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PGY-1 Pharmacy Residency Program
INSTRUCTIONS FOR COMPLETING PROGRAM APPLICATION


GENERAL INSTRUCTIONS:  Please complete the following Microsoft Word application and answer each question. To navigate each field electronically, use the <TAB> and <SHIFT> + <TAB> keys. The application may be saved as a Word document.  Your application, curriculum vitae, and letter of intent should be submitted electronically.
LETTER OF INTENT: Please include reason(s) for pursuing residency training, professional goals, both short-term and long-term, and why you are interested in the Centennial Medical Center Pharmacy Residency Program.

CURRICULUM VITAE: Your CV should include (but not be limited to) schools or universities attended (including dates), degrees conferred or expected, rotations/experiential learning experiences, honors and awards, research and publications, extracurricular activities, and other pertinent information.
TRANSCRIPT: An official transcript for all college courses completed should be sent to the address below.

LETTERS OF RECOMMENDATION: Three letters of recommendation are required. At least two letters should be written by a preceptor, faculty member, or practicing pharmacist, who can attest to your practice abilities and aptitudes. The letters should be emailed to the email address below by the authors.
DEADLINE: All application materials must be received no later than January 10.

INTERVIEW: An on-site interview is required if your application is accepted.  Interviews are scheduled in late January and early-mid February.

INQUIRIES AND SUBMISSION: Please submit questions or application materials via email, with the exception of official transcripts. 

Kara Fortune, PharmD, BCOP

Centennial Medical Center


Department of Pharmacy


2300 Patterson Street


Nashville, TN 37203


Phone: (615) 342-4753

Fax: (615) 342-4699


Email: kara.keasler@hcahealthcare.com
PGY-1 PHARMACY RESIDENCY PROGRAM APPLICATION

Name:      




     



     _______
          
Last




First



Middle

Current Address

Street:      








____________
City:      

 
State:      
Zip:      
    Phone:      

______
Permanent Address  FORMCHECKBOX 
 Check here if same as above
Street:      








____________
City:      


State:      
Zip:      

Phone:      


Email:      ________________________
EDUCATION

	College
	City, State
	Dates Attended
	Degree/Major

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


 FORMCHECKBOX 
 Check here if your pharmacy school does not provide class rank
WORK EXPERIENCE
	Employer
	City, State
	Date
	Position

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


I certify that the information submitted in this application is complete for all practical purposes. It may be verified by the facility or any affiliate. Should a position be offered and later it is found that the information is untrue, incomplete, or misrepresented, I understand and agree that the facility or its affiliates are relieved of all commitments - financial or otherwise pertinent to employment and that I am subject to immediate discharge without recourse.

Signature:      





______

Date:      


(Please type your full name to sign and acknowledge the statement and application)

