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Rosalind Franklin University of Medicine and Science
                3333 Green Bay Road, North Chicago, IL  60064

                                          www.rosalindfranklin.edu
EDUCATION AND EVALUATION CENTER
STANDARDIZED PATIENT APPLICATION
Please print legibly:
Name: _____________________________________________________________________________

Street Address: _________________________________________
Apt # ____________________

City: ____________________

State: ________________
Zip Code: _________________

Home Phone: __________________________

Work Phone: ___________________________

Email: ______________________________________________________________________________

Date of Birth: (month/day/year) ________________________
Current Age: _____________________
Height: ______________
Weight: ______________
*Culture/Race:____________________

(* We only ask this information because some of our projects are about cultural competency.  If you are a member of a particular culture or race, you may be hired for such projects.)
How did you learn about our program?   NOTE:  If you learned about us from a particular person, please state his/her name and phone number.   ___________________________________________________________________________________  
EDUCATIONAL BACKGROUND:
Level of education:     High School graduate
     Some College

College graduate

Do you have a background in either education or medicine: 
YES
NO
If “YES”, please explain:

__________________________________________________________________________________

STANDARDIZED PATIENT BACKGROUND:
Have you ever worked as a standardized patient in the past?
YES
NO

If “YES”:

Name of university: ___________________________________________________________________

Name and phone number of the SP Program Director: ________________________________________

___________________________________________________________________________________











Application continues on reverse side →

EMPLOYMENT:
NOTE:  do not apply for this position if you work full-time.
Do you have current employment:
YES
NO
If “YES”: fill out the following information:
Name of employer: ___________________________________________________________________

Employer’s Phone Number: ____________________________________________________________

What type of work do you do for this employer? _____________________________________________

Dates of current  employment:
From ________________________
to ______________________

Please list definite days of the week and times that you will be unavailable to work for us:

__________________________________________________________________________________

__________________________________________________________________________________

REFERENCES:
Please list two references from employers: 
1) ________________________________________________________________________________

    Name



Title


Phone Number

2)  ________________________________________________________________________________

    Name



Title


Phone Number

Please return this application along with your employment (and a theater resume if you have one) and a recent photo (or your professional head shot) to:




Barbara L. Eulenberg

Director of Standardized Patient Education 
The Education and Evaluation Center  





Rosalind Franklin University of Medicine and Science




3333 Green Bay Road      





North Chicago, Illinois 60064

Once we have received and reviewed your application, you may be called in for a personal interview to determine if you would be suitable to work for the Education and Evaluation Center. 
Thank you for your interest in our program!
