DEPARTMENT OF VOCATIONAL REHABILITATION TUITION ASSISTANCE FORM

(A COMPLETED FORM IS NEEDED FOR EACH UNIVERSITY OR COLLEGE YOU ARE ATTENDING)

NAME:     



SS#      

Date:     
OFFICE:      



JOB TITLE:      
UNDERGRADUATE:  FORMCHECKBOX 


              MAJOR:     
GRADUATE:  FORMCHECKBOX 
Masters in Rehabilitation Counseling 

                         FORMCHECKBOX 
Accelerated Masters in Rehabilitation Counseling      

                         FORMCHECKBOX 
 Counseling  

                         FORMCHECKBOX 
 Other    Major:      

NAME OF COLLEGE OR UNIVERSITY:     


ANTICIPATED DATE OF GRADUATION:       

COURSES THIS SEMESTER, QUARTER OR MINI-SEMESTER

	Course Number
	Name of Course
	Hours
	Beginning Date
	Ending Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Obligation of Applicant


This is to certify that I authorize the Department of Vocational Rehabilitation to deduct from my pay any or all sums paid on my behalf if I fail to comply with any of the conditions, expectation and obligations outlined in the Department Professional Development Policy.

_______________________________________________
__________________

Signature of Employee




Date


Approval of Supervisor        


I recommend that the course(s) described above be approved for this employee.  It is my belief that completion of such education or training will enhance the employee’s job performance and result in greater productivity for Kentucky State Government.

__________________________________________    
_________________

Signature of Supervisor




Date                    

Approval of Division Director


I concur with the supervisor recommendation for this employee.
__________________________________________ 
              __________________

Signature of Division Director



Date

FOR HRD OFFICE USE ONLY (PLEASE DO NOT WRITE BELOW THIS LINE)


            Authorized Expenses





Total Cost
                FORMCHECKBOX 
 Registration   






_________

                FORMCHECKBOX 
 Tuition (per hour)  ____________________ 


 _________   

                FORMCHECKBOX 
 Fees (specify) ________________________                                       _________

                                           





Total      $_________      

HRD Program Administrator Approval and Billing Information


This Department approves the enrollment of the named employee in the course(s) listed above.  Approved expenses are also indicated above. Expenses other than those listed are not authorized for payment without prior approval from the Department. Invoices must be addressed to Susie Edwards, HRD Program Administrator, 209 St. Clair Street, Frankfort, Kentucky 40601.  

_________________________________________

__________________

Signature of HRD Program Administrator      

Date

