Name: ______________________________________  Date: _________________
4









 

               Acad Yr 

LAST NAME



FIRST NAME
  



             Eg. 2005-6
    
By the start of the Externship, I will have completed ___ years of the ___ years of my PhD / PsyD graduate program.

GRACIE SQUARE HOSPITAL, INC.
420 EAST 76th STREET  (  NEW YORK, NY  10021  (  (212) 988-4400
EXTERNSHIP PROGRAM APPLICATION

DEPARTMENT OF PSYCHOLOGICAL SERVICES

NY GRACIE SQUARE HOSPITAL


Address (where you live when you are attending school) ________________________

 _____________________________________________________________________

Your phone number_____________________ Cell # ___________________________

Email address __________________________________________________________

Home (permanent) address _______________________________________________

______________________________________________________________________

Phone number _________________________________________________________

Name of School: ________________________________________________________

Name of School Program: ________________________________________________

Concentration: _________________________________________________________

Courses you have completed that are relevant to the externship: __________________

______________________________________________________________________
______________________________________________________________________________

______________________________________________________________________

Courses you are currently enrolled in that are relevant to the externship: ____________

______________________________________________________________________
______________________________________________________________________________

______________________________________________________________________

Work (externship) past/present that is (are) relevant to the externship (summarize the type(s) of work which you have done): _______________________________________

______________________________________________________________________
______________________________________________________________________________

______________________________________________________________________

Extracurricular activities and interests: _______________________________________

______________________________________________________________________________

Expected Graduation:  Date: _____________Degree: ___________________________

What other activities will you be engaged in during the time of this externship?

	Day of Week

	Activity
	Total Hours per Week
	M
	Tu
	W
	Th
	F
	Sa
	Su
	UNK

	Classes
	
	
	
	
	
	
	
	
	

	Supervision
	
	
	
	
	
	
	
	
	

	Teaching
	
	
	
	
	
	
	
	
	

	Work
	
	
	
	
	
	
	
	
	

	Other (specify)
	
	
	
	
	
	
	
	
	


Number of days you can be available at this externship site?  ______.
Previous Experience with Patients (Excluding Testing):

How many individual patients have you done therapy with?  ______

	Age


	Diagnoses
	Other

Noteworthy

Characteristics
	Describe the nature of your work
	Did you write a report? Y, N
	Dates when and Facility where the work was done.

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Testing Experience:

How many standard batteries (WAIS, HTP, Rorschach, TAT) with reports have you completed?  _____

	Age


	If a Patient specify the diagnosis.  If not a Patient specify no diagnosis.
	Other

Noteworthy

Characteristics
	Test Administered
	Did you write a report? Y, N
	Dates when and Facility where the work was done.



	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Long Term Career Goals: ________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Will you be doing this externship for course credit?
   (  Yes        (   No

Is an externship a programmatic requirement?

   (  Yes        (   No

If yes to either of the above questions, who is the individual at your school who is responsible for signing an Affiliation Agreement?

Name: ________________________________________________________________

Phone Number: ____________________________

Title: _________________________________________________________________

Department: ___________________________________________________________

Availability for an externship at Gracie Square Hospital?

Proposed First Day: _________________________________________

Proposed Last Day: _________________________________________

For Office Use Only


DATE REC’D





________________





For Office Use Only


INTERVIEW





DAY______________





DATE____________





TIME______________





TO BE SIGNED AT THE INTERVIEW





I give my permission for Dr. Luckom-Nurnberg to contact my references.





________________________________


Print Name





______________________________


Signature





Date _______________














