 Application for a Job Shadow Experience
 

Name________________________________   Grade Level_______________________

Address_________________________________________________________________

Name of School attending__________________________________________________

Name of  Teacher_________________________________________________________

Phone Number (Home) ______________ (Parent Work #) ________________________

Do you know someone in this occupation?   Yes__ No __.  If yes who? 

_________________________________________________________________________
 

Dates and time best for your schedule_________AM    ________PM


List any training/experience related to career path_______________________________

__________________________________________________________________________

Please write a sentence explaining why the Job Shadowing Program interests you.

___________________________________________________________________________

___________________________________________________________________________
PARENT/GUARDIAN:  I understand that my son/daughter will be involved in the shadowing program, which consists of a 4 hour visit to the job shadow work site.  This visit will take place during the daytime hours and I am responsible for transportation both to and from the shadowing site.  
_______________________________________
Student Signature
_______________________________________
Parent Signature *
_______________________________________
Transition Counselor

* Your signature on this form indicates your approval for your child to participate in this program.

The _______________________ does not discriminate on the basis of race, sex, age or religion.
                                        

RETURN THIS FORM TO ______________________________________
     
Partnerships For Transition

