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Clinical Skills Center
	STANDARDIZED PATIENT APPLICATION

	Name:

	Address:

	City: 
	State:
	Zip Code:

	Home Telephone: 
	Work/Cell Telephone:

	Male:
	Female:
	Age:

	Race: (check one) 
( Asian   ( White    ( African American     Other ( American Indian    ( Hispanic    
Body Type: 

( Large ( Medium     ( Small      

	

	 Scars, accidents, or surgery (describe below if yes)?  ( Yes          ( No   



	Availability (check all that apply):  

( Weekends     ( Evenings     ( Afternoons     ( Mornings 
__________       _________     ___________      __________

am/pm               am/pm           am/pm                am/pm
Do you have reliable transportation?  ( Yes          ( No    

	Do you have any training in the health or medical fields? ( Yes  ( No (explain) 

___________________________________________________________________________

Describe any acting or related experience that may be helpful to the program.  



	Do you have a medical condition that may hinder your participation in the Standardized Patient program?   ( Yes (if yes describe) ( No


	Have you ever participated in a Standardized Patient program?  Yes (    ( No
Where: 

	I certify that the information in this application is true to the best of my knowledge and understand that the Clinical Skills Center at Morehouse School of Medicine may investigate any information supplied in this application.  I further understand that participation in the Standardized Patient program does not constitute employment with Morehouse School of Medicine.

	Signature:  _______________________________ Date: ____________________________
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