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Resource Center Network

PD Alternative Delivery Payment Request and Evaluation Form

Note:  Use this form to request a stipend upon completion of an alternative delivery PD activity (i.e. CD Rom, DVD, online, video format).  Be sure that your Director completes the appropriate section and signs the form before it is returned to the sponsoring resource center along with the evaluation of the activity.

Activity Title________________________________    Format___________________                Participant’s Region:







   (CD Rom, DVD, Video or Online)                  ____________________________

Participant Information
Name:  _____________________________________________________Email address:_________________________________

Mailing Address__________________________________________City/State/Zip_________________________________________

Home Phone_______________________ Work Phone_______________________________SSN_____________________________













(Required for payment)

ABLE Program__________________________Position_________________________________# years in ABLE______________

To be answered by participant

1. List at least one thing you learned from this activity that you will use.  ____________________________________________

________________________________________________________________________________________________________________

2. What can you share with other ABLE professionals as a result of this activity? _____________________________________


________________________________________________________________________________________________________________

_________________________________________________________



_________________________



Signature of participant







     Date

Program Director/Designee  (Please complete and sign this section).

1. Is this training format useful in your program?  Why or why not?  _______________________________________________


____________________________________________________________________________________________________

2. How will the participant share the material covered in the training with others in your program?  _______________________


________________________________________________________________________________________________________________

I assure that the above activity received my approval and was satisfactorily completed.

___________________________________________________________________


________________________________


Signature of Program Director/Designee




        Date

This training has been completed and is approved for payment.                      

  Amount_______________________

_________________________________________

Signature of Sponsoring Resource Center Director




 Date___________________________

This is approved for payment.



                          Pay this amount:   ____________________________

_______________________________________




               ___________________________

Signature of Regional Resource Center Director




                      Date

Return to: C/SE ABLE Resource Center  Room 338 McCracken Hall Athens, Ohio 45701
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