CHILDREN'S HOSPITAL CENTRAL CALIFORNIA
CLINICAL LABORATORY SCIENTIST TRAINING PROGRAM

APPLICATION FORM

	Last Name

First Name

Middle
	Today's Date

	Current Address - Street
	Message Phone - Area Code

	Permanent Address - If different
	Alternate Phone

	Alternate Last Name
	

	For training to begin on or after (date)
	E-mail Address

	If you are not a U.S. Citizen, do you have a legal right to remain in the U.S.?


Yes  (

No  (

Visa Status

	Do you have or have you applied for a California Clinical Laboratory Scientist Trainee License?


Yes  (

No  (

	License Number
	Type
	Expiration Date
	If pending, give date application started

	In case of

emergency:
	Last Name


First Name
	Phone - Include Area Code

	
	Address - Street



City


State


Zip

	Type of School

Jr. Col., Col., Un.
	School Name and Address
	Major

Subject
	Degree
	Attended

From (mo/yr) to (mo/yr)

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	

	OVERALL GPA
	SCIENCE GPA

	List all academic honors, extracurricular activities, and hobbies:



	REFERENCES:  Please give the names, addresses, and telephone numbers of two science instructors and one former or current employer from whom letters of recommendation will be received.

	1.

	2.

	3.


EMPLOYMENT HISTORY
	Applicant Name:


	Application Date:

	Dates Employed
	List Last Employer and/or Volunteer Positions First
	Reason for Leaving

	From:

To:
	Firm Name
	Job Title
	Salary
	

	
	Street Address
	Duties
	Hours per week
	

	
	City
State
Zip
	Supervisor
	Phone Number
	

	From:

To:
	Firm Name
	Job Title
	Salary
	

	
	Street Address
	Duties
	Hours per week
	

	
	City
State
Zip
	Supervisor
	Phone Number
	

	From:

To:
	Firm Name
	Job Title
	Salary
	

	
	Street Address
	Duties
	Hours per week
	

	
	City
State
Zip
	Supervisor
	Phone Number
	

	From:

To:
	Firm Name
	Job Title
	Salary
	

	
	Street Address
	Duties
	Hours per week
	

	
	City
State
Zip
	Supervisor
	Phone Number
	

	From:

To:
	Firm Name
	Job Title
	Salary
	

	
	Street Address
	Duties
	Hours per week
	

	
	City
State
Zip
	Supervisor
	Phone Number
	




I certify that the foregoing responses I have given to the questions asked are true and correct, and that any falsification or intentional omission will be cause for me not to be accepted into the clinical training program at Children's Hospital Central California.
Date: __________________________________   Signature: __________________________________________________________________

COURSE HISTORY

	Applicant Name:


	Application Date:

	
	Course Title
	When
	Type
	
	Status

	Loc
	Course Discipline
	Course #
	List all science, physics, and math courses chronologically, and grouped by discipline
	Sem
	Qtr
	Yr
	Lec
	Sem
	Lab
	Units
	Grade
	In Proc
	To Do

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


Please return application to:





Children’s Hospital Central California


9300 Valley Children’s Place SC12


Madera, CA  93636-8761





Attention:  CLS Program Coordinator





Please submit with your application a personal statement document that will summarized how you got to where you are now.  Please indicate your future goals and why you wish to enter the Clinical Laboratory Scientist profession.  
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