
*You must be APPROVED for Academic Training BEFORE the end date on your DS-2019* 
Part 1: Completed by Student 
Name: ____________________________________ Phone Number: __________________________________ ____________________________________________________________________________  

    

 Number  Street  City  State  Zip code 

Training supervisor’s name: _____________________________________ Training supervisor’s phone number:_____________________ 

Dates of the training: start* (mm/dd/yyyy): ______________ to: _____________ Number of hours per week: ______________ 

*Academic Training must begin within 30 days of the end date on your DS-2019* 

Describe the goals and objectives of the training program: 
 
 
 
 
 
Describe how the training directly related to your major degree: 
 
 
 
 
 
Describe why the training is an integral or critical part of your academic degree or program: 
 
 
 
 
 
Student’s Signature: _______________________________________________ Date: _________________ 

*Students on Academic Training must email isss@wne.edu once you get to your internship site.* 
Part 2: Completed by Home Institution Internship Coordinator (if required) 

As the student’s Home Institution Internship Coordinator, I have reviewed the above information. I approve the proposed training for the 
student. With this form, I recommend that you authorize the student to participate in this specific Academic Training program. 
 
Signature of Internship Coordinator: ___________________________ Date: _________________ 
Name and title: ___________________________________________________________________________  
Part 3: Completed by Host Institution Academic Advisor (or equivalent) 
As the student’s Academic Advisor (or equivalent), I have reviewed the above information. I approve the proposed training for the student. 

http://www1.wne.edu/international-students/employment--internships.cfm
mailto:isss@wne.edu
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