
 

ONE-DAY HEALTH CAREER OPPORTUNITIES PROGRAM  
CANTON, IL 
TUESDAY, JUNE 26, 2018 

 

Participation will be limited due to space constraints.  Applications will be accepted on a first-come, 
first-served basis with a deadline of Monday, June 18, 2018.  Application and supporting documents 
should be sent to Laura Hepp Kessel, Assistant Director – Office of Regional Programs, SIU School of 
Medicine at lkessel21@siumed.edu or mailed to 175 S Main Street, Canton IL 61520.  Laura may also 
be reached at 309-543-2199. 

 

TUESDAY, JUNE 26, 2018 
9:00AM-4:30PM 

SPOON RIVER COLLEGE 
ENGLE BUILDING – RM E205, 23235 COUNTY ROAD 22, CANTON 

 
 

PRESENTATIONS WILL INCLUDE INFORMATION REGARDING MEDICAL RESEARCH AND 3D 

MODELS, NURSING AND MORE!  FUN HANDS-ON ACTIVITIES WILL ALSO BE OFFERED! 
 

TRANSPORTATION TO SPOON RIVER COLLEGE IN CANTON WILL BE THE RESPONSIBILITY OF THE 

STUDENT.  OUTSIDE OF TRANSPORTATION, ALL EXPENSES FOR THE DAY WILL BE COVERED BY THE 

SIU SCHOOL OF MEDICINE INCLUDING A LIGHT BREAKFAST AND LUNCH. 
 

APPLICATION SUBMISSION REQUIREMENTS 
PLEASE ENSURE ALL FORMS ARE FILLED OUT COMPLETELY INCLUDING REQUESTED SIGNATURES. 

• APPLICATION (2 PAGES) 
• SIU SCHOOL OF MEDICINE PHOTO PERMISSION FORM 
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ONE-DAY HEALTH CAREER OPPORTUNITIES PROGRAM  
CANTON, IL 

TUESDAY, JUNE 26, 2018 

 

Participation will be limited due to space constraints.  Applications will be accepted on a first-come, 
first-served basis with a deadline of Monday, June 18, 2018.  Application and supporting documents 
should be sent to Laura Hepp Kessel, Assistant Director – Office of Regional Programs, SIU School of 
Medicine at lkessel21@siumed.edu or mailed to 175 S Main Street, Canton IL 61520.  Laura may also 
be reached at 309-543-2199. 

 

EXPECTATIONS OF PARTICIPANTS 

• ARRIVE BY 8:45AM AND SIGN-IN AT THE REGISTRATION TABLE ON THE 

SECOND FLOOR OF THE ENGLE BUILDING (ROOM E205). 
• BE COURTEOUS AND RESPECTFUL TO OTHERS. 
• BE AN ACTIVE PARTICIPANT IN ALL ACTIVITIES. 
• RESPECT THE PROPERTY OF OTHERS. 
• RESPECT THE AUTHORITY OF SIU SCHOOL OF MEDICINE AND SPOON RIVER 

COLLEGE STAFF AND OTHERS IN LEADERSHIP ROLES. 
• USE APPROPRIATE LANGUAGE AND WEAR ACCEPTABLE CLOTHING. 
• SHOW KINDNESS TO OTHERS AND GIVE ASSISTANCE WHEN NEEDED. 
• BE HONEST AND HONOR COMMITMENTS. 
• STRIVE FOR PERSONAL BEST AND KEEP TRYING TO IMPROVE. 
• ACCEPT RESPONSIBILITY FOR PERSONAL CHOICES. 
• CELL PHONES ARE ALLOWED AS LONG AS THEY ARE ON SILENT AND NOT A 

DISRUPTION TO THE PROGRAM.  THEY SHOULD ONLY BE USED DURING BREAKS 

OR FOR EMERGENCY PURPOSES. 

EMERGENCY PHONE NUMBERS FOR JUNE 26, 2018 

 SPOON RIVER COLLEGE 309-647-4645 
 LAURA HEPP KESSEL, SIU SCHOOL OF MEDICINE, 309-543-2199  
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ONE-DAY HEALTH CAREER OPPORTUNITIES PROGRAM APPLICATION – PAGE 1 
CANTON, IL  
TUESDAY, JUNE 26, 2018 

 

Participation will be limited due to space constraints.  Applications will be accepted on a first-come, 
first-served basis with a deadline of Monday, June 18, 2018.  Application and supporting documents 
should be sent to Laura Hepp Kessel, Assistant Director – Office of Regional Programs, SIU School of 
Medicine at lkessel21@siumed.edu or mailed to 175 S Main Street, Canton IL 61520. 

