Children's Hospital Boston
PGY2 Pediatric Pharmacy Residency Program
Application Form

Name:

Preferred Mailing Address:

Telephone:

Email Address:
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You must enroll in the ASHP Matching Program.
Match number if available:

Will you be eligible for licensure as a pharmacist in Massachusetts by the beginning of the
residency? (Please circle) Yes No

Signature: Date:
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Enclose this cover sheet with other required application materials and address to:

Crystal Tom, PharmD, BCPS
Residency Program Director
Pharmacy Department Main SB
Children's Hospital Boston

300 Longwood Avenue

Boston, MA 02115



