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This is to verify that the individual listed above has completed years of full-time experience in our school district. This
individual has been employed in a certified position as: (check all that apply)
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§ Counselor Number of years
o Psychologist Number of years
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Full-time Administrator in possession of a Type 75 Certificate Number of years
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MAIL FORM TO

Dr. John Dively, Department Chair, Department of Educational Leadership, Eastern lllinois University, 2320 Buzzard Hall,
600 Lincoln Avenue, Charleston, IL 61920

For Questions or Information, please call 217-581-2919




