PROFESSIONAL MEETING REQUEST

NAME ____________________ SCHOOL____________________POSITION_____________

NAME OF CONFERENCE __________________________CONFERENCE DATE__________

LOCATION _____________________SPONSORING ORGANIZATION___________________

What presentation(s) and activities will you attend?


ANTICIPATED EXPENSES

Transportation Mode _______________


Cost
___________________

Registration Fee                   





___________________

Lodging                            





___________________

Meals








___________________

Total
___________________

Date Requested ________________________











APPROVED


DISAPPROVED
Principal's Signature ____________________

________


________

Date_________________________________

Service Area Administrator_______________

________


________

Date_________________________________

Director’s Signature_____________________

________


________

Date_________________________________

Please submit two copies to the Director of Special Education ten (10) school days prior to the meeting date.

____________________________________________________________________________________

OFFICE USE ONLY

Budget Account_______________________

Budget Account Approval_______________


_______________________________

Signature/Date
