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SITE INFORMATION SHEET 
 
 

Student: _________________________________________________________________________ 

Phone: ____________________________   E-mail: ______________________________________ 

 

Internship Site: ___________________________________________________________________ 

Agency/Site Director: ______________________________________________________________ 

Site Address: _____________________________________________________________________ 

City: ___________________________  State: ______  Zip: ___________  Phone: _____________ 

 

Primary On-Site Supervisor: _________________________________________________________ 

Phone:  _____________________________________  E-mail: __________________________ 

Degree & Discipline: _________________________ License/Cert.: ______________________ 

      Years of post-Master clinical experience: ___________________________________________ 

 Years of experience supervising students: ___________________________________________ 
 
 

Secondary On-Site Supervisor:  ______________________________________________________ 

Phone: _____________________________________  E-mail:  __________________________ 

Degree & Discipline:  _________________________  License/Cert.:  _____________________ 

Years of post-Master’s clinical experience:  ________ 

Years of experience supervising students:  _____________________________________________ 
 
 
Group Supervision?     no      yes 
 
If yes, please provide the following information: 
 
     Name & credentials of group supervisor: ___________________________________________ 
      
     Frequency of group supervision: ______________________ 
 
     Duration of group supervision: _______________________ 
 
     Number of participants: _____________________________ 


