
                             MINISTRY SAINT JOSEPH’S CHILDREN’S HOSPITAL 
CHILD LIFE DEPARTMENT 

PRACTICUM APPLICATION FORM 
 

____ Winter Session 20___            ____ Summer Session 20___ 
 
Please type or print legibly in black ink. 
 
NAME:_______________________________________________________________________ 
 
ADDRESS:____________________________________________________________________ 
 
TELEPHONE NUMBER:______________________  SOC. SEC. # ______________________ 
 
DATE OF BIRTH:____________________________ OVERALL GPA: ___________________ 
  
UNIVERSITY:_________________________________________________________________ 
 
ADDRESS:____________________________________________________________________ 
 
UNIVERSITY ADVISOR:________________________________________________________ 
 
TELEPHONE NUMBER:___________________E-MAIL ADDRESS:_____________________ 
 
MAJOR:_______________ ANTICIPATED DATE OF GRADUATION:___________________ 
MINOR:_______________ 
 
IN CASE OF EMERGENCY, CONTACT: 
 
In the event of illness or injury, which I may incur during this learning experience, I hereby 
instruct Ministry Saint Joseph’s Hospital and its agents to secure appropriate medical care and to 
notify the individual listed below: 
 
NAME:__________________________________RELATIONSHIP:______________________  
 
ADDRESS:____________________________________________________________________ 
 
TELEPHONE NUMBER:_________________________________________________________ 
 
I wholly and expressedly release Ministry Saint Joseph’s Hospital from any and all liabilities now 
and in the future associated with my actions during this experience. 
 
_______________________________________                ______________________________ 
Applicant’s Signature       Date 
 
 
Please attach a response to the following questions. 
 
 

1. PLEASE LIST ALL PREVIOUS EXPERIENCE, BOTH VOLUNTEER AND WORK 



EXPERIENCE, WITH CHILDREN IN VARIOUS  SETTINGS: 
 
 
 
 
 
 

2. WHEN DID YOU FIRST HEAR OF CHILD LIFE/RECREATION THERAPY? 
 
 
 
 
 

3. WHICH CLASSES HAVE YOU TAKEN THAT HAVE PREPARED YOU FOR THIS     
EXPERIENCE? 

 
 
 
 
 

4. HOW DO YOU VISUALIZE CHILD LIFE AND/OR RECREATION THERAPY  
SPENDING THEIR TIME IN THE HOSPITAL OR CLINIC SETTING? 

 
 
 
 
 
APPLICATION WILL BE COMPLETE UPON RECEIPT OF ALL OF THE FOLLOWING 
MATERIALS: 
 

 Completed Application 
 Copy of Transcripts- Student copy ok 
 One letter of recommendation 
 Contract in place between University and Hospital 

 
Upon acceptance all required health work must be completed at least six weeks prior to start date 
in order for you to start the practicum.  
 
Please return completed application to:   Heidi Giese, BS, CTRS, CCLS, CIMI 
          Child Life Manager  
                                                                      Child Life Department 
                                                                      Ministry Saint Joseph’s Children’s Hospital 
                                                                      611 Saint Joseph Avenue 
                                                                      Marshfield, WI  54449 
                                                                      (715) 387-7361  
          Heidi.Giese@ministryhealth.org 
 
After reviewing applications I will contact you to set up an interview.                                                         

mailto:Heidi.Giese@ministryhealth.org

