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ARIZONA STATE UNIVERSITY 
COLLEGE OF PUBLIC PROGRAMS 

SCHOOL OF SOCIAL WORK 
 
 

ASSESSMENT OF INTEGRATIVE HEALTH MODALITIES CERTIFICATE 
APPLICATION 

 
 

If you have any questions, please contact ASU, School of Social Work, Office of Academic 
Services, at (602) 496-0800 or e-mail, social.work@asu.edu.   

 
Please Print or Type 

 
Name: ________________________________________________________________________ 

              first                                                      middle                                                   last      
 
ASU ID Number if a current ASU student: _________________________________________ 
 
Mailing Address:      _____________________________________________________________ 
                                          street                                                                             apt. number 
 
                                _____________________________________________________________ 
                                          city                                           state                              zip code 
 
Current Phone:  (        ) ___________________           Cell Phone: (         ) __________________ 
 
Business Phone: (        ) ___________________   

 
E-mail:_________________________________ 
 
 

I.  EDUCATIONAL HISTORY 
List all Colleges and Universities granting you a bachelors or masters degree (latest listed first) 
 
 
 
      INSTITUTION 

 
   DATES 
ATTENDED 

 
 
     MAJOR 

 
 
DEGREE 

 
   DATE 
RECEIVED 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
Other Education You Consider Significant (Summer Courses, Workshops, Training etc.) 



 

 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
List Memberships Held in Professional Organizations 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
_________________________________________________________________________________ 

 
  

II. EXPERIENCE AND INTEREST IN INTEGRATIVE HEALTH 
 
Include a one to two page, typewritten, double spaced statement with this application describing how 
you will use the knowledge gained in this certificate program in your professional and personal life.  
Please put your name on the first page and attach it to this application. 
 
 

III. RESUME OR CURRICULUM VITAE 
 
Attach a copy of your current resume or curriculum vitae to this application. 
 
 
 
 
I certify that the preceding information is correct. _________________________________________ 
                                                                                                               Signature  
 
 
 

G Application Approved     G Application Denied 
 
 
 
_________________________________________  ______________________ 
Dr. Maria Napoli       Date 


