
Clinical 
Information Form

Student’s Name_ ____________________________________________________________________

Student’s SSN ______________________________________________________________________

Clinical Subject  _ ___________________________________________________________________

Firm _____________________________________________________________________________

Supervising Attorney _________________________________________________________________

Attorney’s Address ___________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Unit Value________________________________ Pay / No Pay (circle one)

Starting Date ______________________________ Ending Date _______________________________	

*Career Services must approve this form prior to accruing clinical hours.
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