
 
 

AAAPPPPPPLLLIIICCCAAATTTIIIOOONNN   
  
  

I. Personal and Contact Information (do not use initials or abbreviations) I. Personal and Contact Information (do not use initials or abbreviations) 
  
1.  Name:   ________________________________________________________________________ 1.  Name:   ________________________________________________________________________ 

LAST   FIRST    MIDDLE   MAIDEN LAST   FIRST    MIDDLE   MAIDEN 
  
2.  Contact Information: 2.  Contact Information: 
  
ADDRESS     APT # (if applicable) 

 
CITY/TOWN     STATE/PROVIDENCE 

 
COUNTRY     POSTAL/ZIP CODE 

 
TELEPHONE     FAX                                                    CELL #   OR ALTERNATE 

 
EMAIL    

 
COUNTRY OF CITIZENSHIP    COUNTRY OF BIRTH 
 
 

3. Gender:  □ Male   □ Female  4. Status:    □ Financially Disadvantaged     
     □ Underrepresented Minority _________________ 

                  (Identify Race/Ethnicity) 
5.  Check all professional academic programs for which you will apply in 2010: 

□ Medicine    □ Pharmacy  □ Dentistry   Other ___________________ 
 
6.  Do you plan to practice in Arkansas?   □ Yes  □ No 
 

If no, where do you plan to practice?  ________________________________________________ 
 
 

 

II. Academic Background (please list most recent first)  
 
1. List all college level math and science courses completed with grade(s) of “C” and above: 
 

________________________ ________________________ _________________________ 
 
________________________ ________________________ _________________________ 
 
________________________ ________________________ _________________________ 
 
________________________ ________________________ _________________________ 
 
 

2.  Indicate the number of times you have taken the PCAT: 
□ 0  □ 1  □ 2  □ 3  □ 4 and above      ______________ 

                 Highest Composite Score 
 

3.  Indicate the number of times you have taken the ACT: 
□ 0  □ 1  □ 2  □ 3  □ 4 and above      ______________ 

                 Highest Composite Score 



 
 
4.   List all colleges and universities attended in chronological order (most recent first): 
 
  

___________________________________________________________________________ 
INSTITUTION NAME   CITY/TOWN STATE/PROVIDENCE                    COUNTRY 
 
 _______________________________________________________________________________________________________ 

     DATES ATTENDED (MONTH AND YEAR)                 FIELD OF STUDY  SPECIFY DEGREE  

 
___________________________________________________________________________ 
INSTITUTION NAME   CITY/TOWN STATE/PROVIDENCE                    COUNTRY 
 
 _______________________________________________________________________________________________________ 

     DATES ATTENDED (MONTH AND YEAR)                 FIELD OF STUDY  SPECIFY DEGREE  

 
___________________________________________________________________________ 
INSTITUTION NAME   CITY/TOWN STATE/PROVIDENCE                    COUNTRY 
 
 _______________________________________________________________________________________________________ 

     DATES ATTENDED (MONTH AND YEAR)                 FIELD OF STUDY  SPECIFY DEGREE  

 
___________________________________________________________________________ 
INSTITUTION NAME   CITY/TOWN STATE/PROVIDENCE                    COUNTRY 
 
 _______________________________________________________________________________________________________ 

     DATES ATTENDED (MONTH AND YEAR)                 FIELD OF STUDY  SPECIFY DEGREE  

 
___________________________________________________________________________ 
INSTITUTION NAME   CITY/TOWN STATE/PROVIDENCE                    COUNTRY 
 
 _______________________________________________________________________________________________________ 

     DATES ATTENDED (MONTH AND YEAR)                 FIELD OF STUDY  SPECIFY DEGREE  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.  Please request that a copy of your official transcript be sent to Registrar, College of Pharmacy, 

UAMS, 4301 West Markham - #522, Little Rock, Arkansas 72205-7122. 
 
6.  Personal Statement 

 

• Completed applications must include a printed or typed (250 words or less) statement that 
answers the following question: Why are you interested in the profession of pharmacy? 

• Personal statement should be submitted with completed application form and sent together to 
Registrar, College of Pharmacy, UAMS, 4301 West Markham - #522, Little Rock, Arkansas 
72205-7122. 

 
8.  Pell Grant Eligibility: 

For applicants applying under the status of financially disadvantaged, send a copy of award letter for 
federal financial aid (Pell Grant eligibility) to Registrar, College of Pharmacy, UAMS, 4301 West 
Markham - #522, Little Rock, Arkansas 72205-7122. Call (501) 526-7299 with any questions. 

 
7.  Recommendations: 

• Completed applications must include one letter of recommendation from a college/university 
instructor or advisor, a pharmacy professional, public service reference, or personal reference. 

• A form is attached to be completed by the recommending party, which should be completed and 
sent to Registrar, College of Pharmacy, UAMS, 4301 West Markham - #522, Little Rock, 
Arkansas 72205-7122. 



 
 

 
 

    
                                                                                                                           Center for Diversity Affairs 

 
 
 

PCAT PREP SUMMER PROGRAM 
_____________________________  

 

RRREEECCCOOOMMMMMMEEENNNDDDAAATTTIIIOOONNN   FFFOOORRRMMM   
 
Section I  
 

Applicant Information 
 
______________________________________________________________________________ 
NAME (PLEASE TYPE OR PRINT) 
 
______________________________________________________________________________ 
SIGNATURE 
 
 
 
 
Section II  
 

To be completed by a college/university instructor or advisor, and a second person of 
applicant’s choice (preferably a pharmacist) 
 

1. In what capacity and how long have you known the applicant? 
 
 
 
 

2. How firm is the applicant’s commitment to his/her proposed field of study? 
 
 
 
 

3. Please rate the applicant the following areas: 
 

Excellent Very Good Average Below Average     N/A 
 
 Leadership      
 Initiative       
 Purpose Driven      
 Enthusiasm      
 Maturity      
 Community Service      
          Academic Performance                   
 Work Ethic                                



 
 
  

4. Please cite specific examples of how the applicant has demonstrated the qualities listed in 
Question 3. 

 
 
 
 
 
 
 
5. Additional Comments 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Section III 
 

Reference Contact Information & Signature 
 
 
Name:  ___________________________________ Title/Position:  ________________________ 
 
Signed:  __________________________________________  Date:  _______________________ 
 
Institution:  _____________________________________________________________________ 
 
Telephone:  _________________________________  Fax:  ______________________________ 
 
Email:  ________________________________________________________________________ 
 
 
 
 
 
 

Please return completed recommendation form to: 
 

Registrar, College of Pharmacy - #522  
University of Arkansas for Medical Sciences 

4301 West Markham 
Little Rock, Arkansas 72205-7122 

  
 




