
Aural Habilitation Concentration (AHC) Application 
Department of Audiology and Speech Pathology 
University of Tennessee Health Science Center 

 
Name: _______________________________________  
 
Phone Number:  _____________________________ 
 
E-mail Address: ______________________________ 
 
Graduate Discipline of Study:          M.S. Speech-Language Pathology          AuD Audiology    
 
1.       Related Courses Completed at the Undergraduate and Graduate Level 
 
  
II.      Projected Required AHC Courses and Dates of Completion 
 
 
III.  Attach the following to this application: 
 

1. Description of Previous Experiences with Children who are deaf and hard of hearing 
2. Description of Previous and Current Experiences in Child Hearing Services 
3. Written Statement of Purpose OR Letter of Intent Attached: “I would like to pursue the 
Aural Habilitation Concentration because…”   

 
IV. Statement of Participation in the Aural Habilitation Concentration: 
 If accepted into the Aural Habilitation Concentration (AHC), I agree to pursue the 
completion of requirements outlined in the University of Tennessee Health Science Center 
Graduate Catalogue, specified in the Graduate Handbook, and on the Departmental Website.  I 
have read and understand the AHC Process and Requirements. Completion of all AHC 
requirements must be verified by approval signatures from the Academic Advisor and a CHS 
faculty member and on the AHC Completion form.  I understand that upon completion of the 
AHC Process, I will receive an Aural Habilitation Concentration Certificate.  There is no 
guarantee that the AHC requirements can be completed within two or three years of graduate 
study.  At the end of a semester, I may decide to change my program of study and discontinue 
the AHC Process.  I will provide written notification of this change to the CHS clinical 
coordinator and my Academic Advisor. 
 
 
Student Signature: _____________________________   Date: _________________ 
 
 
Academic Advisor Signature:  __________________________ Date: _________________ 
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