Application for Internship
Clinical Mental Health Counseling

Directions: Complete the entire application.  Fill out each box. Attach your resume and a copy of your most recent academic transcript. Applications with missing information will not be considered for any internship.  Return this completed form to the Practicum and Internship Committee Chair. The deadline to submit this form is on or before March 17th by 5:00 pm. Thank you for your time.                                     

	Name  (Last, First, Middle):      
	Campus:

 FORMCHECKBOX 
 Radford University

 FORMCHECKBOX 
 Abingdon
	RU Student Id #

     

	Street Address:      

	City, State & Zip:      

	Email :

     
	Home Phone:

                             
	Work Phone:

     
	Other Phone:      


	

	Indicate semester and year when you entered the program:

 
	 FORMCHECKBOX 
 Summer or Fall       
                                   Year



	Prospective graduation date:


	 FORMCHECKBOX 
 December        

                                    Year
 FORMCHECKBOX 
 May       
                      Year

	Preference for the internship course? Please note: The internship class will meet once per week throughout the entire semester.

 
	 FORMCHECKBOX 
 AM class

 FORMCHECKBOX 
 PM Class



	Indicate the semester and year in which you plan to be enrolled in internship:
	1st Internship: 

Semester:        

Year:      
	2nd Internship: 

Semester:        

Year:      
	3rd Internship (optional for additional licensure hours): 

Semester:        

Year:      

	If approved by the Practicum and Internship Committee, are you interested in using your current employment as your internship?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If YES, what is your current job title & employer?

     


	

	Preferred Setting

Check all that apply

 FORMCHECKBOX 
 College Campus 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Women’s shelter 

 FORMCHECKBOX 
 School (k-12)

 FORMCHECKBOX 
 Employee Assistance Programs

 FORMCHECKBOX 
 Community Mental Health 
 FORMCHECKBOX 
 Day Treatment Programs

Other_____________________


	Preferred Population(s)

Check all that apply

 FORMCHECKBOX 
 Children/Adolescents        
 FORMCHECKBOX 
 Psychiatric
 FORMCHECKBOX 
 College Students

 FORMCHECKBOX 
 Death, Loss, and Grief

 FORMCHECKBOX 
 Adults                                
 FORMCHECKBOX 
 Offenders                           
 FORMCHECKBOX 
 Elderly

 FORMCHECKBOX 
 Veterans
 FORMCHECKBOX 
 Women                              
 FORMCHECKBOX 
 Racial Ethnic Minorities    

 FORMCHECKBOX 
 Men

 FORMCHECKBOX 
 Sexual abuse and domestic       

      violence

 FORMCHECKBOX 
 Substance abuse and other 

      addictions
 FORMCHECKBOX 
Other_____________________



	Internship Applicant Signature:                                                               

                                                                                      Date: ________________

	Advisor Name      
Advisor Signature: 
                                                                                                    

                                                     Date: ________________


