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TEXAS CHILDREN’S CANCER AND HEMATOLOGY CENTER
 ADVANCED PRACTICE PROVIDER FELLOWSHIP APPLICATION

PLEASE SUBMIT THE COMPLETED APPLICATION, INCLUDING LETTERS OF RECOMMENDATION, IN 1 PDF FILE TO:
    	 		      Laura Sealy, DNP, CPNP-AC	 lesealy@texaschildrens.org
	           Julie Klinger, PA-C 		 jalerou1@texaschildrens.org
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SKILLS/COMPETENCIES (Check all that apply)
[bookmark: Check41]|_| Physical Exam
[bookmark: Check39]|_| History Taking
[bookmark: Check20]|_| Developmental Assessment
[bookmark: Check21]|_| Bone Marrow Aspiration
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[bookmark: Check33]|_| Managing side-effects of childhood cancer treatment
[bookmark: Check34]|_| Fundamentals of Hematopoietic Stem Cell Transplant
[bookmark: Check35]|_| HSCT treatment and side effects
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[bookmark: Check37]|_| Thrombocytopenias and Coagulopathies
[bookmark: Check38]|_| Neutropenias
COMMENTS
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SUMMARIZE ANY WORK EXPERIENCE WITH CHILDREN WHO HAVE HAD CANCER, BLOOD DISORDERS OR A HEMATOPOEITIC STEM CELL TRANSPLANT. PLEASE DESCRIBE YOUR INTEREST IN THE FELLOWSHIP PROGRAM. PLEASE TYPE YOUR RESPONSE IN THE SPACE BELOW OR AS A SEPARATE PAGE.
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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]
[bookmark: Check8]|_| Leukemia
[bookmark: Check9]|_| Lymphoma/Histiocytosis
[bookmark: Check10]|_| Hematology – Bone marrow failure
[bookmark: Check11]|_| Hemostasis / Thrombosis / Vascular anomalies
[bookmark: Check12]|_| Hematology – Sickle Cell
[bookmark: Check13]|_| Hematopoietic Stem Cell Transplantation
[bookmark: Check14]|_| Solid Tumors (bone tumors, liver tumors, retinoblastoma, rare tumors)
[bookmark: Check15]|_| Neuro Oncology (brain tumors, neuroblastoma)
[bookmark: Check16]|_| Developmental Therapeutics 
[bookmark: Check40]|_| Long Term Survivor
[bookmark: Check17][bookmark: Text1]|_| Other specialty interests:      							

CHECKLIST
Along with this application, please provide the following:
[bookmark: Check1]|_| Full CV
[bookmark: Check2]|_| 3 Letters of Recommendation. Can be emailed to email address below.



I certify that the information submitted in this application is true, complete and accurate. I understand that any misrepresentation will be cause for denial of appointment. Application on line is acceptance of the disclaimer without signature.
___________________________________________________		__________________ 
Applicant Signature							Date
Please submit this completed application, including letters of recommendation, in 1 PDF file to: 
lesealy@texaschildrens.org and jalerou1@texaschildrens.org
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