STUDENT INFORMATION  
NAME 
 

 

STREET ADDRESS 
 

 

CITY, STATE, ZIP CODE 
 

 

HOME PHONE 
 

 

CELL PHONE 
 

 

EMAIL ADDRESS 
 

 

DATE OF BIRTH 
 

 

FALL 2018 GRADE LEVEL 
AND SCHOOL 

 

DIETARY OR OTHER 
SPECIAL REQUESTS 

 

PARENT/GUARDIAN NAME 
 

 

PARENT/GUARDIAN 
ADDRESS 

 

PARENT/GUARDIAN 
PHONE 

 

PARENT/GUARDIAN EMAIL 
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ONE-DAY HEALTH CAREER OPPORTUNITIES PROGRAM APPLICATION – PAGE 2 
CANTON, IL  
TUESDAY, JUNE 26, 2018 

 

Participation will be limited due to space constraints.  Applications will be accepted on a first-come, 
first-served basis with a deadline of Monday, June 18, 2018.  Application and supporting documents 
should be sent to Laura Hepp Kessel, Assistant Director – Office of Regional Programs, SIU School of 
Medicine at lkessel21@siumed.edu or mailed to 175 S Main Street, Canton IL 61520. 

 
HAVE YOU PARTICIPATED IN A HEALTH CAREER OPPORTUNITIES PROGRAM WITH SIU SOM BEFORE? 
IF SO, WHICH ONE? 
________________________________________________________________________ 
 
WHAT IS YOUR CURRENT CAREER INTEREST IN THE HEALTH CARE FIELD? 
 

 
PERSON TO NOTIFY IN CASE OF EMERGENCY 
NAME AND RELATIONSHIP 
 

 

STREET ADDRESS 
 

 

CITY, STATE, ZIP CODE 
 

 

HOME/CELL PHONE 
 

 

WORK PHONE  
 

 

EMAIL ADDRESS 
 

 

 

AGREEMENT SIGNATURES 
STUDENT SIGNATURE 
 

 

STUDENT NAME (PRINTED) 
AND DATE 

 

PARENT /GUARDIAN SIGNATURE 
 

 

PARENT/GUARDIAN NAME 
(PRINTED) AND DATE 
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Southern Illinois University School of Medicine 

Office of Public Relations 

Photography Permission Form 
I, ____________________________, hereby grant permission to Southern Illinois University School of 
Medicine, in partnership with  SIU-C (when applicable), to allow photographs or otherwise record and 
use, reproduce, publish, distribute, broadcast, exhibit and license my image [and/or that of my child], 
likeness, and/or oral statements, by still or moving pictures, digital photographs or recordings, 
videotape, audiotape, and printed or other media (including, without limitation, the internet), for 
educational, news, promotional, advertising, and related purposes.  The photograph or other recording 
referred to in this permission form shall take place on dates when Health Career Opportunities 
programs are offered and shall include, but is not limited to, use by Southern Illinois University School 
of Medicine’s Office of Public Relations. 

I understand and agree that such photographs and other recordings, and all copyrights and other rights 
and interests therein, shall be owned exclusively by Southern Illinois University School of Medicine. I 
further understand and agree that such photographs and other recordings may be scanned into 
computers and altered electronically and may be edited, cropped or otherwise modified by the School of 
Medicine at its discretion. 

I hereby expressly release Southern Illinois University School of Medicine, its employees and agents, 
from any and all claims or demands that I might have against any of them to any remuneration or 
damages in connection with the use of the photographs and other recordings referred to herein.  I further 
understand that all negatives, positives, prints, digital reproductions and videotape shall be the property 
of Southern Illinois University School of Medicine or of the media outlet that is given access to take 
them. 

 
IN WITNESS WHEREOF this permission form is executed this _______ day of _______________, 
20____. 

WITNESS: 

___________________________________  _______________________________________ 
School of Medicine Representative   Signature of individual or parent/guardian 

Privacy Officer      _______________________________________  
SIU School of Medicine     Printed name of individual    
PO Box 19621        
Springfield, IL  62794     _______________________________________ 
       Printed name of parent/guardian 

 

_____________________________________________________________________________________ 
Street Address, City, State, Zip Code 

_____________________________________________________________________________________ 
Phone, Email 

02/17          PhotoPermission-2017 


