
UNIVERSITY OF NEBRASKA MEDICAL CENTER 
DEPARTMENT OF FAMILY MEDICINE 

Application for Training Program in Medical Family Therapy 
       

PERSONAL INFORMATION 
 

 Name U________________________________                                                                     
U 

 
 Social Security Number U__________________U Email U_______________U 

 
 Present Mailing Address                                                                                                        
 
 U____________________________________U  TelephoneU _(    )_______                      
U 

       Zip Code 
 
 Permanent Address                                                                                                                
 
 U____________________________________U TelephoneU _(    )_______                      
U 

                                                     Zip Code  
 

EDUCATION 
 

CollegeU________________________________U Degree/Year U__________          
U 

                                                  
Graduate SchoolU_________________________U Degree/Year U__________ 
     
Graduate SchoolU_________________________U Degree/Year U__________ 

 
 Total of direct client contact hours to date _________                                 
 

PROFESSIONAL AFFILIATION/CERTIFICATION 
 
 
 License/Certification: StateU_________________U#U___________ 
 
 Medical Board Certification: SpecialtyU_____________________U 

 
 Professional Affiliation: 
 
  OrganizationU_________________________U 

 
  Membership LevelU_____________________ U 



REFERENCE CONTACT INFORMATION 
(not necessary for UNL applicants) 

 
 Name   _________________________________________ 
 
 Address _________________________________________ 
 
 Phone    _________________   Email   _________________ 
  
 
 Name   _________________________________________ 
 
 Address _________________________________________ 
 
 Phone    _________________   Email   _________________ 
 
 
 ADDITIONAL APPLICATION MATERIALS: 
 
  1. One copy of vita. 
 
  2. Brief statement of educational goals, research interests, and career goals. 
 
  3. One official copy of transcript from each graduate institute attended (not 

necessary for UNL applicants). 
 
  4. Two letters of recommendation from references sent directly to our 

address (not necessary for UNL applicants). 
 
  5. Documentation of practicum hours. 
 
   Signature of Applicant U___________________________U Date: U__________U 

 
  Send To (by February 1 for doctoral applicants or May 15 for all others): 
 
   Layne A. Prest, Ph.D. 
  Director, Behavioral Medicine 
  University of Nebraska Medical Center 
  Department of Family Medicine 
  983075 Nebraska Medical Center 
  Omaha, NE   68198-3075 
 
The University of Nebraska does not discriminate on the basis of age, culture, 
ethnicity, gender, physical disability, race, religion, sexual orientation, or 
socioeconomic status in provision of educational opportunities or employment 
opportunities and benefits. 
 


