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Full Name: ___________________________________________ Student ID#: _________________________

                    Last
                                 First                                     MI









  Cell Phone #: (     )  ________________________

Campus Address: _________________________________ Campus Phone #: (     )_____________________
Home Address: ___________________________________ Home Phone #: (      ) ______________________


    Number/Street                   

                           __________________________________   Email Address:  __________________________


    City



ST
    Zip
High School Attended: ______________________________Graduation Year: _________________________

Do any of your relatives (children, spouse, parent, etc.) attend or work in a school district? ________________

If so, list the school and district:





               

Semester in which you anticipate completion of Clinical Practice (Student Teaching):       

Spring _______          Fall ______             200_____

Please place an X next to the appropriate licensure and teaching area(s):

___ Early Childhood

___ Middle Childhood
___ Math


___ Science




___ Social Studies

___ Reading/Language Arts



___ Adolescent Young Adult:  Teaching Area: _________________________________________________
___ Multi-Age:  Teaching Area: _____________________________________________________________ ___ Mild/Moderate Educational Needs
Please list on the back of this sheet any extenuating circumstances that would prohibit or enhance your experience by completing your clinical practice in a particular school district or setting.

AGREEMENT:  My signature below indicates that I understand the information provided above and that the information I provided is accurate.   I am willing to take any assignment made by the Division for my clinical practice (student teaching) experience.  I also understand that assignments cannot be changed after they have been confirmed by the College.

Signed: __________________________________________________ Date: ______________
Clinical Practice


Placement Request Form and Agreement


Please complete ALL information requested and PRINT clearly





READ CAREFULLY 


1. Placements for clinical practice are usually made within a thirty mile radius of Baldwin-Wallace College. The College of Education is committed to provide candidates with a diverse array of experiences in a variety of school settings (urban, suburban and rural).





2. Students may not arrange their own clinical practice assignments.  Prior arrangements not approved and confirmed through the Division of Education will not be honored. 





 3. Students suggesting clinical practice sites need to be aware that the final decision for placement is made by the Division of Education which follows a strict protocol for placing students.  The placement for clinical practice is made primarily for the convenience of the College; however, whenever possible, student preference is considered.





4.  Applications received after the deadline, set forth by the Division, will be processed after all other placements have been confirmed.





5. Teacher education candidates are responsible for their own transportation to and from the clinical practice site.  No accommodations will be made for carpooling.











