
 
 
 

Office of Teacher Certification 
     

APPLICATION – CLINICAL FACULTY 

Submit an application packet that includes:   
This application with cover letter, current resume, three letters of professional recommendation and a 
copy of your state teacher certification. 

 
NAME:   ___________________________________________________________  

ADDRESS:  ___________________________________________________________ 

 ___________________________________________________________ 

PHONE:   _________________________ day  SS#:  _________/__________/____________ 

 _________________________ evening E-mail:  ______________________________ 

Area of Expertise:  

 Elementary  ______________ Grade levels  ________________________ 

 Secondary  _______________ Subjects ________________________ 

   ________________________ 

 K-12  ____________________ Subjects ________________________ 

   ________________________ 

NH Certifications  [Can be active in another state]  
_______________________________________________________________  Expiration  _____________ 
    
_______________________________________________________________  Expiration  _____________ 
      
I am available  ________________________  ___________ 
 
  

   Semester            Year 

I am willing to supervise  ____________ per semester.  [Maximum of 4] 
  [# of students] 
 
I would prefer the following geographical locations:  [Students are placed anywhere within the state of NH] 
 
______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

__________________________________________________  ____________________________________________ 
 Signature         Date 
 
Completion of this form is in no way an agreement of employment. 
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17 High Street 
Plymouth, NH  03264-1595 

603-535-2224 ● fax 603-535-2454 
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