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THE UNIVERSITY OF THE WEST INDIES

ST AUGUSTINE, TRINIDAD AND TOBAGO, WEST INDIES

Faculty of Medical Sciences 

PRE-HEALTH PROFESSIONS PROGRAM (PHPP) 
APPLICATION FORM
______________________________________________________________________________________________________________
	
	· Please read the form carefully and complete in BLOCK letters.

· Applications must be accompanied by certified photocopies of ALL qualifications and other relevant documents eg Birth Certificate. 
· DO NOT SEND ORIGINALS.
· Send completed application to: Office of the Dean, Faculty of Medical Sciences, The University of the West Indies, St. Augustine, Trinidad & Tobago, W.I.

	SECTION A: PERSONAL DATA


	Name



	Title
	Last Name/Surname
	First Name
	Middle Name(s)
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Gender:
(  Female
(  Male
	Date of Birth  (dd/mm/yyyy):      ______/______/____________

	Marital Status:
(  Single                  (  Married
         (  Common Law
               (  Legally Separated
                    (  Divorced                                       ( Widowed

	Country of Birth/National of:
	Country of Citizenship:
	Country of Residence:
	Duration (yrs.)

	Permanent Address:   Apt/Street/PO Box
	Mailing Address (if different from Permanent Address):   Apt/Street/PO Box

	
	

	City/Town/Post Office
	Parish/County
	City/Town/Post Office
	Parish/County

	State
	Zip/Postal Code
	Country
	State
	Zip/Postal Code
	Country

	Home/Permanent Phone

     (
     )
-
	Mailing Address Phone

  (                 )
-
	Cell Phone

     (
     )
-
	   Work Phone


     (
        )
- 

	 Fax Number

     (
        )
-
	Email Address

	Do you have a disability?

(This information is needed in case special facilities are required)
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Yes
No
	If yes, please specify



	Emergency Contact Information:

	Name

	Title
	Last Name/Surname
	First Name
	Middle Initial
	Relationship to Applicant



	Permanent Address   Apt/Street/PO Box
	Home/Permanent Phone


(
)
-

	
	Cell Phone


(
)
-

	City/Town/Post Office
	Parish/County
	Work Phone


(
)
-
Ext:

	State
	Zip/Postal Code
	Country
	Email Address:



	SECTION B: PROGRAMME OF INTEREST [on completion of PHPP]

	Programme of Interest
□ Doctor of Veterinary Medicine (DVM)

              □ Doctor of Dental Surgery (DDS)

□ Bachelor of Medicine, Bachelor of Surgery
 (MB.BS)
              □ BSc Pharmacy

□ BSc Optometry

	SECTION C:  ACADEMIC RECORD

	List all subjects passed at CSEC (CXC) General Proficiency, GCE Ordinary/Advanced Level, CAPE (CXC) Unit 1 & Unit 2, BGSCE

	EXAMINING BODY
(e.g. CXC, Cambridge)
	SUBJECT
	GRADE OBTAINED
	YEAR

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	List the academic programmes or examinations for which you are currently preparing or awaiting examination results. 
If writing CXC or GCE kindly give Centre Number______________________________________



	LEVEL 
(e.g. ‘O’, ‘A’, Tertiary 
	EXAMINING BODY 
(e.g. CXC, Cambridge, UWI)
	SUBJECT /PROGRAMME
	DATE OF EXAM
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	List educational institutions attended (including Secondary/High School/College)

	SCHOOL/COLLEGE
	ADDRESS
	FROM 
	TO 
	TYPE OF PROGRAMME
	DID YOU COMPLETE THE PROGRAMME? YES/NO 

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	SECTION D: EMPLOYMENT RECORD 

	List employment information starting with your current job

	NAME & ADDRESS OF ORGANIZATION
	POSITION HELD
	FROM
	TO

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	SECTION E: FINANCIAL RESOURCES

	Source(s) of Funding (indicate by ticking the appropriate box or supplying the information requested) 

( Government                          ( Bank Loan 
                ( Self-Funded
                           ( Sponsorship

	If sponsored by someone other than parents and/or guardian, please complete the following and provide evidence of sponsorship.

	Name of Sponsor:
	Address of Sponsor:



	Telephone Contact:

Work: _______________ Home/Mobile: ______________
	


	SECTION F: DECLARATION

	I hereby certify that I have read and understood the instructions and the information necessary for completing this application and that all statements made are true and complete. I accept that the University reserves the right to reject this application if the information submitted in its support is based in whole or in part on deception or fraud. 

___________________________________________

                ________________________

                        Signature of Applicant 




Date

This application is made with my consent and I intend to provide such fees as may be payable to the Faculty of Medical Sciences, the University of the West Indies. 

_____________________________________________

________________________

          Signature of Parent/Guardian/Sponsor




 Date




FOR OFFICIAL USE ONLY
	Enclosures received with application:

· Application Processing fee Receipt No: _______________________________

· Birth Certificate 

· Marriage Certificate

· Deed Poll

· Transcripts

· Academic Qualifications – CAPE/CSEC (CXC)/GCE

· Referee Reports

· Other (Specify)

Received By:  _______________________________

Date:              _______________________________


	Official Assessment 

· Qualified

· Provisional

· Not Qualified

· Late Application 

Approved by: _________________________

Date: ________________________________
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