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Graduate Program in Psychology 

Clinical and Clinical Developmental Area  Ph.D. students only

FACULTY OF GRADUATE STUDIES

Graduate Program 
in Psychology 

297 Behavioural 
Science Bldg.
4700 Keele St.
Toronto ON
Canada  M3J 1P3
Tel  416 736 5290
Fax 416 736 5814
psychology.gradstudies.yorku.ca



Student Name: ________________________________________

Student Number: _____________________   Area: ____________

      Name of Internship Site __________________________________

      Name of Supervisor: ____________________________________

PLEASE CIRCLE ONE:	

6840 6.0			6840A 3.0			    6840B 3.0
Clinical Internship	OR	Clinical Internship I	PLUS	    Clinical Internship II
Full time – 1800 hrs.		Half time – 900 hrs.		    Half time – 900 hrs.

CLINICAL INTERNSHIP AGREEMENT:  An internship consists of one year (12 months) supervised, professional service, either full-time or part-time.

This form must be filed out and signed by both the student and internship supervisor if the student is to receive credit.


What are the duties of the student to be? Please include, if relevant, such activities as: Individual therapy, group therapy, family therapy, psychological testing, learning about ethical and professional standards and codes of conduct, applied research, and community consultation, as well as any other activities in which the student will be involved. Also describe how the student will be supervised and the amount of time which is to be allocated to such supervision.

What are the dates over which the internship will extend? _________________________

Number of hours per week: _________________ Total number of hours: _____________






PLEASE PRINT

Internship Setting and full mailing address:
________________________________________________________________________

________________________________________________________________________


Phone number: _______________________________



_______________________	     ___________________________	 ________________
Internship Supervisor’s Name     		Signature	 	Email address


_______________________________	___________________________
Student’s Signature				Date

_______________________________________________________________
Signature of Director of Clinical Training in your Area







Please return the completed form to the Graduate Psychology Program Office, Room 297 B.S.B. Students are advised to keep a copy of this agreement for their records.  

Students must ENROLL on line for this if the student is to receive a credit.
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