MICHIGAN STATE UNIVERSITY



   
            DOCTORAL FORM

DEPARTMENT OF PSYCHOLOGY

                  CLINICAL STUDENTS ONLY

Director of Clinical Training

East Lansing  MI  48824-1117

COMPLETION OF INTERNSHIP REQUIREMENT

Student’s Name _
Directions:
To obtain official credit for the internship, the student must fill out this form and obtain the signatures of his/her Guidance Committee Chairperson and the training director (or equivalent of the internship agency.  Please submit the form to the Director of Clinical Training no later than one month after the internship is completed.  If your internship involved work in more than one agency under a consortium arrangement, please attach separate sheets to describe your time and activities in each agency.

1.
Internship Agency: ___     _______

Mailing address: __     __________

2.
Dates:  From: _     _________    To: ____     _______

3.
Number of hours per week: _     _____          Total hours: ___     _____

4.
Approximate percent time and major populations you worked with, e.g. children, 

families, inpatients, minorities (specify), drug addiction, etc.:


     % Time

Population
a.  __     ___
_     __________
b.  __     ___
_     __________
c.  __     ___
_     __________
d.  __     ___
_     __________
e.  __     ___
_     __________
f.   __     ___
_     __________
5.
Approximate percent time spent in each of three to six major activities:


     % Time

Population
a.  __     ___
_     ___________
b.  __     ___
_     ___________
c.  __     ___
_     ___________
d.  __     ___
_     ___________
e.  __     ___
_     ___________
f.  __     ___
_     ___________
6.
Name, title, and highest degree of immediate supervisors:

a.  __     ___
_     ___________
b.  __     ___
_     ___________
c.  __     ___
_     ___________
d.  __     ___
_     ___________
e.  __     ___
_     ___________
(FOR AGENCY TRAINING DIRECTOR OR EQUIVALENT)

7.
I certify that the above named person has successfully completed the internship in clinical

psychology described above.  (Attach a separate letter if you have qualifications to note and check here __ FORMCHECKBOX 
__).

Signature ________________________________  Date __     ____
Print or type name _     ______________________
Title __     ________________________________
PLEASE NOTE:  The above certification does not replace the more detailed evaluation of the student’s progress that the clinical training program requests of the internship agency.

8.
Approved: _________________________________  Date ___________________
                             Signature, Chairperson, Guidance Com.

9.
Approved: _________________________________  Date ___________________
                             Signature, Director of Clinical Training

DISTRIBUTION:  When completed, this form will be forwarded to the Associate Chairperson and the student’s official file, Department of Psychology, with a copy retained in the internship file of the Clinical Interest Group.  Students wishing a personal copy can request a Xerox copy from the Associate Chairperson’s office.

