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ISY-WLG and Learn & Earn Summer Internship Program 2023-2024


Participant Health Questionnaire
THIS FORM MUST BE COMPLETED AND SIGNED BY: PARTICIPANT, IF 18 OR OVER; OR PARENT/GUARDIAN, IF YOUTH IS UNDER 18.
Participant Name: __________________________________________________________  Registration ID#__________________
Address:  _______________________________________________  Borough: _________________   Zip: ___________________
Telephone:  _________________________________________   Alternate Telephone #:  _________________________________
In case of an emergency, notify:
Name:  _____________________________________________________________  Telephone Number: ____________________
Name:  _____________________________________________________________  Telephone Number: ____________________

Please answer the questions below: 

               Do you have any allergies, e.g. asthma, hay fever, penicillin, dust, etc?                NO                  YES (please list)   	

       __________________________________     __________________________________     ______________________________

Are you presently taking any medications that you would like us to know about in case of emergency?
        NO                YES (please list)
 
       _________________________________       __________________________________    _______________________________
       
Do you have any illness, injury or on-going medical condition which would prevent you from performing specific tasks at the worksite                      NO              YES (please list)          
   __________________________________    ___________________________________   _______________________________

	Consent for Emergency Medical Treatment – complete if youth is under 18
I, 	, the parent/guardian of 	do hereby
give authorization to the staff of the Learn & Earn Summer Internship Program Provider, or the Worksite supervisor to obtain emergency medical treatment for my child if s/he is injured or requires medical attention in my absence with the understanding that the family will be notified as soon as possible.

Signature of Parent/Guardian 		Date 	

	
Consent for Emergency Medical Treatment – complete if youth is 18 or over
I, 	, do hereby give authorization to the staff of the Provider or the Worksite supervisor to obtain emergency medical treatment for me if I am injured or require medical attention with the understanding that my emergency contact will be notified as soon as possible.

Signature of Participant 	Date 	



The Department of Youth & Community Development is an equal opportunity employer/program.
Auxiliary aids and services are available upon request to individuals with disabilities.
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