UNIVERSITY COUNSELING & CONSULTING SERVICES

Name of Advanced Practicum Trainee _________________________



Semester/Year  ____________

Name of Individual Supervisor ________________________________           

SUMMARY OF DIRECT SERVICE

I.
Individual Counseling

A. Number of Counseling Sessions

               Conducted _________ Cancellations ___________

               No shows  _________  

B.
Number of Assessment Instruments used


_____    BDI
______ MBTI
_____ SII



_____
CISS
_____
LASSI
_____    Other

II.
Outreach Activities




Start/Stop

Number of 

Hours/




Number of

Title


Date(s)



Sessions



 Session



Participants 

Co-Leader

_________
____________
____________
__________


____________ ______

_________
____________   ____________   __________ 
___________
______
