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Arnold Hall 
Hospitality Internship Program 
Application

(Please fill in all information and enclose or email a picture of yourself)

Name___________________________________________________________________

Address_________________________________________________________________

City__________________________________ State_________ Zip Code_____________

Phone_________________________ E-mail address_____________________________

Date of Birth_______________ Social Security Number__________________________

School_______________________________________ Grade (entering in fall)________

Parent’s name __________________________________

Parent cell phone and email ______________________________

Where did you hear about the program? _______________________________________

What is the best way to contact you? __________________________________________ 

Which session are you interested in attending?

· [bookmark: _GoBack]July 14-27
· July 28-August 10





Please include 1) a short letter of Recommendation
2) In your own words, tell us: What do you think you will gain/learn from this experience. What are you going to bring to this program? What are 2 things you hope you will take away from this program?
3) The completed Medical Release Form and include it with this application.
MEDICAL RELEASE FORM


The laws of the Commonwealth of Massachusetts require that consent must be obtained from a parent or legal guardian of a child under 18 years of age before medical care can be administered.  Authorization to provide consent must be delegated to another person via the format listed below.


AUTHORIZATION FOR CONSENT

I hereby delegate authority and grant consent in advance of any specific diagnosis or treatment to the Directors of Arnold Hall Administration and the doctor/hospital/clinic to exercise their best judgment as to necessary medical/surgical treatment for my child____________________________________________
for the period___________________ to ____________________. She was born on ________________
 									   	(date of birth)


Signed: _____________________________________

Address_____________________________________
_____________________________________
						Emergency contact phone:_______________________
Witness: _____________________________
Date: ________________________________



Child’s Physician:						Child’s Dentist:
______________________________			_________________________________
______________________________			_________________________________
______________________________			_________________________________
Phone: ________________________			Phone: ___________________________



Child’s allergies: _______________________________________________________________

Date of last tetanus shot: _________________________________________________________


Medical Insurance Company and phone number:

____________________________________________________________________________


Chronic illnesses and/or additional information:

____________________________________________________________________________

_____________________________________________________________________________
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