
      ELIZABETHTOWN AREA SCHOOL DISTRICT 
 CAREER SHADOW VERIFICATION FORM 

 
Student Name(print) __________________________________________________ Phone_________________________ 
Address___________________________________________________________________________________________ 
Grade____________________                       Age_______________________________ 
 
Business to Shadow_________________________________________________Phone___________________________ 
Address___________________________________________________________________________________________ 
Shadow Mentor Name(print)________________________________Shadow Mentor Position______________________ 
Date of Shadow Experience_________________________________  
 

 SHADOW BUSINESS RESPONSIBILITIES 
1.  Provide the student with the opportunity to spend time with an employee observing daily activities and asking  
      questions about the career and workplace. 
2.  Review with the student all relevant health and safety issues and provide safety gear if necessary. 
3.  Give the student a brief tour of the workplace and introduce them to other employees. 

STUDENT RESPONSIBILITIES 
1.  Participate actively in career shadow activities, asking questions, and paying close attention to what is said. 
2.  Observe all safety rules and adhere to the host industry's policies. 
3.  Adhere to proper behavior guidelines and dress appropriately for the career shadow experience. 
4.  Student must notify the school and career shadow business if unable to attend on designated date. 

PARENT RESPONSIBILITY 
1.  Encourage your son/daughter to be an active learner during the career shadow experience. 
2.  Provide transportation to and from the career shadow site. 
3.  Ensure that your son/daughter participates in the career shadow experience and completes necessary assignments. 
4. Provide proper insurance coverage for your son/daughter. 
Parents must complete the following questions  
Check one of the following regarding transportation to and from the career shadow 
     ______I will provide transportation for my son/daughter. 
     ______I grant permission for my son/daughter to drive.  
     ______Other (please explain)_______________________________________________________________________ 
Yes     No I grant permission for my son/daughter to be photographed while participating in the career shadow. 
Yes     No I grant permission for my son/daughter to receive emergency medical treatment. 

    Insurance Company Name__________________________________________________________________ 
    Primary Policy Holder Name________________________________________________________________ 
  

Parent/Guardian(print)____________________________________________________Phone______________________ 
 
Address___________________________________________________________________________________________ 
 
Emergency Contact Name______________________________________Phone_________________________________ 
 
We the undersigned agree to the conditions and statements contained in this agreement (signatures required). 
 
Student_____________________________________________________Date__________________________________ 
 
Parent/Guardian______________________________________________Date__________________________________
RETURN COMPLETED FORM TO THE COUNSELING OFFICE BEFORE THE SHADOW DATE 

FOR OFFICE USE ONLY: 
 
Date______________________  School Official Approval_________________________________ REV 9-11 


