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APPLICATION FORM
Please type (application may be prepared on a computer.)

I.  General Information

Name:

___________________________________________________________________________



Signature: 
______________________________________________________________

Work/School Address: School Division:
________________________________________


School Name: (if applicable)
_____________________________________________

Work Address:
_____________________________________________________________ 


________________________________________________________________________


Work Phone:
(        ) ______- __________
Work Fax:
(        ) _____ - _________



Work E-mail: ______________________________________________________________


Permanent/Home Address: Home Address: ____________________________________ 


________________________________________________________________________




Home Phone:
(        ) ______- ____________
Home Fax:
(        ) _____ - __________



Home E-mail: _____________________________________________________________






II.  Professional Preparation – Graduate and Undergraduate Preparation
Undergraduate: Institution Name: ______________________________________________

City, State:
_______________________________________________________________


Year completed: _____________________ Degrees/Credits Earned: ____________________


Major(s):
_____________________________________________________________

Graduate:
Institution Name: ________________________________________________

City, State:
_______________________________________________________________


Year completed: _____________________ Degrees/Credits Earned: ____________________


Major(s):
_____________________________________________________________

Additional Studies:
 Institution Name: ___________________________________________

City, State:
_______________________________________________________________


Year completed: _____________________ Degrees/Credits Earned: ____________________


Major(s):
_____________________________________________________________

III.  Professional Responsibilities

Current Responsibilities (if applicable): 



Job Responsibility/Title  ________________________________________________________________



Grade Levels Worked with During Professional Years: (Mark all that apply)  


____ pre-K to 2 
    _____ grades 3-5
    ____ grades 6-8     ____ grades 9-12     ____ higher education 


Number of years at current school division: _____  Total number of years in education: _____



Other professional responsibilities at your school or for the school division: 









Complete the following items keeping within the space provided.

IV. 
Describe past and current experience in working as a leader, or a member of a team of teachers, administrators, parents, and others on school-related programs:

V. 
Describe Professional Activities, Honors, or Recognition you want to share:
VI. 
Describe Special Interests or Talents you want to share:

VII.
Briefly describe why you want to be selected as a candidate for the Virginia Coordinated School Health Leadership Institute—Cycle II:
VIII. What is your vision for a well-coordinated school health program in your school division within the next five years?

IX.  
For Institute planning purposes, circle the number that best corresponds to your level of knowledge of the components of a coordinated school health program.

Very Knowledgeable


Somewhat


Not At All
6
5
4
3
2
1

PLEASE NOTE:  

By signing this application you agree to complete the two-year commitment to the Virginia Coordinated School Leadership Institute—Cycle II.   

__________________________________________
_______________________

Signature                                               

Date

Thank you.
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This form is to be completed by the applicant’s immediate supervisor, sealed in an envelope, and returned to the applicant for submission with the application.

Please Type

Applicant Name:  











Supervisor:

_____________________________________
_________________________________

Name                                               
Title





      

_____________________________________
_________________________________

Signature                                               
Date

Number of years you have known the applicant: ______


Please circle the number, on the 6-point rating scale, that best corresponds to your professional assessment of this applicant on each of the following.  (6 is highest rating, 1 is lowest.)  If you cannot rate the individual in an area, circle NA for not able to assess.  Please comment where you believe it is important.

I.
Professional ability

Outstanding
6
5
4
3
2
1
Poor
       NA

Comment: 











II.
Demonstrates effective oral communication skills
Outstanding
6
5
4
3
2
1
Poor
       NA

Comment: 











III.
Demonstrates effective leadership skills
Outstanding
6
5
4
3
2
1
Poor
       NA

Comment: 

IV. 
Demonstrates ability to work cooperatively as a member of a team

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











V.

Demonstrates an attitude of professionalism toward education

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











VI.

Follows through on responsibilities and commitments

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











VII.
Demonstrates effective interpersonal communication skills

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











VIII.

Demonstrates ability to plan for the future 


Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











IX.

Has the respect of people s/he works with on a daily basis

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 


X.

Demonstrates effective written communication skills

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











XI.
Demonstrates a good sense of humor

Outstanding
6
5
4
3
2
1
Poor
       NA


Comment: 











Thank you!
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SCHOOL DIVISION NOMINATION FORM

Please complete one form for each applicant.

Please type.

School Division:
_________________________________________________________


Address:

_________________________________________________________




_________________________________________________________



Phone # (____) _________________  Fax # (____) ____________________



E-mail Address: _________________________________________________

Total student enrollment for the division: 


______________________


Approximate population of your school community:

______________________




Nominated Applicant Name: _______________________________________________


We the undersigned endorse and support the application of the above individuals to represent our school division at the Virginia Coordinated School Health Leadership Institute – Cycle II as part of a professional preparation program.  We further agree to the following conditions for our nominees to be selected for this Institute.

· Allow the candidate to attend the two-year Leadership Institute that will include each year a two-day fall session and two-day summer session with most expenses paid by the sponsoring organizations.  

· Support the candidates in designing and implementing a local school health initiative during the two years of the Institute.  

· Allow a one- to two-hour time frame during each semester for the local candidates to participate in a conference call (paid for by the American Cancer Society) with other Institute candidates.   

· Support group planning time for the candidates and the identified team members working on the local school health initiative.  

Ÿ Gather baseline data on the status of health instruction and other school health program components in relevant schools.

SIGNATURE PAGE for the VIRGINIA COORDINATED SCHOOL HEALTH LEADERSHIP INSTITUTE – CYCLE II
SCHOOL DIVISION NOMINATION FORM
1. School Division Superintendent

Name:
________________________________________________________________

__________________________________________
____________________________

Signature                                               


Date

2. Immediate Supervisor(s) (If applicable)

Name:
_______________________________ Title ____________________________

__________________________________________
____________________________

Signature                                               


Date

Name:
_______________________________ Title ____________________________

__________________________________________
____________________________

Signature                                               


Date

Thank you for your support!
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