

CAMPBELLSVILLE UNIVERSITY

SCHOOL OF EDUCATION

CANDIDATE ASSESSMENT POINT 7
EXIT THE RANK I PROGRAM WITH DOSE CERTIFICATION
Note:  CAP 7 will be implemented in ED 705, Effective Professional Development
CU ID # __________
Name_____________________________________________________________________________                Date ​__/__/__



Last


First


MI

Maiden

Gender:  M  F   

DOB____/____/____  Ethnicity____________________ SSN_____________________________

Permanent Address:   Street_______________________________________ City________________________ State_____

 Zip_____________ Home Phone_________________________ Cell #___________________________________________
Work Phone_________________________ Email ___________________________________ Email___________________








Work




Home

Certification Area: ______Special Education    ______School Psychologist    ______Speech Language Pathologist
Current Employer:_____________________________________________________________________________________





District




School

Directions:  Place a check in the blank for documentation attached to this form.
_____1.  Academics


Required GPA:  3.0; attach copy of transcript verifying 30 hours
_____2.  TC-1 Form


Submitted to Student Records
_____3.  Disposition Assessment



____  Self



____  Faculty
_____4.  DOSE Portfolio:  __________________





Holistic Score


Date Presented to Graduate Faculty ____/____/____
Decision:
_____ Program satisfactorily completed



_____ Program not satisfactorily completed
This Section is for Committee Use Only
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