Department of Physical Therapy
STUDENT BIOGRAPHY

Program

Name Date
Present Address Phone
Street City State  Zip
Permanent Address Phone

Street City State  Zip e-mail address
Birth Date (optional)
Emergency Contact Relationship
Address Phone
Street City State  Zip

Educational Background:
College/University Major Degree Dates

Employment/VVolunteer Work Experience
Employer Duties Dates

Health Information: See attached paperwork. Comments:

CPR Certification good through (date):

Health Insurance Carrier/Professional Liability

CLINICAL EXPERIENCE — PRACTICUM/AFFILIATION
Facility Type of Caseload/Setting Dates




STUDENT BIOGRAPHY - CONTINUED

Medical conditions or special situations that may influence your clinical performance:

Professional Interests:

Personal Interests and Hobbies:

Memberships in social, community, and professional organizations:

I chose the field of physical therapy for my career because:

In my opinion, my strengths are:

My areas to improve are:

| learn best when:

My expectations for clinical experiences are:

I hope my CI will:

My responsibilities during any clinical experience include:

Other comments:

Checking this box constitutes my electronic signature to release this information to clinical facilities. [ ]

Date:




