REQUEST FOR STIPEND REIMBURSEMENT

FOR INDIVIDUALS COMPLETING COURSEWORK

TO OBTAIN CERTIFICATION AS A VISION TEACHER
___________________________________

_______________________

Name of applicant





School District

___________________________________

Address

___________________________________

1.
Number of hours completed (attach proof of 

__________________


successful completion)

2.
Cost per hour





__________________

3.
Multiply line 1 by line 2




__________________

4. Incidental costs





                            $150                                                              

5.
Total requested (add lines 3 and 4)


__________________

___________________________________


__________________

Signature of applicant





Date

Please mail completed reimbursement requests to:

Arkansas Department of Education

Special Education

Grants and Data Management

4 Capitol Mall, Room 105-C

Little Rock, Arkansas  72201-1071

