Goal Sheet

Educational Field Experience

Education Department – St. Olaf College

NAME






TOTAL HOURS

SEMESTER/YEAR OF OFF CAMPUS WORK

PROF and COURSE NUMBER

HOST TEACHER




SCHOOL

SUBJECT





GRADE LEVEL

FIELD EXPERIENCE GOALS: 


ON A SCALE OF 1 TO 4,  WITH 4 BEING ENTIRELY SUCCESSFUL AND 1 BEING NOT AT ALL SUCCESSFUL, PLEASE RATE HOW WELL YOU MET YOUR GOALS:           1                          2                         3                        4                                          
PLEASE EXPLAIN:


DID YOU WORK WITH ENGLISH LANGUAGE LEARNER (ELL) STUDENT(S) DURING THIS FIELD EXPERIENCE?   Y___  _N__  __        
IF YES, BRIEFLY DESCRIBE:



DID YOU USE TECHNOLOGY AS AN INSTRUCTIONAL TOOL DURING THIS FIELD EXPERIENCE?  Y        N
____
IF YES, BRIEFLY DESCRIBE:


RECORD OF TIME:

	DATE
	HOURS
	ACTIVITY
	
	DATE
	HOURS
	ACTIVITY

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Sub-total
	
	
	
	Final

Total
	
	


Student Signature












Host Teacher Signature












 
Return Completed Form to Education Department Office 
as soon as you have completed your field experience.

For Office Use Only





	      Initials 		        Date








