INTERNSHIP INTENT FORM
IN PROFESSIONAL DEVELOPMENT SCHOOLS (PDS)

Please key information and return to PDS office Butler 345

Personal Information Date
Name: Banner #:
(Last) (First) (M/Maiden)
Current Address: Phone:
(Street)

(City, State, Zip Code)

Email Address:

When will you finish your last methods course? I:] Fall 2008 I:I Spring 2009 I:I Fall 2009
Expected Semester of Internship: |:] Spring 2009 |:| Fall 2009 [:l Spring 2010
Expected Date of Graduation |:| Spring 2009 l:] Fall 2009 |:| Spring 2010

Current Status: |:] Licensure Only I:I Traditional Student I:I TA/PATH I:I Lateral Entry

Department Information

GPA
®  Admitted to Teacher Education Yes No

Date I:] |:|

University-School Partnerships (Select One)

The six school systems included in FSU University-School Partnership are listed below. Indicate your choice of two school systems by scrolling
down and clicking on the system you would like. This does not guarantee any particular placement, only that your preference will be considered.

Preferred Grade Level: |:| k[ et [ e [ Je [ Jar | ]s"

Clinton City School
Cumberland County School
Fort Bragg School

Harnett County School
Hoke County School

LI

Sampson County School
Do you have a child or children in the school you requested? I:' Yes I:I No

Indicate School

Are you currently employed in the system you requested? I:] Yes I:I No

Indicate School
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