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        Career Exploration Internship Program  
Parental Consent Form
Dear Parent/Guardian:

Your son/daughter has been selected to participate in our Career Exploration Internship program.  This internship is an indispensable and culminating learning experience for our program completers which allows students to apply and integrate course learning to real-world of work settings.  Your child will be assigned to a healthcare facility in the community where he/she needs to report Monday through Thursday, 4 hours per day.  While on the job, he/she will be expected to adhere to all workplace rules and regulations and carry out assigned tasks in a responsible and professional way.

Permission to Participate in the Career Exploration Internship Program.

My child may participate in the Senior Internship program which will take place at


___________________________________________, __________________________________________



(Site Name)





(Site Address)

on ______________________________________between the hours of _____AM and ________PM.

Permission to Travel to the Work Site:

I Understand that may child will take public transportation to travel to the assigned work site.  The school will provide interns with an additional special-program metro card.
Photo Release:

I grant permission to photograph my child for promotional/educational purposes.
Medical Authorization: (Please complete the emergency information section on the next page)

Should it be necessary for may child to have medical treatment while participating in the Career Exploration Internship Program, I hereby give the school district personnel permission to use their best judgment in obtaining medical service for may child, and I give permission to the physician selected by the school district personnel to render whatever medical treatment he/she deems necessary and appropriate.  Permission is also granted to release necessary emergency contact/medical history to the attending physician, if needed.

___I hereby agree to all of the above authorizations and permissions.
Parent/Guardian






Date
Signature








OR

__________I do not wish to give a medical release.

__________I do not wish to release my child’s emergency information to any necessary medical
       providers if necessary for the medical care of my child.

Parent/Guardian 






Date

Signature









Parent/Guardian Consent Form
Student Emergency Information
	Student

Name
	Phone

Number

	Student

Address

	Student 

Date of Birth
	

	Parent/Guardian

Name
	Daytime

Phone Number

	Parent/Guardian

Name
	Daytime

Phone Number

	Emergency Contact Name

(Other than Parent/Guardian)
	Phone 

Number

	
Relation to Student



	Family Doctor

Name
	Phone

Number

	Preferred

Hospital
	Phone Number

	Hospital Address


Does your child require special accommodations due to medical limitations, disability, dietary constraints, or other restrictions?  Please explain:







1

