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Name:       








Phone Number:      
Date of Application:       






Email Address:       
Address:      
· Academic Information
Name of University:      
Area of Specialization:  FORMCHECKBOX 
Clinical  FORMCHECKBOX 
Counseling      

Degree Type:  FORMCHECKBOX 
Ph.D.  FORMCHECKBOX 
Psy.D.  FORMCHECKBOX 
Other,      
Years of graduate school completed:      
Clinical Training Director:

Name:       


Email:      
Address:      
Phone Number:     
          Professional licenses or certifications:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

a. If yes, please describe:      
· Clinical Experience
 Intervention Courses Taken?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
If yes, please list courses:      
       Intervention experience (e.g., individual or group therapy):  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, please describe:      
       Assessment Courses Taken?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, please list courses:      
       Assessments administered/scored/ or interpreted?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, please describe:      
· Practical Experience 
Please describe any other practical experience that you have had (ex.: "volunteered on a crisis hot line"):      
· Additional Information
What are your goals for externship?      
Have you ever worked with an inpatient psychiatric population?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, please describe:      
· Checklist of items
CV: 
 FORMCHECKBOX 
Attached
Affirmation from the DCT at the student’s home university:  FORMCHECKBOX 
Attached
Proof of malpractice coverage with your name indicated:  FORMCHECKBOX 
Attached
· Application attestation (electronic signature is considered actual signature)
By signing here, I attest that the information provided herein is accurate:      
By signing here, I agree to have SHC contact my references:      
By signing here, I acknowledge that it is my responsibility to provide malpractice insurance for my work at SHC (must provide a copy at orientation with your name on it):      
By signing here, I acknowledge if selected for this externship, I must attend the SHC Orientation:      
