
Student Information: 

Referral for Career Assessment 
Please complete both pages 

Name: Member School: 

Address: Date of Birth: 

Email: Current Grade: 

Phone Number: 

Parent/Guardian Information: 
Student Lives with: 

(X one) 

Both Parents Both Parents/Separate Addresses Mother Only Father Only Legal Guardian(s) 

Name: Relationship: 

Address (if different than student’s): 

Email: 

Home Phone: Cell Phone: Work Phone: 

Name: Relationship: 

Address (if different than student’s): 

Email: 

Home Phone: Cell Phone: Work Phone: 

Your son/daughter will be participating in a Career Assessment at Penta Career Center. To help us prepare 
for this, please provide the following information: 

Does your child have, or has he/she ever had any of the following? Please explain all YES responses. 
Condition X If yes Explain Condition X If yes Explain 

ADHD Epilepsy 

Allergies Fainting Spells 

Asthma Severe Headaches  

Back 
Problems 

Hearing Loss 

Diabetes Vision Problems 

Other Wears 
Glasses/Contacts* 

*If yes, please bring to the assessment



Please indicate the best time for any future meetings or conferences between 8:00 a.m. and 3:00 p.m.: 

If your child is taking medication, please fill in the following: 

Please complete both pages 

Medication: Administered during the school day: For treatment of: 

In your opinion, does your child have any physical or medical concerns which may limit him/her in a career- 
technical training program or on a job? 

Yes If Yes, please explain: 

No 

Permissions and Agreements: 

In the event of an emergency and I or my emergency contact cannot be reached, I grant permission for my 
son/daughter to receive emergency treatment at the nearest hospital. 

Yes No 

If no: In the event of an illness or injury requiring emergency treatment, I request school authorities to take the 
following action: 

Additional contact if Parent/Guardians listed on front page cannot be reached: 

Name: Relationship: 

Address: 

Home Phone: Cell Phone: Work Phone: 

I give permission for my son/daughter to participate in a Career Assessment at Penta Career Center. 
Activities during assessment include: interest inventories, academic assessment, aptitude assessments, 
hands on work activities, and tour/visits to career-technical programs (which may include off-site locations). 

Parent /Guardian Signature Student Signature Date 
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