
PARENT INFORMATION APPLICATION

Volunteer Internship Program
Volunteer Internship Program “VIP” is a community 

program that rewards students ages 12-14 with volunteer 
opportunities that expose them to the world of work.

Who is Eligible?
City of Rochester youth currently  

enrolled in high school, ages 12-14,  
who have a minimum of 90% school  

attendance for the year, and who have not had 
a long-term (five days or more) suspension 

during the school year.

Where to Apply?
City of Rochester Youth Service Center

In the Sibley Bldg., 25 Franklin St.,  
Second floor, Suite 5B 
Rochester, NY 14604

585-428-6342



CHILD/FAMILY INFORMATION

To be completed by parent/guardian. Please complete all the information (printing clearly in black or blue ink) and sign where required.

Child’s Name:
	 Nickname	 Student Id#

  Male	   Female		  Birthday

School Attending

Current Grade	 Attach a copy of most recent report card

City of Rochester youth ages 12-14 must have:
• Minimum 90% school attendance for the year.           • No long term suspensions during the school year.

Home Address		 Zip

Home Telephone Number (       )	La nguages Spoken at Home

PARENT/GUARDIAN INFORMATION

Mother/Guardian Name	 Father/Guardian Name

Address	 Address

Home Phone	H ome Phone

Work Phone	 Work Phone

Place of Employment	  Place of Employment

EMERGENCY INFORMATION/CHILD PICK-UP AUTHORIZATION

If my child requires emergency medical care and I cannot be reached, I give my consent to the Volunteer Internship Program to obtain  
the necessary medical care for my child. I agree to pay all of the costs associated with the emergency medical care that my child receives.

In case of emergency, and the Volunteer Internship Program staff are unable to reach the parent/guardian listed above, the following 
individuals have permission to pick up my child from the Volunteer Internship Program in case of an emergency or dismissal from  
the program:

Name	Na me

Relationship to Child	R elationship to Child

Home #	 Work #	H ome #	 Work #

Address	 Address



HEALTH INFORMATION

Indicate YES where it applies and explain as necessary below

Asthma	 Hearing	 Operations

Diabetes	 Vision	 Hay Fever

Special Diet	 Illness	 Poison Ivy

Convulsions	 Injury	 Insect Bite Allergies

Physical Restrictions	 Psychological / Emotional	 Medication

Learning Disabilities	 ADD / ADHA	 Food Allergies

Allergies	 Other	  Other

Please Explain All Yes Answers from Above:

Is Your Child Currently Taking Prescribed or Over-the-Counter Medication?	   Yes	      No

Is Your Child Covered by any Hospitalization / Medical Care Policy?  	   Yes	      No

Please provide a copy of your hospitalization card. (A copy can be made by staff for your convenience.)

Medical Doctor

Address

Phone Number



CHILD’S PROFILE

I, the undersigned, hereby enroll my child,                         

in the Volunteer Internship Program managed by the City of Rochester, Youth Services located in the Sibley Building, 25 Franklin St., 2nd floor, Suite 
5B, Rochester, NY 14604.  It is understood that the Volunteer Internship Program assumes responsibility for my child’s well being during the hours 
of the program and will make every effort to immediately contact the parent/guardian should any type of emergency arise.

I have provided the staff with pertinent, complete and correct information which may assist the Volunteer Internship Program in caring for 
my child, including, but not limited to: allergies, previous or existing illnesses or conditions, sunburn sensitivity, diet requirement, long-term 
medication, disabilities or limiting conditions, emotional development or behavioral difficulties.

The Volunteer Internship Program for my child begins when the child has reached the program and checked in with the Volunteer Internship 
Program staff person.

It is my responsibility to arrange for my child to be picked up at dismissal time. If my child is not picked up on time and attempts to contact 
me have failed, another authorized person will be contacted. If all attempts to contact an authorized person to pick up my child have failed, the 
Volunteer Internship Program will contact Child Protective Services and/or police officials.

I hereby give permission to record the image and/or voice of my child for newsletters, special projects, brochures, web sites or newspaper 
releases. I understand that I will not be informed or reimbursed for such photographs or videos.

Should a person arrive to pickup my child who appears to be under the influence of drugs or alcohol, for the child’s safety, staff may have no 
recourse but to contact the police.

The Volunteer Internship Program is mandated by state law to report any suspected cases of child abuse or neglect to the appropriate authorities.

My signature acknowledges my understanding of, and agreement to the above and that all information I provide is accurate and complete.

Parent / Guardian Signature	Da te

Parent / Guardian Name Printed	R elationship to child

The following information will help us to better understand your child and his / her needs.

1. Are there any known speech, hearing or vision difficulties?

2. Are there any medical problems that require special attention or of which we should be aware?

3. Does your child display any emotional fears, behavior problems or difficulties in dealing with 

others?

4. Does your child receive any special services through school?

5. If you could describe your child in one phrase, what would it be?

6. Why do you want your child in this program?

7. Activities your child cannot participate in?

8. Is there anything else we should know about your child?

PARENT/GUARDIAN ARGREEMENT

01702-0811pd


