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         Professional Development and Meeting Request Form

1. Complete a separate form for each professional development/meeting request.

2. If approval granted, participant must complete a reimbursement form with original receipts in order to be reimbursed.  Mileage reimbursement must be submitted on a Travel claim form.

3. Professional Development requests need to be filed two (2) weeks prior to meeting date.
4. No reimbursement will be given for unapproved expenses.

5. Form must be fully completed or it will not be approved.

     






     


         


__________________________________________                 __________________           ____________________

Name






Position

                   Program & Site Location
Date(s) of Meeting/Conference:                                              Location:       



          ________________

                 ___________________________________

Meeting sponsored by:       


          ___________________________________________________________________________

Title of Meeting/Conference:       
                                                _______________________________________________________________________

Description of how this professional development activity connects to professional standards:

     




     



     
     




     



     
     




     



     
Description of how this professional development activity will be shared with others and follow up plans after participation: 

     
     
Projected Reimbursement Amounts:
Attach completed conference registration form

                      Registration Fee     FORMCHECKBOX 
  Paid and submitted by Cooperative          FORMCHECKBOX 
 Paid and submitted by employee
_____________
                      Travel/Mileage Reimbursement
___________
                     Other (must specify):                                              
___________

                  ___________________________________________

                     Other: (must specify):       
___________


    ___________________________________________
                    Total amount requested for approval    
___________         
Substitute Needed:    FORMCHECKBOX 
  YES (please complete below)                     FORMCHECKBOX 
  NO   

      FORMCHECKBOX 
 Full Day     FORMCHECKBOX 
 ½ Day a.m.     FORMCHECKBOX 
 ½ Day p.m      Preferred sub if available:       
__________________________________________________________          
Employee Signature

                                              Date


_________________________________________ 

__________   Total amount approved by Supervisor             
Supervisor Signature

    Date

_________________________________________
     
_____________________________________

Director/Assistant Director

    Date

     
Account Number


Office Use:     FORMCHECKBOX 
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