
 
The Health Youth Project 

SUMMER INTERNSHIP APPLICATION 

 

FULL NAME 

__________________________________________________________________ 

 

SSN #    DATE OF BIRTH                                      AGE 

______________  ____________    ___ 

 

ADDRESS     CITY   ST ZIP 

________________________________ ________________ ___ ______ 

 

APPLICANT PHONE NUMBER   APPLICANT EMAIL 

________________________   ______________________________ 

 

SCHOOL AFFILIATION (If Any)      GRADE 

_______________________________________________________ ______ 

 

PARENTAL CONSENT REQUIRED (if under age 18)   DATE 

__________________________________________________          ______ 
Parents Signature 

 

PARENT PHONE NUMBER 

_____________________ 
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