DISTRICT TEST COORDINATOR FORM

1999-2000










County _________________










LEA Number____________

Name of District___________________________________________________________________

Name of District Test Coordinator__________________________________________________

Address  (School)


__________________________________________________

__________________________________________________






__________________________________________________

Phone No. (School) 


__________________________________________________

FAX No. (School) 


__________________________________________________

__________________________________________________________________________________

Signature of Superintendent




Date

PLEASE RETURN THIS FORM NO LATER THAN APRIL 1, 1999 TO:

Arkansas Department of Education

Student Assessment

#4 Capitol Mall, Room 102B

Little Rock, AR 72201-1071

DIR-04-00-0002

Revised 4/27/97

