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(6] College of DuPage

Human

Resources

Whare People Come First

Board policy has established a maximum amount of
reimbursement per fiscal year. Each fiscal year begins
July 1 and ends June 30 and is dependent upon course
completion date.

Eligible After 6 Months Probation

This form must be completed and signed by the appropriate
supervisor and department authorized budget signatory
before enrolling in the class,

workshop or other activity.

j&l)iémf VMW

Educational Development Program

Request for Tuition Reimbursement

Prior Appro al Form — Check One

ClassifiedP& Union 399

EMPLOYEE NAME SOCIAL SECURITY #

WO CR . _
DEPARTMENT EMPLOYEE VENDOR NO.
‘{See back)
Hzco 1‘ -0y
PHONE EXT. DATE OF REOUEST )

Please attach copy of completed registration form (circle amount requesting).

Coliege/University/Seminar Sponsor

W Lontin

Sacis Lot

ADDRESS (if Requesting an ADVANCE PAYMENT)

Name of Course/s

DATE CLASS BEGINS / DATE CLASS ENDS
7-1-09 Yo (-Re-10

Is course job related? (] Yes Dﬁo

Describe how course is job related.

Is this a wellness course?
{Max. amt. for FY $250.00)

)Bdes I No
(] Yes )2(1/;10

Is course part of a Professional Development Plan?

] Yes 9{(0

Is request for Personal Development Activity?

[ Yes )2@

Is course part of a degree program?

Are You Requesting: {check one Enter Amount:
] Reimbursement $
[J Advance payment (>$50) $
0 C.0.D. non-credit classes $
%:::::n& l\:xll)ellness classes R 3 <D ct

Needed to Complete Process:

Proof-of completion and proof of payment
Proof of completion

Proof of completion

Proof of payment

When requesting an advance, allow a 2 week notice. Send a registration form or invoice along with this form.

If I receive an advance, | understand | must produce evidence of satisfactory completion of the course or seminar within

60 days Failure to do this will result in the cost of the course or seminar being deducted from my paycheck.

“initial here

REQAUlRED LApproved
12/°® /o0
SUPERYIROR'S SIGNATOREY N 1 DA
. 12/o® /09
PR Al A A ol 4 X =
DEPARTMENTDS AUTHORIZED PUDGEY SIGNATURE DATE / /
Sl
Y/
WELLNESS COORDINATOR FOR HEALTH CLUB DATE 7/
MAGY REHAYEM

HUMAN RESOURCES OFFICE USE ONLY

| Amount of Payment: $ 35 o. it
ACCOUNT #7-5000-2650

,,,,,, , g [ 2-/(-0F

COMPENSAT!ON SPECIALIST DATE

C/D 1108 R3/0R



S RECEIVED
@ College of DuPage VAY 13 201

Human Resources

Bducational Development Program
Request for Tuition Reimbursement

HUMAN RESOURCESplior Approval Form — Check One

Classified [\(] FoP[ ]

Union 399{:

Boardpdicyhasastabﬁstndamaxﬁvmmarmumofrehnmm

EMPLOYEE per fiscal year. Each fiscal yeer begins July 1 and ends June 30 and
\,L)QCB isdepmdmtupmwmcomphﬂondam
COULEAGUETD ¥ “DEPARTMENT Eligible after six months’ probation.
— Thtafonnmatbeocmpht-dandsigndbythoappmpmmsupavisor

Y200 S99 —\) and department authorized budget signatory before enrolling in the

PHONE EXT, 'DATEOFREGUEST ~  clasa, workshop or other activity.
Please attach copy ot completed registration form (circle amount requesting).

College/University/Seminar Sponsor Date class begins/Date class ends

Address (if requesting an ADVANCE PAYMENT)

Name of Course/s

Is course job related? OYes ONo

Describe how course is job related:

Is this a wellness course? OYes ONO
(Maximum amount for FY $350.00)

Is course part of a degree program? OYes OND
Is course part of a Professional Development Plan?

YesONo

Is request for Personal Development Activity?

OYes ONc

Are You Requesting: (check one)  Enter Amount:
ORaimhumment $
OAdvmce payment (>$50) $
O oo oncrsit caseen =
*Health club s D50
*No Advance Payments

Needed to Complete Process:

Proof of completion and proof of payment
Proof of completion

Proof of completion and proof of payment

Proof of payment

When requesting an advance, send a registration form or invoice along with this form. /'\
If I receive an advance, | understand | must produce evidence of satisfactory compietion of the course or seqrinar within
60 days. Failure to do this will result in the cost of the course or seminar being deducted from my paycheck.’ __

N

REGUIRED] roproved
B ) oSlie /i
SUPERV%'S SIGNAT Sﬁgi : ; \ < DATE

) os, / fo I 1"
BEPARTMENT'S AUTHORIZED aup‘&i(‘ SIGNATURE DATE
HEALTH CUUB APPROVAL e DATE

SUSAN BENTON, BENEFITS MANAGER

HUMAN RESOURCES OFFICE USE ONLY

Amount of Payment; $ AL %;‘W

Account #05.90-00841.52090-17 Fy I/

P A
- L 7[13] 4y
COMPENSATION SPECIALIST pare 7' v

MAIL COMPLETED FORM WITH PROOF OF COMPLETION AND PROOF OF PAYMENT (if applicable) TO HUMAN RESOURCES

HQyveathn (@ %72 [ i S

HR-10-3082(1210)



