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Pharmacy Practice Residency Program

Dear Residency Applicant,

Thank you for your interest in the Pharmacy Practice Residency Program at the University of Chicago Medical Center.  Attached you will find a copy of the residency application as well as the program requirements which are described within.  An electronic copy of the application can be obtained by emailing Liz Mouw, PharmD, BCPS (elisabeth.mouw@uchospitals.edu).  

Please submit one signed typed copy of this application.  All applicants should submit a signed completed application, a personal cover letter, an official university transcript, and three letters of recommendation.  An on-site interview in Chicago is required for qualified applicants prior to the Match.  Your completed application packet should be POSTMARKED by January 6, 2010.  We look forward to receiving your information and please feel free to contact us if you have any questions.

Sincerely,

Elisabeth Mouw, PharmD, BCPS


Ishaq Lat, PharmD, BCPS

Clinical Coordinator, NICU/Pediatrics

Clinical Coordinator, Critical Care

Co-coordinator, Residency Programs

Co-coordinator, Residency Programs
University of Chicago Medical Center

University of Chicago Medical Center

5841 S. Maryland Ave



5841 S. Maryland Ave

MC 0010, TE026




MC 0010, TE026

Chicago, IL 60637




Chicago, IL 60637

elisabeth.mouw@uchospitals.edu 


ishaq.lat@uchospitals.edu 

Heath R. Jennings, PharmD, BCPS (AQ Cardiology)
Director of Pharmacy Acute Care Services
PGY1 Pharmacy Residency Program Director
University of Chicago Medical Center
5841 S. Maryland Avenue
MC 0010, TE026
Chicago, IL  60637
heath.jennings@uchospitals.edu 
University of Chicago Medical Center                              

PGY1 Residency Program Application

Name (First, Middle, Last) _______________________________________________________________________

Birthplace _______________________  Date of Birth _______________  U.S. Citizen?    ____ Yes     ____ No

Current Address (residence) _____________________________________________________________________

___________________________________________________
Telephone __________________________

Permanent Address (if different from above): ________________________________________________________

___________________________________________________
Telephone __________________________

E-Mail Address: _________________________________________________________________________

ASHP Match Number: __________________________

EDUCATIONAL EXPERIENCE
List colleges/ universities attended, dates of attendance and degrees earned beginning with most recent degree.
College/University


Dates Attended

Degree/Major

Degree Complete












Yes
No

______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

Advanced Practice Pharmacy Experiences (i.e., clerkships)
What was the length of your advanced practice pharmacy experiences (i.e., clerkships)? ________ weeks

Note:  If length of experiences varied, please comment here: _______________________________________

_______________________________________________________________________________________​___
PROFESSIONAL EXPERIENCE
List, beginning with the most recent, your experience record in pharmacy practice.  

Institution/Place of Employment

Location (city, state)
Dates of employment
Position Held 


______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

______________________________
_________________
_________________
____
____

LICENSURE
State/license number


Date


    Exam or Reciprocity

_____________________________
_____________________
    _____________________

____________________________

_____________________    _____________________

Please indicate your top three fields of interest:

___ Administration/Management
___ Immunology

___ Oncology


___ Ambulatory Care


___ Infectious Diseases

___ Pain Management

___ Cardiology



___ Internal Medicine

___ Pediatrics

___ Critical Care 


___ Neurology/Stroke

___ Pharmacokinetics

___ Drug Information


___ Neurosurgery

___ Surgery

___ Endocrinology


___ Nutrition


___ Other ________________

Pharmacy Experience

Please type your responses

In the space provided below, describe how you contributed to patient care on one specific situation during the past year.

In the spaces provided below, describe your practical pharmacy experience.

Community Practice

Hospital Practice (IV admixture, unit dose, distribution, automation, computer skills, etc.)

Other Experience (research, administration, industry, teaching, speaking, etc.)

Please answer the following questions in the spaces provided below.

Describe your leadership and conflict management skills.  Please include a situation during the past that involved a conflict among fellow peers and you worked to resolve the issue.

What are your expectations of a residency program?  Include both program and preceptor expectations.  Also list specific achievements you hope to accomplish during your training experience.

What is your opinion about performing the following required activities of the pharmacy residency?

In-services:

Inpatient Pharmacy Practice (i.e. Staffing):

Research Project and Manuscript Writing:

Didactic and Experiential Teaching (Student and Healthcare Professional):
APPLICATION INFORMATION
Inquiries and applications should be directed to: 

Elisabeth Mouw, PharmD, BCPS


5841 S. Maryland Ave



MC 0010, TE026



Chicago, IL 60637



Phone:  (773) 834-8776  

E-mail:  elisabeth.mouw@uchospitals.edu

A complete application packet should include:



1.
Application



2.
Letter of Intent



3.
Curriculum Vitae



4.
Official transcripts for all pharmacy education 



5.
Three written letters of recommendation completed by health care professionals who can attest to your practice abilities and aptitudes (in a sealed envelope from the author)




Note:  If the ASHP Residency Applicant Recommendation Request Form is used, a written letter of recommendation MUST accompany it.

The candidate should prepare a complete application packet that includes items 1-5 above.  The complete application packet should be sent to the above address POSTMARKED no later than January 6, 2010.  No incomplete application packets will be accepted.
I certify that the information submitted in this application is complete and correct to the best of my knowledge and belief.  I grant the University of Chicago Medical Center permission, if necessary, to request additional information from previous schools and employers concerning my academic record and professional ability.

Signature ______________________________________________________
Date _____________________
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