CATCH School Application

School Year 2007-08

School District: ______________________________________  Superintendent: ______________________ 

School: _______________________________ Grade Levels: __________  Principal: __________________ 

Street Address: ____________________________________ City: __________________ ZIP: ___________ 

Mailing Address: __________________________________  City: __________________ ZIP: ___________

Wellness / CATCH / CSH Committee Chair: ___________________________________________________

Phone:  ________________________________________  Fax: _____________________________________

Alternate Summer Phone: ________________________________ E-Mail: ___________________________

School Enrollment by Grade Level: (as of May 1, 2007):   
Total School Enrollment:  ______

K ______
1st _____
2nd _____
3rd _____
4th _____
5th _____  

ASSURANCES -

As a CATCH School we agree to:

1) Attend the CATCH training on Friday, August 10, 2007 at the Agora Center in Conway.

2) Implement CATCH in one (1) elementary school grades K-5 or any combination of grades K-5.

3) Incorporate CATCH as an action into the school’s improvement plan (ACSIP) and Wellness Policy for SY 2007-08, 2008-09 and 2009-10.

4) Provide a copy of the school and district ACSIP Wellness Priority for SY 2007-08, 2008-09, and 2009-10 to the ADE Child Nutrition Unit by deadlines established for submission of the ACSIP plan to the ADE School Improvement office.

5) Provide a written summary / evaluation of the program by June 15, 2010 to the ADE Child Nutrition Unit.

Signatures below indicated we understand that acceptance into the CATCH training by our school is contingent upon meeting the above assurances. 

School Principal: _______________________________________________________
Date:  ____________

Wellness / CATCH / CSH Committee Chair:  _______________________________
Date:  ____________

Superintendent:  _______________________________________________________
Date:  ____________

List workshop participants and position:  (Complete only for those staff who actually plan to attend the training)

Name:  ___________________________________________  Position:  Teacher  

Name:  ___________________________________________  Position:  Teacher  

Name:  ___________________________________________  Position:  Teacher 

Name:  ___________________________________________  Position:  District Curriculum Specialist
Name:  ___________________________________________  Position:  District Federal Program Coordinator 

Name:  ___________________________________________  Position:  Elementary School Principal
Name:  ___________________________________________  Position:  ACSIP Coordinator
Name:  ___________________________________________  Position:  Other (Specify)____________________

Name:  ___________________________________________  Position:  Other (Specify)____________________
Name:  ___________________________________________  Position:  Other (Specify)____________________
FAX this application by July 1, 2007 to ATTN:  Sheila Brown at the ADE Child Nutrition Unit,

(501) 324-9505.

_________________________________________________________________________________________ 

OFFICE USE ONLY

Approved by:

_________________________________________________________________Date: ________________

Sheila Brown, Assistant Director, Healthy Schools, Child Nutrition Unit

_________________________________________________________________Date: ________________

Laura McDowell, Coordinated School Health Program Manager
