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Degree
Institution Name: Date of Graduation:
Degree Awarded: Degree Concentration:
Program: .
CACREP-Accredited Program? [ |Yes [_|No

Other Accreditation (if applicable):

Internship
Was the internship experience clinical in counseling activities, setting and
supervisor? [ JYes [ ]No
“Clinical” is defined as the diagnosis and treatment of mental health disorders
Dates of Internship: Direct Client Contact Hours: | Total Contact Hours:
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Name: Date:
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