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COURSE REGISTRATION FORM

Name:
Mailing Address:
City: State: Zip: Phone:
Email:

SEMESTER: Fall Spring 20

STUDENT STATUS: [ |istyear [ |2ndyear [ J3rdyear [ J4th year
[ JAdvanced []PT [] Inquiring Minds ~ [_JACP
[_JI choose the Child and Adolescent Specialization

COURSES:
IF YOU ARE A FULL TIME STUDENT AND ARE PLANNING TO TAKE ALL THE

SCHEDULED COURSES, PLEASE CHECK HERE*
*If this line is checked, please proceed to the 2" box. (Consultations)

Part-Time/ACP/Inquiring Minds: Please list courses below: -
Course # Course Title Instructor

ALL STUDENTS: Please list all NEW and ONGOING consultations*
*First year students will be assigned consultants at orientation. - _
Consultation Type Consultation # Status Instructor
' (Independent Study, Treatment | (@, 11, TIL 1V, etc) : (new/ongoing)
_ Consultation, Case Study) ' 5l




