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PROFESSIONAL DEVELOPMENT FORM

This form must be turned in ten (10) days prior to the professional development program.  When approved, the session will appear on the STI PD Website for viewing.
Participant Name: ___________________ Last four digits of SS# ________
Workshop/Session Name: _________________________________________
Session Date: ________________  ______
Session start time: ___________________
Session end time: ____________________
Substitute(s) needed:  (   ) Yes   (   ) No

Fund source: Check one

Title I ___ Title II ____ Title VI ____ Local ____ Grant _____ 

Other (explain) _____CNP________________

Instructor/Leader: ________________________________________
Location: ________________________________________


Proficiency level: Check one

Awareness ___ Demonstration ___ Mastery ___ Leadership ___

Length of PD Program (exclude lunch):________________

Brief Description/Objective of PD: 


________________________________________________________________________________________________________________________________________________________________________________________________________________________
Fax or email to: Crystal Webb at 256-638-9720 or clwebb@dekalbk12.org


Principal Approval:______________________________ Date:________________

Central Office approved by: ___________________  Date: _______________
