
                               
 

THE UNIVERSITY OF TENNESSEE HEALTH SCIENCE CENTER 
Certificate in Clinical Research Program / College of Graduate Health Sciences 

                                                 
 

CERTIFICATE IN CLINICAL RESEARCH PROGRAM APPLICATION FORM 

PLEASE PRINT CLEARLY: 
 
1. Name:                            
      (Last Name)      (First Name)      (Middle Name) 
 
2.                              
  Student Identification Number (Social Security No.)       (E-Mail address) 
 
3. Permanent mailing address:                         
        (Street & Number)    (City)   (State)    (Zip Code) 
 
4. Telephone Numbers: _________________________________________________________________________________________    
      (Home Telephone)    (Business Telephone)   (Cell Telephone) 
 
5. In Case of Emergency:                           
          (Emergency Contact Person)                        (Emergency Contact Person Telephone Number) 
 
6. Birth Information:                            
       (Birth Date)     (Birth Place)     (Country or Citizenship) 
 
7. Are you presently on a VISA status?   No    Yes, if so, type of VISA:               
 
8. The U.S. Department of Health and Human Services requires that we collect the following information: 
 a) Race:   American Indian or Alaskan Native  Hispanic  b) Sex:  Male  c) Marital Status:  Single 
    Asian or Pacific Islander    White         Female          Married 
    African American      Other                Divorced 
            Specify:     
 

ENROLLMENT CLASSIFICATION INQUIRY 
     
    Enrollment Term:    Fall   Winter/Spring   Summer  Year:     2009
 
Residency:  In-State  County:                       
 
    Out-of-State County/State:                       
 
       Student   Resident Physician   UT Employee   Other (Specify:      ) 
 

LIST ALL COLLEGES, UNIVERSITY, PROFESSIONAL, AND GRADUATE SCHOOLS ATTENDED: 

College and/or University   City, State       Degree Awarded         Major       Grade-point 
                             Average 

Dates Attended 
From  To 

 - 

 - 

 - 

 - 
 

APPROVAL IS REQUESTED TO ENROLL IN THE FOLLOWING: 

Course Number Dept. Course Description Number of Hours Instructor’s Initial 

750 BIOE Fundamentals of Clinical Investigation 3 MC 

720 section 701 BIOE Biostatistics for Public Health 3 PC 

     

 
APPROVED BY:                           
       Signature of Department Chair           Date 
 
                              

 Signature of Department Academic Dean          Date 
 
 

Certificate Program Office (Attention: Elizabeth Webb):  66 N. Pauline St., Suite 633, Memphis, TN 38163  
Tel. 901-448-5118 / Fax 901-448-7041  



                               
 

THE UNIVERSITY OF TENNESSEE HEALTH SCIENCE CENTER 
Certificate in Clinical Research Program / College of Graduate Health Sciences 

                                                 
 

ESSAY/GOAL STATEMENT 

In the space below, or on an appended page if you need more space, provide an essay (minimum 200 words) explaining 
why you are interested in this program and what you hope to achieve through participation in this program; describe your 
professional goals and how this program will enhance your future roles and activities: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

REFERENCES 

In the space below, please list two people who would recommend you for this program, who could confirm your 
capabilities for graduate academic work, and whom we may contact as references for you: 
 
     Title (Dr., Mr., Ms.)    Full Name       Address                   Telephone Number          Position   
   
1. 
 
 
 
 
 
 
 
2. 
 
 
 
 
 
 
 

SIGNATURE 

Please print name clearly and then add signature and date below: 
 
                     
       Print Name of Applicant (First, Middle, Last) 
  
                              

 Signature of Applicant          Date 
 
 

 Certificate Program Office (Attention: Elizabeth Webb):  66 N. Pauline St., Suite 633, Memphis, TN 38163  
Tel. 901-448-5118 / Fax 901-448-7041  


