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Norfolk State University

Center for Professional Development                                    

Application for GRADUATE INTERN Programs

 Note:  Application is to be typed.
The graduate intern as a competent, compassionate, cooperative, and committed leader.
	Semester: (When do you plan to begin the internship?)
	
	Year:
	
	Major:
	


	Applicant's Name:  
	
	
	
	

	
	Last
Last
	
First
	Middle
	Student ID


	Address:
	
	
	
	

	
	
Street
	
City
	State
	Zip Code


	Telephone:
	
	
	


	
	
 (Home)
	
(Work)
	EMAIL


	Emergency Contact :


	
	
	

	(Local-other than where you reside)
	Relationship)
	(Phone)


INTERN INSTRUCTIONS:
This certification of Departmental Endorsement is to be completed by the applicant and y the official representative(s) of the School of Education and Department in applicant is a major.  All applications will be maintained by the Director for the Center for Professional Development.  This application MUST be submitted to the Center for Professional Development by the School Counseling Coordinator without exception. Personal copies of documents are the responsibility of the applicant.
APPLICANT CERTIFICATION
I fully understand Norfolk State University's General Policies for Internship and my responsibilities as outlined in the GRADUATE INTERNSHIP HANDBOOK. 
 I further understand that if the prerequisites outlined in the University Catalog have NOT been fully obtained, failure to provide required medical forms, failure to comply with the rules for my internship, or substandard performance in my practicum/internship (field experience) may result in my dismissal from the Graduate Internship Program.

I fully understand that a physical examination, tuberculosis/chest x-ray, and background records check are integral to this application process, and I will comply as requested.  Specifically, I understand I must pass a STATEWIDE criminal background check and  child abuse and neglect background check as prescribed by VAC§ 22.1.296.1 and VAC§ 22.1.296.4 of the Code of Virginia.
I certify that all information given is correct, and I have completed all requirements to begin the Internship.

Applicant's Signature:   ________________________________________             Date: _________________________________________
DEPARTMENT ENDORSEMENT:
On the basis of my knowledge of the applicant's preparation and characteristic performance in the subject matter area of

                                                                                  , I            DO              DO NOT endorse this applicant as a worthy and promising candidate for

Internship during the                                         upcoming semester.

Signed Advisor:                                                          Date: ___________      Signed Coordinator:___________________________  Date: ____________                                        
Approved by (Head of Department):                                                                            Date:  _________________________________________________                                                
	Comment(s)

	


Photo

Norfolk State University

Center for Professional Development

Application for GRADUATE INTERN Programs

	SECTION I -- Personal Data


	Student ID:
	
	Birth Date:  (MM/DD/YY) (optional)
	
	Gender
	
	Ethnicity
	


	Applicant's Name:  (Please Type)
	
	
	

	
	
Last
	
First
	
Middle



	
SECTION II -- Education


	(1)  Degree Earned:
	
	Major:
	

	College or University:
	
	Year Earned:
	

	(2)  Degree Earned:
	
	Major:
	

	College or University:
	
	Year Earned:
	


	NSU Advisor:
	
	Telephone:
	


	
SECTION II -- Teaching Related Experience/Placement Support

	Teacher:
	How many years:
	
	Teacher Assistant:
	How many years:
	
	Substitute Teacher:  
	How many years:
	

	Most RECENT teaching experience (i.e., grade level, area: SPE - ED, LD, MR etc., Counseling):
	


	


	
	
	How many hours per week do you plan to devote to your Internship?

	
	
	
	

	
	
	

	
	
	
	

	
	
	
	

	How do you plan to meet the requirements of the Graduate Intern Program?

	

	

	

	Please indicate whether you want a middle or high school placement for the secondary education experience.  In what school division?

	

	

	


Applicant’s Signature____________________  (Date) ___________  (Coordinator's Signature) ___________________(Date)_____________________
 
Norfolk State University


Center for Professional Development


Physician's Certificate for Graduate Interns
Physical Examination

	
	
	

	
Last Name
	
 First
	
Middle

	
	
	
	
	
	

	
Male
	
Female
	
 Age
	
DOB (MM/DD/YY)
	
 Race

	
 SSN

	Department:
	
	Major:
	


	Address:
	
	
	
	

	
	
Street
	
City
	
State
	Zip


	Telephone:


	
	

	
	
 (Home)
	
(Work)


	Emergency Contact :
	
	
	

	
(Local-other than where you reside)
	
(Relationship)
	
(Phone)


Blood Pressure:  Systolic                     Diastolic                        Pulse                      
Skin:                                                         Mucous Membranes:                Throat:           
Eyes: Vision   R.E.                    L.E.                   Glasses:                    Pupils:                 
Ears: Drums:                                                Hearing (Conversational tone) R.                               L.                           
Heart:                                             Murmur: Physiologic                                                   Pathologic                                      
Remarks:                                                                                                                                                                                                                                         
Lungs:                                                                                  History of Cough:                                                                                                 
Symptoms of Nervous Disease:                                                                                       Reflexes:                                                                
Gastrointestinal:                                                                                                    Hernia:                                                                                 
Remarks:                                                                                                                                                                                                                                        
Urinalysis: Alb.                                                      Sug.                                        Micro.                                  Sp. G.                                      
Blood: HGB                                            RBC                                                WBC                                     Diff. Polys.                                    
Lymphs                                                        Mono.                                                        EOS                                        BASO                           
This student is free of communicable disease.                  Yes                 No

Symbols:  Normal                                                                                                           Abnormal or Pathologic (Explain in remarks).

Remarks.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 
Date Examined:                                                                                                     Signed:                                                                          M.D.

Telephone: (              )                                                                              Address:                                                                                              


Norfolk State University


Center for Professional Development


Physician's Certificate for Graduate Interns

Tuberculosis Test
	
	
	

	
Last Name
	
 First
	
Middle

	
	
	
	
	
	

	
Male
	
Female
	
 Age
	
DOB (MM/DD/YY)
	
 Race

	
 SSN

	Department:
	
	Major:
	


	Address:
	
	
	
	

	
	
Street
	
City
	
State
	Zip


	Telephone:


	
	

	
	
 (Home)
	
(Work)


	Emergency Contact :
	
	
	

	
(Local-other than where you reside)
	
(Relationship)
	
(Phone)


	Requested for (please check one) Fall               Spring               Year                    
On the basis of chest x-ray, tests, and/or examinations, I hereby certify that the student identified at the top of this form is diagnosed to be free of communicable tuberculosis as of the date below.

I am a licensed physician in                                                                                                        (State or District), United States of America.

Date:                                                        Signed:                                                                                                                    
Address:                                                                                                                                                                                  
Telephone: (                       )                                                                                                                                                    


	Virginia State Law requires the student teacher to return this TB Certificate to the Office of Student Teaching PRIOR to the teaching experience.  Test is to be effective through the entire experience.


Rev.  (2) 8/02


05.27.07



