APPLICATION FOR OUTSERVICE TRAINING

CENTRAL STATE HOSPITAL

  +Requesting employee completes section 1, 2, 3 & 4, then gives request to supervisor   (Please Type or Print Clearly)

	A  1  Applicant's Name:                                                                           Race:                           Sex:   M    F

    Last 4 digits  SS#  ___- ___- ___ -___                                           Date of Employment:      /      /     

    Job Title: ___________________Work Unit:
__________
Bldg:_______ Work Ph. #_________


                                              

	2  Program Title:                                                                  Sponsoring Agency:_________                                                              

    Program Location                                                                                                                                  


    Date/Time                   to  Date/Time                          Actual Training Hours:____________         
    Justification for Training :___________________                                                                                                                                                                
 

	3  Request for Sponsorship: (check one)

     (   )   Time Only 

     (   )   Time & Reimbursement of Costs*

  Employee willing to conduct Workshop?    (   ) Yes     (    ) No

       ________________________________        __________                                                                                                  

         (Applicant Signature)                                     (Date) 
	  4  *ESTIMATED COSTS 

     TRAVEL
       State Auto     (  )

       Personal Auto   (  )($.585 @ Mile).......$ ______                                                               (only if state auto not available)

     REGISTRATION FEE (if any)............$ ______              

       Lodging:      day(s) at $      .................$______               
       Meals...................................................$______                

     OTHER COSTS....................................$______                
           TOTAL ESTIMATED COST.........$_______                     

  

	5  SUPERVISOR RECOMMENDATION:

     (  )  Approval Time Only                          (  ) Approval Time & Reimbursement                                (  )  Disapproval

Rationale: _____________________________________________________________________________________                                                                                                                                                                                   

Signature: __________________________________________  Date  ______                   

	6  REVIEWING OFFICIAL (DDO) RECOMMENDATION:

     (  )  Approval Time Only                          (  ) Approval Time & Reimbursement                                (  )  Disapproval

Signature:                                                                                        Date ______

	7  DISCIPLINE LEADER/CLINICAL SUPERVISOR RECOMMENDATION (where appropriate):

     (  )  Approval Time Only                          (  ) Approval Time & Reimbursement                                (  )  Disapproval

Signature:                                                                                        Date ______                  

	8  STAFF DEVELOPMENT & TRAINING REVIEW:
    (  )  Approval Time Only                   (  ) Approval Time & Reimbursement                     (  )  Disapproval

Rationale:  ___________________________________________________________________________________                                                                                                                                                                                      
Signature:                                                                                        Date _________                   

	9  CHIEF EXECUTIVE OFFICER:

    (  )  Approval Time Only                  (  ) Approval Time & Reimbursement                      (  )  Disapproval

Signature:                                                                                        Date _________                
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