Vocational Internship Program

Pottsville High School

500 Apache Drive

Pottsville, AR 72858

May 14, 2008
Permission to Travel

As the parent/legal guardian of the above-named student intern, I hereby consent he/she may drive a private vehicle to and from the Internship site.  I acknowledge that he/she is licensed to drive under the laws of the State of Arkansas and agree to advise the school immediately if his/her driving privileges are suspended, revoked, or have expired without a timely renewal.  I understand that automobile insurance is required.

________ Yes  
________ No

Internship Vehicle Verification

Student’s Driver License # _________________________
License Plate #___________

Insurance Company _____________________
Car Make/Model________________

Policy Number _________________________
Year of Car ____________

Photo Release

I grant permission for my son/daughter to be photographed for promotional and educational purposes while participating in this program.

________ Yes  
________ No

Medical Authorization and Insurance Information

Should it be necessary for my son/daughter to have medical treatment while participating in this program, I hereby give the school corporation and/or the internship site personnel permission to use their best judgment in obtaining medical services for my child, and I give permission to the physician selected to render whatever medical treatment he/she deem necessary and appropriate.

________ Yes  
________ No

Permission is also granted to release emergency contact/medical history to the attending physician or to the internship site personnel, if needed.

________ Yes  
________ No

I understand that if any accident occurs while in training at this worksite, it will be my responsibility to cover all medical bills related to such accident.  This relieves ______________________________________ (internship site) of any liability related to medical bills for __________________________ (student name) during the specified time period of part-time employment mentioned above.

Health Insurance Company:  ________________________________________________

Policy Number: _______________________  Insured Name:______________________

Family Doctor: ________________________
Phone:________________________

Parent Signature





Date

