EDUC 242
Pre-Student Teaching Pre-Clinical |

Please Type or Print Neatly!!!!

CANDIDATE REFLECTIVE PAPER

(Candidate's Name) (School and District)

(Cooperating Teacher's Name) (Date)

Please indicate the experiences you have had in the following competency areas. Also, indicate the degree of
that involvement. You may wish to reflect on the activities and/or how you accomplished that competency.

YES NO TO WHAT DEGREE

Not met Met Target

1. Planning and Preparation | | | | | | | |

2. Classroom Environment | | | | | | | | | |

3. Instruction | | | | | | | | | |

4. Professional Responsibilities

I received experience in the following
teaching responsibilities.

1. Tutorial work with one student or small | | | |
group

2. Classroom instruction or demonstration | |
of a specific concept | | | | || |

3. Individual assistance to students during | | | | | || |
class assignment

4. Classroom management skills | || | | || | |
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EDUC 242

Pre-Student Teaching Pre-Clinical |
Page 2

Please Type or Print Neatly!!!!
My cooperating teacher's comments, suggestions and ideas which gave me insight into the teaching/learning
process were:

Please give your reactions to this experience. Include any suggestions you might have to improve the
experience in the future.
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Please consider Danielson’s Four Domains and the specific Components of Professional Practice and react to
the experiences you just had through that lens.

(Candidate's Signature) (Date)

To be submitted by the candidate to the department instructor. Please check departmental syllabus as
to the required format.
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