
Western University, Faculty 
1137 Western Road, London

Consent for Release of Personal Information 

Name of Student: 

Student Email: Student Number: 

Director of Clinical Training: 

I hereby authorize the Director of Clinical Training, their successor, or their designate to release the following 
personal information to each site that I apply to for practicum and internships in the PhD in Educations Studies 
in the field of School and Applied Child Psychology program(“Program”): 

DCT Signature: Date: 

This personal information is being collected under the authority of the University of Western Ontario Act, 1982, as amended.  It will be 
used to obtain the student’s consent for the release of personal information. It will not be used for other purposes, unless permitted 
by applicable law, including tion of Privacy Act (FIPPA).  If you have any questions about the 
collection of your personal ’s Information and Privacy Office.  To view the complete Personal 
Information Collection Not

□ Practicum

□ Non-APPIC Internship Sites

□ APPIC Application for Psychology Internship Form

□ Letter of Recommendation prepared by the Director of Clinical Training including information contained
in my student file regarding my academic record and my practicum clinical competencies.

□ Canadian Psychological Association solely for the purposes of Program Accreditation

As part of CPA Accreditation, annual public disclosures of demographic information is required. For these
purposes, please complete the Western Equity Census found in Student Center at
(https://student.uwo.ca). Note you can choose to leave any answers blank. Please tick the box to indicate
you have completed the Census.

I understand that only the information described in this form will be released and that the information will 
be released only to practicum and internship sites that I apply to and to CPA during accreditation. 

I understand that the Program will not release this information to any other individual or agency without 
my further written consent and that I may withdraw my consent at any time. 
I understand that unless I withdraw this consent in writing, it is valid from the date I sign this form. 
This consent applies to all information contained in the records described in this form. 
I consent to the release of my personal information as described in this form and I declare that this 
consent has been given voluntarily. 

Student  Signature: Date:
 the Freedom of Information and Protec
information, contact Western University
of Education, Graduate Programs Office 
, ON Canada, N6G 1G7 t. 519-661-2099, f. 519-661-3029 www.edu.uwo.ca Page 1 of 1  

Version Date: October 2023 

ice, visit the online Academic Calendar at: www.westerncalendar.uwo.ca/Archive/2017/2017/pg.1974.html 

http://www.westerncalendar.uwo.ca/Archive/2017/2017/pg.1974.html
https://student.uwo.ca
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