APPLICATION FOR PARTICIPATION

IN THE SPEECH THERAPY STIPEND PROGRAM

FOR UPGRADING CERTIFICATION
Name: _________________________
Social Security #: _______________

Mailing Address:
__________________________________________________

__________________________________________________

Home Phone #: 
        (      )                                                                                
School District:
__________________________________________________

Supervisor:

__________________________________________________

College or University You Propose to Attend: _____________________________


List of Courses Needed:

_______________________________
_____________________________

_______________________________
_____________________________


Proposed Schedule for Achieving Master’s:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________


Proposed Dates of Study:

_______________________________
_____________________________

_______________________________
_____________________________

My signature below indicates my agreement to work in an Arkansas public education agency at the completion of this stipend program for a period of time not less than the same length of time stipends are provided to me under the terms of this program.
_______________________________
_____________________________

            Signature of Applicant



  Date of Application

