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RHODE ISLAND DEPARTMENT OF HEALTH
INTERN Information Sheet


	Name:


	

	Address:

phone:
email:
	

	tYPE OF PROGRAM check all that apply
	PAID:
	ACADEMIC:
	VOLUNTER:

	HEALTH division/PROGRAM areas of interest 
(please refer to the Dept. of Health website and list each Program/Division you are interested in working within)

	

	total # of hours you are available:
	

	COLLEGE & major:
	

	ACADEMIC REQUIREMENTS:

(what is required from HEALTH to fulfill this)
	

	Available 

Start
Date:
	
	END DATE: 


AVAILABILITY (HEALTH’s work day is from 8:30 a.m. – 4:30 pm please state what hours you are available or scheduled for):

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	


*****************DO NOT WRITE BELOW THIS LINE – OFFICE USE ONLY *********************

Assignment: 





 
Supervisor: 







Room Location: 





DoIT Level of Access:  




REGISTRATION:
( DOH Confidentiality Agreement

( DOIT Confidentiality Agreement

( DOH ID Badge
EXIT Interview:

( Survey Completed
( Badge Returned
