Department of Speech-Language Pathology and Audiology
Ithaca College  Ithaca, NY

Clinical Practicum

REMEDIAL ACTION PLAN
Student: ______________________          Clinical Supervisor: ___________________

________________________________________________________________________

Skill or Knowledge area of concern:

Description of how problem was demonstrated:

Remedial Action Plan:

To be completed by: ____________________


                                Date

Consequence if not completed:
Date Initiated: ____________________
Student Signature: ___________________________________






Faculty Signature:  __________________________________

______________________________________________________________________________________

Plan completed:
__________________________
________________________




 Student                                                  Date




__________________________
________________________




Clinical Supervisor Signature

Date




__________________________
________________________

        


Academic Faculty Advisor

            Date
