(ortlan

Healthcare Management Fieldwork
Intent to do Fieldwork
Fall Spring Summer Semester of the year20___ .

Name C#

(last) (first) (MIL)

Cortland Address

Telephone Number

Cortland E-Mail

Permanent Address

Telephone Number

Emergency Contact Info: NAME + PHONE NUMBER (PARENTS/SPOUSE/ETC.)

As of this date, provided I meet all of the eligibility requirements of the Department, I intend to
complete my Internship in the Healthcare Management Program during the:
___Fall Spring Summer Semester of the year 20___.

(Signature) (Date)

Field Experience and School Partnerships Office
Education Building, Room 1105
PO Box 2000, Cortland, New York 13045 — 0900
Phone: (607) 753-2830 Fax: (607) 753-5966
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