
 

 

 
 
 
 
 
 
 
 

Student Application for Children’s Eye Care of Michigan Orthoptic Program 
 

Date  ___________________________________________ 
 
Name   Last_______________________________________First__________________________________Middle______________ 
  

Address _________________________________________________________________________________________________________ 
 
City/State/Country/Zip Code_______________________________________________________________________________________ 
 
Phone  Day  (       )_________________________________________  Night (      )______________________________________ 
 
E-mail  _________________________________________________________________________________________________________ 
 
Date of Birth _____________________Birthplace________________________________Citizenship___________________________ 
 
Do you have or have you had any illness or physical limitations that might interfere with your training as 
an orthoptic student?  (Please explain) 
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________ 
 
Educational Background 
List chronologically from high school to present: 
 
Date enrolled  School/University  Location  Degree/Major field 
 
_________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
 



 

 

 
 
 
 
 
 
 

REFERENCES 
 

 
1. Name___________________________________________Phone_________________________________Email______________________________________ 

 
Mailing Address____________________________________________________________________________________________________________________ 

 
Years Known____________________________________ Relationship to applicant______________________________________________________ 
  

 
2. Name___________________________________________Phone_________________________________Email______________________________________ 

 
Mailing Address____________________________________________________________________________________________________________________ 

 
Years Known____________________________________ Relationship to applicant______________________________________________________  

 
3. Name___________________________________________Phone_________________________________Email______________________________________ 

 
Mailing Address____________________________________________________________________________________________________________________ 

 
Years Known____________________________________ Relationship to applicant______________________________________________________ 

 
 
Have you had any experience working in an ophthalmology clinic or other eye care facility? If so, please describe the amount of 
time and experiences: 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
 
 
Have you ever worked closely with small children? If so, please describe the amount of time and experiences: 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
 
 
How did you hear about orthoptics as a career?  Why does this field interest you? 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________ 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
Enclose with this application: 

1. A brief autobiographical sketch (less than 300 words), handwritten by the applicant on a separate sheet of paper 
2. A recent photograph 

 
Please forward: 

1. All college transcripts 
2. Proof of certification(s), if applicable 
3. Three letters of recommendation 

 
Send the fully completed application and enclosures before February 1, 2023 to: 
Mary DeYoung-Smith, CO, COMT, Orthoptic Program  
c/o Children’s Eye Care, PC 
6689 Orchard Lake Rd #297 
West Bloomfield MI 48322 
 
or email  marys@cecmich.com   
 
 
I certify that all information provided on this application form and all other admission materials are complete and accurate to 
the best of my knowledge. 
 
Applicant’s Signature_______________________________________________________Date________________________________________ 
 
The Orthoptic Program at Children’s Eye Care will consider all qualified applicants regardless of race, color, religion, gender, or 
national origin.  Qualified applicants with disabilities will be equally considered unless their attendance, clinical performance, or 
academic ability is appreciably compromise.  
 
 
 
 
 
 
 
 
 
 
 
 
 


