Application for Participation in the

Arkansas Deaf or Hard of Hearing (TDHH), Speech Therapy, or Vision Impairments’ Stipend Program

Program (check one): Hearing___    Speech___
Vision___


Name: _________________________________Social Security #:___________ 

Mailing Address:
__________________________________________________________
__________________________________________________________
Home Phone #: 
(        )                        Email Address: ________________________                                                     
School District:
_________________________  Supervisor: ______________________



College or University You Propose to Attend: _____________________________


List of Courses Needed: (You may attach a program plan in place of this section.)
_______________________________
_____________________________

_______________________________
_____________________________

_______________________________
_____________________________

_______________________________
_____________________________


Proposed Dates of Study:

_______________________________
_____________________________

Commitment Statement:

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


Revised December 2006

Complete application and return with original signatures and a W-9 to:


Crenisha Wright, Special Education Unit, Arkansas Department of Education


Victory Building, 1401 West Capitol Ave., Suite 450


Little Rock, AR  72201








