
	INSTITUTION OF

HIGHER LEARNING
PARTICIPATING AGENCY


	ASSIGNMENT REQUEST

(IHE complete in pencil)
1. Cooperating Teacher/Supervisor:

_______________________________

1. Subject and/or Grade:

_______________________________

1. School:

_______________________________

Confirmed:
	ASSIGNMENT REQUEST
(IHE complete in pencil)

2. Cooperating Teacher/Supervisor:

_______________________________

2. Subject and/or Grade:

_______________________________

2. School:

_______________________________

Confirmed:




	TRIANGLE ALLIANCE
Application for Student Teacher or Intern

(Check box)                       FORMCHECKBOX 
                FORMCHECKBOX 
                    FORMCHECKBOX 
  


PLEASE TYPE OR PRINT

	Name:
	     
	     
	     
	     
	     
	     

	Mr./Mrs./Miss/Ms
	Last
	First
	Middle
	Maiden
	Prefer to be called

	SSN#
	     
	Date of Birth
	     
	Race
	     

	
	
	
	(Month/ Day/Year)
	
	(Optional)

	Email
	     


ADDRESS INFORMATION

	Local/College
	     
	Phone
	     

	     
	Dates effective:
	     
	through
	     

	Permanent/Home
	     
	Phone
	     

	     


LICENSURE INFORMATION

	Area and/or Level(s) of licensure desired (e.g., Elementary [K-6], Secondary Science [9-12]):

	     

	Anticipated graduation date:
	

	Expected Degree:
	 FORMCHECKBOX 
 Bachelor’s
	 FORMCHECKBOX 
 Master’s
	 FORMCHECKBOX 
 Doctorial
	 FORMCHECKBOX 
 Licensure-Only


STUDENT TEACHING/GRADUATE INTERNSHIP
	Summer
	
	 FORMCHECKBOX 
 part time
	or
	 FORMCHECKBOX 
 full time

	Fall
	
	 FORMCHECKBOX 
 part time
	or
	 FORMCHECKBOX 
 full time

	Spring
	
	 FORMCHECKBOX 
 part time
	or
	 FORMCHECKBOX 
 full time


	Dates of Full Time Assignment:
	From
	     
	to
	     

	First day to report for observation:
	     


PLEASE NOTE

Subject(s) and/or grade(s) preferred (List 2-3 in order of preference)

	1.
	
	2.
	
	3.
	


EDUCATION

(Provide School Name, City/County, State)

	Undergraduate (if graduate student):
	     

	High School:
	     

	Middle/Junior High:
	     

	Elementary:
	     


EMERGENCY CONTACTS

	     
	     
	     
	     

	Name
	Relationship
	Day Phone
	Evening Phone

	     
	     
	     
	     

	Name
	Relationship
	Day Phone
	Evening Phone


HEALTH (Health Form must be completed and submitted.)
Condition:______________________Have you been under a doctor’s care during the past two years?

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If “YES,” explain briefly. _________________________________________________


	TRANSPORTATION PROBLEMS?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     
If “YES,” explain briefly._______________


1. Student teachers/interns are expected to abide by the participating agency’s calendar and by all the schedules and policies in effect in the school to which they are assigned.

2. Student teachers/interns will receive no financial remuneration for the student teaching/intern experience.

3. Student teachers/interns will be assigned to schools without regard to the sex or race of the applicant.


Signature of Student Teacher/Graduate Intern
Date

RECOMMENDATION OF INSTITUTIONAL REPRESENTATIVE


Signature of Institution of Higher Education Representative
Date

This application will be forwarded to participating school districts by the institution of higher learning contact person.

Revised 7/10
