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     Special Education Tuition Reimbursement Application

Name: ___________________________________________________ Social Security # _____ -____- _____

 First                                                M.I.   

        Last 

Mailing Address: ___________________________________________________________ ______   _______

 
      Street or P.O. Box
                                                                           City                                       State         Zip Code
Home Phone:(____) _____ - _____Work Phone:(____) _____ - _____ Ext ______ Fax:(____) _____- ______        

Home Email: ____________________________________
Work Email: ______________________________    

Arkansas Resident:  Yes ______ No ______
(Optional) ___Black, Non-Hispanic  ___ White, Non-Hispanic  ___ Hispanic  ___ American Indian
                 ___Alaskan Native  ___ Asian  ___ Pacific Islander  ___  Other _______________________
Name of College Enrolled: __________________________________Dates Attended: ____/____ to ____/____


      







          Mo    Yr                Mo      Yr

Applicant agrees to acquire a teaching license in Special Education:  _____ Yes  ____ No

Classification of applicant as of Fall 2009 (Check One):

_____ Teacher currently working in a public school willing to acquire special education licensure:
         ( _______________________________________ School District)

_____ Teacher currently working in a public school under a current ALP for special education licensure:
           1st ___ 2nd ___ year on ALP ( _____________________________________ School District)
            (List current grade levels teaching in special education____________________________)
_____ Enrolled in college program for special education licensure but not currently employed in a public school

Commitment Statement:

My signature below indicates my agreement, upon receipt of special education licensure, to work in an Arkansas public school needing fully licensed special education teachers for at least two years after receiving special education licensure. 
__________________________________________



_____ / _____  / _______
(Signature of Applicant) 




                                          Date 
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Complete the tuition application and W-9 form and return to:


Martha Kay Asti, Administrator, Arkansas Department of Education-Special Education Unit


1401 West Capitol Avenue, Suite 450, Little Rock, AR 72201


Phone: (501) 682-4222   Fax: (501) 682-4248














