DISTRICT Registration Form
“Arkansas Local Wellness Policy Training 2006”

Each 2 hour training session will be from 2:00pm to 4:00pm

***************************************************************************

_____________________________ District from ___________________ County

                                           District Name



                              County

Please provide District Contact Person:

Name:    ________________________________________    Phone: (        )______________________

· Will NOT have a representative attend the training

· Will have a representative(s) attend training at the following site: 
            (Please indicate 1st and 2nd choice ----- 1 = 1st Choice
2 = 2nd Choice)
____ Beebe – January 31 

____ Conway – March 14

____ Mt. Home – April 6 

____ Arkadelphia – February 2 
____ Russellville – March 15

____ Springdale – April 11

____ Texarkana – February 8 
____ Mena – March 21

____ Alma – April 12

____ Monticello – February 14
____ Newport – March 22

____ Paragould – April 13

____ Pine Bluff – February 15
____ Clarksville – March 22

____ Harrison – April 18

____ Magnolia – February 16

____ Helena – March 28

____ Harrisburg – April 19

____ ElDorado – February 28

____ Pocahontas – April 5



(Directions to each site will be provided upon registration confirmation)

List the participant(s):  (A maximum of 8 participants per district)
· Parent
 



   Name: ___________________________________________ 

· Student
 



   Name: ___________________________________________ 

· School Food Authority (CN Director)  Name: ___________________________________________
· School Board 



   Name: ___________________________________________

· School Administration


   Name: ___________________________________________

· Public Community Member

   Name: ___________________________________________ 
· Other: _____________________________________________
Name: ____________________________________________ Job title: _______________________

            Name: ____________________________________________ Job title: _______________________
Name: ____________________________________________ Job title: _______________________

***************************************************************************
Mail to:
Child Nutrition Unit
 



Fax: (501) 324-9505




2020 W. 3rd Street, Suite 404 



Little Rock, AR 72205 

Attn: Trenie Stanley


*Registration forms must be received in the CNU office 5 days before the scheduled date at each site*

