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Department of Occupational Therapy 

APPLICATION FOR THE TRAINING OCCUPATIONAL THERAPISTS 

TO PRACTICE IN SCHOOLS (TOPS) GRANT PROGRAM 
Please print or type:

PART I:     

Social Security Number: ______________________     Title (select one)        Ms.       Mrs.       Miss        Mr.

Last Name: ___________________________First Name: _________________MI/Maiden: ________________

Birth Date: _________________________________________________*Gender:           Male               Female  

Permanent Legal Address: ___________________________________________________________________




       
Number and Street – Apartment #




       ___________________________________________________________________





City and State





Zip Code

Home Phone Number: _______________________

Cell Phone Number ______________________



 (Area code)        Number




(Area code)        Number
Mailing Address (if different from permanent address): ______________________________________________








Number and Street

___________________________________________________________________________


City and State






Zip Code

E-Mail Address: ________________________________________      Are you a Veteran?          Yes          No

Are you a US Citizen?      Yes      No   If no, are you a Permanent Resident?    Yes      No   Alien Reg. # ______

Emergency Contact: ________________________________________________________________________



Name of Contact Person


Phone Number

* Marital Status:             Single       Married        Divorced        Widowed            * Number of Dependents: _____

* Please identify yourself as a member of an ethnic/racial group, please indicate:

    White


    Hispanic of any race           
    American Indian/Native Alaskan


    Black or African American
    Asian 


    Native Hawaiian or Other Pacific Islander  

    2 or more races

    Nonresident aliens



    

*The information is being collected for statistical purposes only.

PART II: Education 
Please provide a copy of your unofficial transcripts with your completed application. 

Current Year and Semester in BS/MOT program:  Year _________
(1st, 2nd, 3rd); Semester ________

Cumulative GPA in MOT Program: ____________________________________________________
Fieldwork Experience with Children:

	Name of Organization/agency
	Course Number/Level of Fieldwork
	Primary Responsibilities 

	
	
	

	
	
	

	
	
	

	
	
	


PART III: Work or Volunteer Experience with Children
	Name of Organization/agency
	Dates
	Primary Responsibilities 

	
	
	

	
	
	

	
	
	


PART IV: Personal Statement
Please attach a typed personal statement (no more than 500 words) that explains why you believe you would be a good candidate for the value-added training as an occupational therapist providing services to children and youth with disabilities. 

By my signature on this application, I am attesting that the information provided in this application and in any required accompanying or subsequent documentation is true and accurate to the best of my knowledge.

_______________________________________________________     ​​​​​​​​​​​​​​​​​
__________________

Signature









Date
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