FY 2004 Sliver Grant Application


ARKANSAS DEPARTMENT OF EDUCATION

SPECIAL EDUCATION

LEA CAPACITY BUILDING AND IMPROVEMENT ACTIVITIES

FISCAL YEAR 2003-04

____________________________________________
      _______________________ 

Name of School District/Lead District/Co-op 
      
      LEA Number

____________________________________________
      _______________________  Mailing Address
 
                         
      Phone Number

___________________________________________  

City
    State
      Zip 
County

____________________________________________
      _______________________ Name of Contact Person


                           Email Address 


__________________________________
       _________________________________

Name of Superintendent/Co-op Director 
       Name of School/Co-op Board President

__________________________________
       _________________________________ Signature of Superintendent/Co-op Director 
       Signature of School/Co-op Board President

__________________________________
       _________________________________ 

Date 

 
 
       Date 

The signature of the School/Co-op Board President signifies that the School/Co-op Board has voted approval of the application.  Such vote should be recorded in School/Co-op Board meeting minutes and kept on file. 

For applications addressing State Priority #2, signatures indicate acknowledgement that funding is supplemental to local financial support for the requested Sliver activities. 


1.
Which State Priority does this application support? (Select only one)


Priority #1

Short Title:



Priority #2

Short Title:

2.
Time Period during which Sliver grant funds requested in this application will be used:


From 



 through

DEMOGRAPHIC DATA
(Use this section to describe/explain the demographics and characteristics of the population that warrant the use of Sliver funds, bringing special attention to the areas to be addressed in this project.)

STATEMENT OF NEED
(Use this section to describe why Sliver funds should be obtained to help meet needs within the LEA(s) student population identified in the Demographic Data section.)
PROGRAM DESCRIPTION

(This section describes how the proposed Sliver project will address or continue to address identified needs within the described student population.  For applications addressing State Priority #2, identify the source and amount of local financial support that the requested Sliver funds will supplement.)
RESEARCH-BASED EVIDENCE

(Use this section to describe the known evidence that the proposed Sliver project will likely result in the desired outcome for the targeted student population.  How will research be applied to the project as currently described?)
EVALUATION CRITERIA AND METHOD
(Do the objectives of the program seem achievable?  What are they?  How will the project be evaluated to determine if the project objectives are being achieved and what happens if outcomes are not as expected? )
IMPLEMENTATION PLAN

(What are the discrete program activities to be carried out under this grant? Who are the individuals responsible for assuring program results, reporting, and fiscal accountability, including the verification of local financial support?  If contractors are to be used, what is their role and how will their expertise be transferred to local staff?  What are the timelines for the project?)
FY 2004 LEA CAPACITY BUILDING AND IMPROVEMENT BUDGET 

SHORT TITLE: _____________________________________________________

District/Co-op Name:  _____________________________________






LEA#: ______________

	FUNCTION
	Employee Salaries

Certified

(61110)
	Employee Salaries

Classified

(61120)
	Employee Benefits 

(62000)
	Purchased Services - 

Profess.

Technical

(63000)
	Purchased Services -

Property

Services

(64000)
	Purchased Services -

Other Services

(65000)
	Supplies

(66000)
	Equip.

(67000)
	Other

(68000)
	TOTAL

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	TOTAL REQUESTED
	
	
	
	
	
	
	
	
	
	


	NAME OF STAFF/CONTRACTORS

PAID THROUGH THIS GRANT
	FULL-TIME

EQUIVALENCY

	
	

	
	

	
	

	
	

	
	

	
	


DISTRICT AGREEMENT TO SUPPORT AND

COOPERATE WITH CO-OP/LEAD DISTRICT PROPOSAL

I, _________________________________________________, support and agree to cooperate  
                           Name of Superintendent 

with the activities proposed in the grant for _________________________________________






provide application short title
submitted by  _____________________________________________.
 

 
 
       Cooperative Name/Lead District
_____________________________________________


Signature of Superintendent

___________________________________________, 
____________________  
 
                     District
 Name
 


           LEA #

