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3/04
CABINET FOR HEALTH AND FAMILY SERVICES

EDUCATION ASSISTANCE AUTHORIZATION FORM

(please print or type this form)

                                                                                                                                                                                          Date__________________ 19____

1. Name                           Last                                                    First                                    MI           Maiden or Surname


2. Social Security Number



3. Address          Street                                       City                                                Zip                            Region

4. Office Phone Number



5. TITLE                                   Personnel Classification                                      In-house or Working Title

    (Class Title Code)


6. Date most  recent state service began

7. EQUAL OPPORTUNITY INFORMATION (information on this item is to be used for statistical purposes only. Completion of it is voluntarily)

 ETHNIC ORIGIN                             SEX                                      AGE IN YEARS ______

        Black ______                              Female ___                       

 Caucasian ______                              Male  ___

   Hispanic ______

        Other ______

  

8. INSTITUTION offering course or degree.  Use separate form for each different school  NAME: ______________________________________________________

                                                                                                                                          ADDRESS:______________________________________________________

                                                                                                                                                             ______________________________________________________

___________________________________________________________

Contact Name and E-mail Address (if available)

Course

Title
Course

Number
Credit

Hours
Days
Times
Graduate or

Undergraduate
Start Date

(M/D/Y)
End Date

(M/D/Y)
Cost































9. COURSE(S) DESCRIPTION (Original or copy of any printed literature describing course, such as pamphlet, leaflet, course description from course catalogue, etc., may be attached instead of completing this section.  Such material should, however, contain a description of the contents of the course.)

1)

2)

3)



9a. COURSE RELEVANCE (Only a non-degree seeking student must complete this section to show course relevance to present job responsibilities or to a position you wish to aspire to within the agency.)



9b. DEGREE PROGRAM 

DEGREE___________________________________________            MAJOR (Area of Emphasis)__________________________________________________



10. PAYROLL DEDUCTION AND GRADE RELEASE AUTHORIZATION       (To be signed by employee)

THIS IS TO CERTIFY THAT I AUTHORIZE my employing agency, to deduct from my pay any or all sums paid on my behalf if: my application contains material falsification; I fail to provide the agency within thirty (30) work days of the scheduled completion of the course(s) evidence of a satisfactory grade (“C” in undergraduate studies and “B” in graduate studies, if such grade is part of the course(s); my employment with the agency is voluntarily or involuntarily terminated for cause (a) prior to completion of the one (1)Undergraduate, Graduate ,  PH.D time obligation of credit hours received are met, or (b) during such training; I drop the course(s) regardless of cause, without prior approval of the appointing authority of my agency; or, if I have received tuition assistance for the same course(s) from any other source.  I FURTHER AUTHORIZE my education institution to provide my employing agency OR the Department of Personnel with a copy of my grade report for the course(s) listed above.

___________________________________                                                                                 _____________________________________________________

DATE                                                                                                                                            EMPLOYEE’S SIGNATURE



11. SUPERVISOR APPROVAL

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 the Cabinet for Health and Family Services.

___________________    ______________________________________

DATE                                SUPERVISOR SIGNATURE
12. CABINET APPROVAL

The Cabinet approves the enrollment of the above named employee in the course(s) listed above and certifies that these course(s) are approved for the Cabinet for Health and Family Services.

_________________             __________________________________________

DATE                                     APPOINTING AUTHORITY/DESIGNEE 

13. BILLING AUTHORIZATION (To be completed by Appointing Authority)


14. BILLNG CODE (To be completed by the employee or supervisor)

Cost Center No._______________________________ 

Program Code __________________

 Total Tuition Cost $___________________

WILL PAY TUITION COST ONLY

NO FEES
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