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Dear Prospective Applicant:

Thank you for your interest in the Doctor of Physical Therapy Program offered
within the School of Graduate Medical Education at Seton Hall University.

The Doctor of Physica Therapy (DPT) program is fully accredited by the
Commission on Accreditation in Physical Therapy Education. Our comprehensive
educational program including clinical internships is full-time, four years in length, and
culminates in a Doctor of Physical Therapy degree. Graduates of the program will be
thoroughly prepared for the Physical Therapy Licensure Examination. After successful
completion of this examination, the individual will become licensed as a physical
therapist. All statesrequire licensure in order to practice physical therapy.

Enclosed in this mailing are documents about the program and an application
package. Please read the Application Instruction Sheet carefully before completing the
application. Be sure to check the appropriate program you desire to attend. The
application deadline for early admission is November 15, and for regular admission is
February 15. Candidates will be notified of decisions by December 1, and March 15,
respectively. Admissions may remain open beyond the February 15 deadline if the class
isnot filled.

Should any questions arise during the application process, please contact the
Departmental Secretary at (973) 275-2051.

Sincerely,

Marc Campolo, PT, PhD, SCS, ATC, CSCS
Program Director, Doctor of Physical Therapy Program
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Application Instruction Sheet for the Doctor of Physical Therapy Program

Please provide the following documentation.

A. Physcal Therapy Program Admission Application:

Type or print clearly all information unless otherwise indicated

Indicate any name(s) that you have previously used, such as a maiden name.
Place your name on every sheet of the application.

Submit a check or money order for $75.00 payable to Seton Hall University to
cover the application fee.

INFANNES

B. Application Essay Instructions
Write an essay to describe, chronologically, your academic and personal preparation
for the Doctor of Physical Therapy Program. Refer to your application material
whenever necessary. Type the essay on a separate piece of paper. Do not exceed 2

double space pages.
C. Officia transcripts from all colleges, universities and/or professional schools
attended.

1. Official sealed transcripts must be submitted with your application materials.

2. All transcripts from outside the United States must be evaluated course by course
by arecognized transcript evaluation agency. Trandlations aone will be
accepted. We recommend: World Education Services (WES), PO Box 745, Old
Chelsea Station, New York, NY 10113-0745. Telephone: 800-937-3895 or

email www.wes.org.
3. International graduate students are required to submit Test of English asa
Foreign Language (TOEFL) submitted with application materials.

D. One letter of recommendation must be from alicensed physical therapist who may
have been a supervisor for the clinical observation.

E. Two additional letters of recommendation from personal or professional sources. All
letters of recommendation must be completed on the enclosed forms.

F. Read and sign Essential Functions Document
G. Complete Academic Prerequisite Coursework Checklist

H. Complete Observation Hours Verification form (At least 50 hours of clinical
observation under alicensed Physical Therapist isrequired.)
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l. Submit official copy of Graduate Record Examination (GRE) scores. Contact the
GRE Education Testing Services at: (609) 771-7670 for examination dates. The

GRE Codes are:
Department Code: 0619 Physical Therapy
Institutional Code: R2811 Seton Hall University
State Code: 31 New Jersey

NOTE:
The candidate must submit all application materials in the envelope provided before
February 15 (early review deadline is November 15). Priority will be givento all
applications received by this date; however, admissions will remain open until the classis
filled.

Updated 6/16/05



Physical Therapy (Entry-Level)

School of Graduate Medical Education

PLEASE SELECT A PROGRAM OF INTEREST:

Are you applying to study: |:| Full time

Term of entry:

Have you previously applied for admission? |:| Yes |:| No If yes, what year?
Titte [IMr. [Jwms. [Jsr. []br. []Other
Name
Last Name First Name Middle

Other names your records may be under

Social Security Number - - Gender [_]Male [] Female
Date of Birth [ Place of Birth
Month/Day/Year

Marital Status (optional) : Ethnic Background (optional) :

Religious Affiliation (optional) :

Mailing Address Address validuntil: __/
Number and Street Month/Year
City State/Province Zip + suffix
Country

Permanent Address

Number and Street

City State/Province Zip + suffix
Country
Email Type
Telephone and Current Home Telephone Work Telephone Fax Number
Fax Numbers (May we contact you here?) [] Yes [] No (May we contact you here?) [] Yes [] No
( ) ( ) ( )
Country / Area Code / Number Country / Area Code / Number Country / Area Code / Number
Mobile Phone
(May we contact you here?) [] Yes [] No
( )
Country / Area Code / Number
Citizenship Country(ies) of Citizenship: Visa Type:
Non - U.S. citizens only: Are you a U.S. permanent resident? [ ves ONo
Testing GRE
Information Qgtﬁaﬁé?ﬂe) / Verbal Quantitative Analytical Total
Month/Year Score Score Score Score
TOEFL (for international applicants only)
Date taken ) . .
(or plan to take) / Section 1 Section 2 Section 3 Total
Month/Year Score Score Score Score

To which other graduate schools have you applied?

Education Undergraduate Grade Point Average (if available)
Please list all post-secondary colleges, universities, or institutions attended, including those attended for summer
session or evening classes. OFFICIAL transcripts from all colleges and universities attended including those attended
for less than one full semester/quarter must be provided.

Name of school Dates attended Degree received Major field CEEB
/ - /
/ - /
/ - /
/ - /
/ - /




References Please list your evaluators.
(One letter of recommendation must be from a licensed Physical Therapist who may have been a supervisor for the clinical observation.)

1. Name Relationship to applicant

Mailing Address

Phone Number ( ) E-mail

2. Name Relationship to applicant

Mailing Address

Phone Number ( ) E-mail

3. Name Relationship to applicant

Mailing Address

Phone Number ( ) E-mail

f .
Source(s) o How did you learn about the Program?

Information
Employment Beginning with your most recent job, please list below in reverse chronological order each of the jobs you have had since the
History beginning of your college studies. Please account for all periods of time. You may use the "Additional Information” page if
necessary.
From To or []Current
Employer (month/year) / (month/year) /
Employer Nature of Business Position/Job Title:
Location
From To or [_]Current
Employer (month/year) / (month/year) /
Employer Nature of Business Position/Job Title:
Location
From To
Employer (month/year) / (month/year) /
Employer Nature of Business Position/Job Title:
Location
See Application Instruction sheet for details.
Volunteer 1. Name Number of Hours
Experience
Location
2. Name Number of Hours
Location
3. Name Number of Hours

Location




Prerequisites  Please provide the following information concerning each of the prerequisites you have taken.

Institution Semester/Year Final Grade

Human Anatomy & Physiology | (4 credits)

Human Anatomy & Physiology Il (4 credits)

Physics | (4 credits)

Physics Il (4 credits)

Chemistry | (4 credits)

Chemistry Il (4 credits)

College Math or Statistics (3 credits)

English/Communication (3 credits)

English/Communication (3 credits)

Social Sciences (3 credits)

Social Sciences (3 credits)

~ V- ~V“- - NN - -]~~~

Social Sciences (3 credits)




ADDITIONAL INFORMATION

Produced with

Embark



Transcript Request

Please forward an official copy of my academic transcript to:

Seton Hall University
School of Graduate Medical Education
Attn: Deborah Verderosa
400 South Orange Avenue
South Orange, NJ 07079

Name

Last First M.I.
Address

Number Street

City State Zip
Telephone (Day) (Evening)

Socia Security Number - -

Date of Birth

Month Day Year

Thank you for your attention to my request. Please advise me of any fee for this
service.

Signature Date






