Program.  Recommendations are required and must be completed by persons familiar with the applicant’s qualifications for residency training.  Please perform a frank appraisal of the applicant’s character, personality, abilities, and suitability for a pharmacy residency.  This information will remain confidential and will not be shared with the applicant.

I have known the applicant for approximately _____  (months / years).  My relationship to the applicant was (or is) in the following capacity (please check all boxes that apply):

 FORMCHECKBOX 
 Faculty advisor


 FORMCHECKBOX 
 Employer



 FORMCHECKBOX 
 Clerkship preceptor

 FORMCHECKBOX 
 Supervisor



 FORMCHECKBOX 
 Other faculty relationship

 FORMCHECKBOX 
 Other

I know the applicant (please check only one box):

 FORMCHECKBOX 
 Very well



 FORMCHECKBOX 
 Fairly well



 FORMCHECKBOX 
 Only casually

Please rate this applicant for each of the following characteristics by placing an X under the rating column which best describes the applicant:

	Characteristic
	Upper 10%
	Upper 25%
	Upper 50%
	Lower 50%
	No basis for judgement

	Academic ability
	
	
	
	
	

	Written communication
	
	
	
	
	

	Oral communication
	
	
	
	
	

	Leadership skills
	
	
	
	
	

	Initiative and motivation
	
	
	
	
	

	Assertiveness
	
	
	
	
	

	Ability to organize
	
	
	
	
	

	Ability to work with others
	
	
	
	
	

	Dependability
	
	
	
	
	

	Willingness to accept constructive criticism
	
	
	
	
	

	Integrity 
	
	
	
	
	

	Emotional stability and maturity
	
	
	
	
	


In addition, please comment on the applicant’s character, ability, and suitability for a pharmacy residency.  Please include any assets or weaknesses that may influence the applicant’s ability to perform effectively in a residency program.

	


Overall recommendation for the applicant:

 FORMCHECKBOX 
 I highly recommend this applicant

 FORMCHECKBOX 
 I recommend this applicant

 FORMCHECKBOX 
 I recommend this applicant, but with some reservation

 FORMCHECKBOX 
 I am not able to recommend this applicant



















Signature of Evaluator (may sign electronically)

Date

Evaluator Name: 

Title and Affiliation / Institution: 

Street Address or P.O. Box: 

City, State, Zip: 

Telephone Number: 

E-mail Address: 
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Date Received:





Program Director Signature:








