Work-Based Learning Training Agreement

A copy of this form must be on file at the school and at the work-site while the student is participating in the work-based learning experience.


Student Name _______________________ 

 Address ___________________________ City___________________    Zip ________

Phone # _______________________​_____ 

Grade _______SID # _____ DOB ________

Employer ___________________________

Address ____________________________

City_____________________  Zip _______ 

 Phone # ___________________________

Supervisor __________________________

Job Title ______________________________   Date of Placement ______________________

Paid _______________  Unpaid ___________   Starting Wage $ _________________ per hour

Days per Week: _____ Hours per Week ______  Hours per Day: ______   Hours ____a.m./p.m./ to ____a.m./p.m.

School-To-Career Clusters (Check the cluster that applies)

· Health Care

· Hospitality/Tourism

· Arts/Communications
· Science/Technology
· Manufacturing/Construction/Transportation
· Human Services
· Business/Marketing
· Other

Related Course _______________________________________________________________

Work-Based Learning Activities  (Check the activity that applies)

· Apprenticeship (Registered)

· Clinical

· Cooperative Education
· Internship
· Transition
· Job Shadowing
· Mentoring
· School-Sponsored Enterprise
· Student Learner

We, the undersigned give permission for the above named student to participate in the WBL program, and we understand and agree to meet the requirements of the program as provided in the Work-Based Learning Guide approved by the State Board of Education. We verify the above information is correct and is consistent with federal and state guidelines for work-based experiences.

Parent or Guardian ___________________________________
Date __________________

Student ____________________________________________
Date __________________

WBL Coordinator/Supervising Teacher ___________________
Date __________________

Principal ___________________________________________
Date __________________

Employer __________________________________________
Date __________________

Verified Worker’s Compensation Coverage
_____ Yes
_____ No

Note:  It is the policy of the school district that no person on the basis of race, color, religion, national origin or ancestry, age, sex, marital status, disability, or disadvantage should be discriminated again, excluded form participation in, denied the benefits of or otherwise be subjected to discrimination in any program or activity.

This form is subject to monitoring by DOE and/or DOL.
