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TEXAS CHILDREN’S CANCER AND HEMATOLOGY CENTER
 NURSE PRACTITIONER FELLOWSHIP APPLICATION
MAIL TO:	          Texas Children's Cancer Center 
ATTN: Laura Sealy, DNP, CPNP-AC 
6701 Fannin St., Ste. 1580.06 
Houston, TX 77030

FAX TO: 		     832-825-9088 (ATTN: Laura Sealy, DNP, CPNP-AC)

EMAIL TO: 		      Laura Sealy,DNP, CPNP-AC	 lesealy@texaschildrens.org
	           Julie Klinger 			 jalerou1@texaschildrens.org
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SKILLS/COMPETENCIES (Check if competent in these skills)
[bookmark: Check19]|_| Physical Exam
[bookmark: Check39]|_| History Taking
[bookmark: Check20]|_| Developmental Assessment
[bookmark: Check21]|_| Bone Marrow Aspiration
[bookmark: Check22]|_| Bone Marrow Biopsy
[bookmark: Check23]|_| Lumbar Puncture
[bookmark: Check24]|_| Intrathecal Chemotherapy Administration
[bookmark: Check25]|_| IV Starting
[bookmark: Check26]|_| Needle placement in Port-a-cath
[bookmark: Check27]|_| Central line catheter care
[bookmark: Check28]|_| Chemotherapy administration and side effects
[bookmark: Check29]|_| Interpreting peripheral blood smears
[bookmark: Check30]|_| Interpreting Bone Marrow slides
[bookmark: Check31]|_| Teaching families and children about cancer and its treatment
[bookmark: Check32]|_| Understanding treatment protocols for childhood cancer treatment
[bookmark: Check33]|_| Managing side-effects of childhood cancer treatment
[bookmark: Check34]|_| Fundamentals of Hematopoietic Stem Cell Transplant
[bookmark: Check35]|_| HSCT treatment and side effects
[bookmark: Check36]|_| Anemias
[bookmark: Check37]|_| Thrombocytopenias and Coagulopathies
[bookmark: Check38]|_| Neutropenias
COMMENTS
[bookmark: Text12]     

SUMMARIZE YOUR WORK EXPERIENCE WITH CHILDREN WHO HAVE HAD CANCER, BLOOD DISORDERS OR A HEMATOPOEITIC STEM CELL TRANSPLANT. PLEASE DESCRIBE YOUR INTEREST IN THE FELLOWSHIP PROGRAM AT TEXAS CHILDREN’S. HOSPITAL AND WHY YOU ARE APPLYING. PLEASE TYPE YOUR RESPONSE IN THE SPACE BELOW.
[bookmark: Text11]     



_______________________________________________________				__________________________
 Applicant Signature								Date


REFERENCES
	Name and Title
	Email Address
	Telephone

	[bookmark: Text2]     
	[bookmark: Text5]     
	[bookmark: Text8]     

	[bookmark: Text3]     
	[bookmark: Text6]     
	[bookmark: Text9]     

	[bookmark: Text4]     
	[bookmark: Text7]     
	[bookmark: Text10]     


Please provide the name and email addresses of professional colleagues, instructors or supervisors who are acquainted with your academic and professional experience.											


Which clinical experiences are you interested in? [Check 4 top interests]
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