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Name of Participants: ___________________________________________________________________

School District or Educational Cooperative: __________________________________________________

Name of Training Site: ___________________________________________________________________

Note:  Please list all participants and provide address and phone.  Reproduce form or add a sheet as needed.  Training will be on a first come, first serve basis due to limited space at the sites.
PARTICIPANTS MUST PRE-REGISTER

PRINT CLEARLY

Participant’s Name:


Address:



Phone:
_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

_________________________________
_________________________________
_____________

Submit registration forms to no later than October 29, 1999 to:

Susie B. Nelson, CSPD Coordinator

Special Education

Arkansas Department of Education

#4 State Capitol Mall, Room 105-C

Little Rock, AR  72201

Telephone:  (501) 682-4222

Fax: (501) 682-4313
