York College of The City University of New York

Department of Occupational Therapy

Community Capstone Experience Permission Form

Student Name: __________________________________________________

Facility Name: __________________________________________________

Facility Type: __________________________________________________

Facility Address: ________________________________________________

Facility Phone Number: __________________________________________
Facility Email Address: __________________________________________ 

Facility Fax Number: ____________________________________________

Facility Hours: __________________________________________________

Permission to use facility for OT-643 experience provided by:

Name of Administrator/Supervisor/Owner 



Date

__________________________________                                    ___________

Signature of Administrator/Supervisor/Owner


Date

_________________________________


      _____________

Name of Student






Date

________________________________


     _______________

Signature of Student






Date

________________________________


     _______________

