COBB COUNTY COMMUNITY SERVICES BOARDS

DOULGAS COUNTY COMMUNITY SERVICES BOARDS

APPLICATION FOR STUDENT PLACEMENT/INTERSHIP

Name: _______________________________________________________________________

Date: ____________________________
Phone number: _____________________________

Dates for placement/internship: begin:  ______________________ end: ___________________

Days and times available for placement/internship: ​​​​​​​​​​​​​​​​​​​​​​​____________________________________

School, College, Institution: ______________________________________________________

Degree of Certification Desired: ________________________ Major: _____________________

Program Course for which placement/internship is required: _____________________________

Projected Graduation date:____________________________.

1. Describe the educational objectives of this placement internship:

___________________________________________________________________________________________________________________________________________________________________________________________
2. Please list course work you have completed related to this placement/internship:

________________________________________________________________________________________________________________________________________________________________________
3. List previous work experiences including volunteer work related to this placement/internship:

________________________________________________________________________________________________________________________________________________________________________
4. Indicate by rank order which of the following are your priority choices for placement/internship:

_____Children’s Services


_____ Adolescent/Young Adult Services

     

_____ Dual Diagnosis Services

_____ Day Treatment for Adult
           

_____Partial Hospitalization Services
_____Adult Services



   

_____ Older Adult Services

_____Alcohol & Drug Services

_____ Residential Services

_____ Mental Retardation Services


_____ Other Services (Specify) _________________________________________________ ___________________________________________________________________________

5. I request this placement/practicum experience for the above named student and am in agreement with the objectives for the placement/practicum with the following, if any, changes or additions:

________________________________________________________________________________________________________________
________________________________________________________
If needed, I will meet with the student supervisor or other staff of the Division.

___________________________________________

________________________

Academic Representative/Professor





Date

FOR AGENCY USE ONLY

I agree to accept this student/intern for placement and will work with him/her during the period between: ____________________, ____________________ for _________________ hours per week to meet the standard objectives.

Comments:_________________________________________________________________________________________________________
Student’s Supervisor__________________________________________________________

Student’s Supervisors’ Work Location____________________________________________

Student’s Supervisors’ Phone number ___________________________________________
Please circle: I am a qualified Mental Health Professional or Mental Retardation Professional

MHP

MRP

___________________________________________

________________________

Supervisor’s Signature





Date
