
                                                                                                                 City and date, ..........................
                                                              CLINICAL INTERNSHIP CERTIFICATE
                           I certify that ...........................................................(name of trainee)
has completed a clinical internship in a 24-hour psychiatry unit/psychiatric day unit/
emergency room in a 24-hour psychiatric unit/mental health clinic on ........................................ (insert dates), at ...................... (insert number of hours). As part of the internship
...................................................................(name of trainee) observed/participated in the following activities and performed the following duties:
……………………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………..…………………………………………………………………………..
The internship was carried out under the supervision of ..............................................................................................................
                                                                                                  (insert name and function of internship supervisor)

