FINANCE INTERNSHIP - STUDENT CHECKLIST

The following documents must be completed “PRIOR” to registering for your internship:

____ Academic Advisement Verification Form (provided by Advisement Center)

____ Written Description of a Finance Internship

____ Internship Employment Verification Form

____ Internship Application Form

____ Waiver of Liability

____ Professional Practice – Health Insurance Coverage

Documents listed below must be completed “AFTER” the internship is approved:
____Student’s Mid-term Progress Report

____Supervisor’s Mid-term Evaluation

____Student’s Final Paper

____Supervisor’s Final Evaluation

NOTE:  By applying for this internship students understand that failure to supply the completed documents listed above will result in their not receiving academic credit for the internship.  Students cannot start logging in hours until the Finance Internship Coordinator has received all of the completed required forms and approves the internship.
                                                             FINANCE INTERNSHIP APPLICATION FORM
Fall_________
                                                     DEPARTMENT OF FINANCE, INSURANCE AND LAW
Spring_____
 
Summer___
Name:_______________________________________________________ 
Major:   __________________________
University ID Number: _________________________________________ 
Minor:   __________________________
Local Address: ________________________________________________ 
Local Phone:_______________________

Home Address: ________________________________________________ 
Home Phone:_______________________
City, State, Zip: ________________________________________________ 
E-mail Address:______________________

Expected Graduation Date: __________________________ 
Overall Grade Point Average:_______________
Please rank these areas of special interest in Finance as to your choice in placement (1 = 1st choice, etc.):
Banking __     Brokerage __     Corporate __     Government __      Insurance __   Investments__    Real Estate __   Other __
Post-graduation plans (grad school, type of work desired):

Finance/Insurance/Accounting Courses completed with grade and courses currently enrolled in:

Computer software in which you have had experience: 
Previous work experience:
If for Fall/Spring, could you work outside Bloomington/Normal, (e.g.  Peoria, Pekin, Decatur)?    Yes ___  No __
If for Summer, cities in which you are interested in working:______________________________________________


Faculty References (preferably from Finance, Insurance & Law Department):
Professor: ____________________________
Professor: _______________________________
Course: ______________________________
                
 Course:__________________________________
Semester Taken: _______________________
Semester Taken:___________________________

WAIVER OF LIABILITY
I,  ______________________________________________  (print name),  being eighteen (18) years of age or older, do hereby affirm and swear as follows:
1.        I have voluntarily chosen and elected to participate in the Professional Practice Program at Illinois State University.
2.         I am fully aware of the potential risk of harm which may arise in the course of this program.
3.         I willfully and freely assume complete responsibility for any injuries, physical or mental, which I might sustain by participating in the Professional Practice Program.
4.         I have made provision (either myself or through my parents) to have medical insurance sufficient to cover any medical obligations.  
5.         I assume all obligations for payment of state and/or federal taxes.
6.         I assume all obligations for complying with all current financial aid regulations (see Financial Aid Office).
7.         I acknowledge that if driving is a part of this assignment, I will maintain a current driver's license and insurance.
8.        I understand that participation in Professional Practice does not entitle me to unemployment compensation at the end of the work term.
9.         I understand that it is my responsibility to arrange for registration for the following school term.
10.        I assume responsibility for applying for refund of fees if I am eligible as a result of my participation in Professional Practice.
11.        I will hold Illinois State University harmless and not liable for any injury which may befall me
as a result of my participation in the Professional Practice Program, except that injury which
may be sustained to me as a direct result of a willful or negligent act of an employee or agent of
Illinois State University.
Signed ____________________________________________________
Date________________________
PROFESSIONAL PRACTICE

HEALTH INSURANCE CERTIFICATION
One of the requirements for participation in Professional Practice (Cooperative Education/Internships) is that each student have adequate health/accident insurance coverage in force during the entire period of participation.* Coverage must be either privately procured or obtained through the University's Group Health Insurance plan.
Your signature below attests to your acknowledgement and acceptance of the following statements:
I understand that any medical or dental expenses incurred while participating in the Professional Practice program are my sole responsibility not that of Illinois State University, the Board of Trustees or their agents or employees. I understand that it is my responsibility to pay any expenses which may not be covered by insurance payments made on my behalf.
I understand that if I register for nine (9) or more credit hours by the 15th day Fall/Spring I will be automatically assessed for and be included in the student group insurance plan. 
If I register for six (6) or more hours by the 8th day of summer session, I will automatically be assessed for and be included in the student group insurance plan. 
If I am registered for fewer hours, I am eligible to purchase student group insurance.
If you will not have ISU's insurance, you should review your other policy's coverage to determine its adequacy. In this case, a copy of an insurance card or other verification of insurance coverage MUST be attached to this form. The department will retain the copy or verification along with this form which must be submitted to your department Professional Practice Coordinator before ___________ .
                                        (Date)
CHECK THE ONE OR ONES THAT APPLY:
___  I will be covered for the entire period of my participation by ISU student insurance because I have (check one):
____(1) enrolled for sufficient credit hours to be assessed the student health insurance fee, or
____(2) paid the fee directly to the Student Insurance Office.
___ I am not covered by ISU student insurance and have attached verification of my privately secured policy applicable to my entire period of Professional Practice participation.
___ I have both ISU's student group plan and another policy for maximum protection. 
Signature: ________________________________________     Date: ____________
Note: This signed certification should be retained by the Internship Coordinator for 1 year.
