PSPP Mentorship Program 
Graduate Student Questionnaire

Name:      





Date:
     
Phone:
        




Email:
      

Address:      
Program in which you are enrolled:      

Year of training:      
Present clinical practicum/internship (if any):      
What are you hoping to gain from this mentorship? (check all that apply)

 FORMCHECKBOX 
  Career Development

 FORMCHECKBOX 
  Discussion of Theory / Research / Dissertation / Reading

 FORMCHECKBOX 
  Consultation on Clinical Material (does not take the place of supervision)

 FORMCHECKBOX 
  Other (explain):      
Please describe your clinical/professional interests:

     
Theoretical Orientation(s):      
Is there anything else that you would like us to know about you that would be helpful in matching you with a mentor?

     
Mentors will meet with you at their office or home. List preferred locations and times you are available (e.g., within 10 miles of Media on Mondays and Fridays, in Center City on evenings, etc.)

Preferred Location/Availability

1.      
2.      
3.      





Please save and email completed form to Dr. Barbara L. Goldsmith barbgsmith@aol.com. 
