JOB SHADOWING PERMISSION SLIP
  Dear Parent or Guardian:

	Your son or daughter will participate in a Job Shadowing experience at a workplace on ____________________ A Workplace Mentor will lead your child through a department within the workplace.  They will discuss a typical workday and explore different aspects of working in a particular industry and what skills they are learning in school that are needed in the working world.  They will then join classmates and classroom teachers to discuss what they observed and learned. This experience is a component for their senior final exam project and must be completed in order to pass the class. The students must provide their own transportation to the job site and it is the student’s responsibility to find an employer to job shadow. If he/she is having difficulty they must see me as soon as possible. 
In order for your child to participate, this form must be filled out and returned to Mrs. Way.


Permission to Participate in Workplace Job Shadowing

My son/ daughter, __________________________________________________________,

may participate in a Job Shadowing experience, which will take place at:

Company & Contact Name: _____________________________________________________

Address: _______________________City: _____________________Zip: __________

Phone: _________________________ which will take place on: _______________________

Between the hours of: ______________a.m. and  _______________ p.m.

I understand that my son/daughter, ___________________________________________,

will travel to the workplace above.  

I understand that Job Shadow Day attracts attention from the media and is also used to promote partnerships between schools and employers, so there is a possibility that children will be photographed during their experience.  I grant permission to photograph my son/daughter, for these promotional and educational purposes.

I understand all of the above and grant permission for my son/daughter to job shadow on 

__________________________.
__________________________________________                 ____________________

        Parent or Guardian Signature




        Date

MEDICAL AUTHORIZATION

Job Shadowing 

In order for your child to participate, this form must be filled out and returned to Mrs. Way with the Permission Form by ____________.
Should it be necessary for my child to have medical treatment while participating in the Job Shadowing program, I hereby give the school district and workplace personnel permission to use their best judgment in obtaining medical service for my child, and I give permission to the physician selected by the school district personnel to render whatever medical treatment he or she deems necessary and appropriate.  Permission is also granted to release necessary emergency contact/medical history to the attending physician, or to the workplace, if needed.

Student name: ___________________________________________________________

Address: ________________________________________________________________

Date of birth: ____________________ Home phone: ____________________________

Parent/guardian daytime/work phone: _________________________________________

Contact other than parent/guardian: ___________________________________________

Relation to student: _____________________ Phone: ___________________________

Family Doctor: ________________________  Phone: ____________________________

Preferred Hospital: _____________________  Phone: ____________________________

Does your child require any special accommodations because of medical limitations, disability, dietary constraints or other restrictions?  Please explain:

I hereby agree to all of the above authorizations and permission,

___________________________________________________

Signature of parent/guardian



date

