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Verification of Professional Experience
Division of Leisure, Youth & Human Services
 
	ID No. 
ID
	
	Date: ______________
	
	Phone:

	
	
	
	
	Email:

	Last Name

	First

	Middle or Former

	
	Primary Focus Area: 



	Street

	
	Advisor:


	City

	ST

	Zip

	
	Advisor’s signature:



Agency Information:

  Name of Agency: 



	Street


	City

	ST

	Zip


	Phone:

Email:
	Name of Supervisor:

Title of Supervisor:


Description of experience including your job title: _____________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

A description of how this experience enhanced your knowledge of working with diverse populations: _____________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Length of experience: Starting Date ______________ Ending Date ______________  


               Total # of hours __________

Mo.        Yr
                      Mo.        Yr

Type of experience:  (check all that apply)

	AREA(S) OF INTEREST
	SETTINGS
	PARTICIPANTS

	        Programming Services Administration

        Therapeutic Recreation

        Tourism

        Outdoor Recreation

        Nonprofit Youth Administration

        Youth Services


	        public

        outdoor

        non-profit

        military

        corporate/commercial

        resort

        hospital


        correctional facility

        long-term care facility

        community-based (TR)

        other  ________________


	        early childhood

        elem. age children

        jr./sr. high age

        young/mid-adults

        elderly

        racial/ethnic groups

        homeless

        at-risk children/youth/adults

        adjudicated youth/adults


	        physical disabilities

        cognitive disabilities

        chemical dependency

        mental health

        other  ______________

	Agency Supervisor Completes

______  I am able to verify this student’s above noted experience with our agency through our records.

Comments:

Signed:__________________________________________________

Title:  ___________________________________________________

Date: ______________________________

Return to Advisor ____________________________________________

WRC 203

School of HPELS 

University of Northern Iowa

Cedar Falls, IA 50614-0241




Effective 01/02


