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CLINICAL PRACTICE CANDIDATE PLACEMENT & COOPERATING TEACHER INFORMATION 

 

Clinical Practice Candidate Information 

 
Name ______________________________________________________ Date _______________ 

   (last)   (first)   (m.i.) 
 

Local Address ___________________________________________________________________ 
Street    City   State Zip 

 
Home Address ___________________________________________________________________ 

Street    City   State Zip 
 

Telephone (_____)_____________ Date of Birth _____/_____/______ Gender ____________ 
 

       E-mail Address__________________________________   Social Security Number_____________ 
 

Anticipated Area(s) of Certification _____________________________________________________ 
 

Cooperating Teacher 
(information also needed for KY Vouchers) 

 
Name _________________________________________________ SS# ____________________ 
                 (last)   (first)   (m.i.) 
Email address__________________________________________________ 
    

 
Years of Teaching Experience ___________ Years at Present School ______________________ 
 
Highest Degree Obtained _______________ KTIP Resource Teacher Training _____ yes _____ no 

 
Certification Area(s) _______________________________________________________________ 
 
Co-Teaching Training______________________________________________________________ 
 
Beginning and Ending Dates of Supervision ____________________________________________ 
 
Number of Weeks of Supervision ____________ University Supervisor ___________________ 

 
School __________________________________ School District __________________________ 

 
School Address __________________________________________________________________ 

Street    City   State Zip 
 

Principal ___________________________________________ Telephone (_____)_____________ 
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