Application for Participation in the

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

Program (check one): Hearing___
Speech___
Visual___

Name: _________________________
Social Security #: ____________________

Mailing Address:
__________________________________________________________
__________________________________________________________
Home Phone #: 
(        )                        E-mail Address: ________________________                                                     
School District:
_________________________  Supervisor: ______________________



College or University You Propose to Attend: _____________________________


Proposed Dates of Study:

_______________________________
_____________________________

Commitment Statement:

My signature below indicates my agreement to work in an Arkansas local 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

The following items must be sent in together to complete your application. Incomplete applications will be not be approved.
____Application

____W-9 Form

____Program Acceptance Letter

____University Accreditation Letter (if located outside of Arkansas)

____Program/Coursework Plan

____Copy of your Teacher License

Revised July 2007

Please mail your completed application and required paperwork to:


     Donna Broyles, Arkansas Department of Education


     Special Education Unit


     Victory Building, 1401 West Capitol Ave., Suite 450


     Little Rock, AR  72201








