
PY 2007-08 
Rev. 7/07            Please mail / fax / or e-mail to: 

ASU Childhood Services 
Attn.:  TA Coordinator 

 
Mail:  P.O. Box 808 / State University, AR  72467 

FAX #:  (870) 972-3556 
E-mail:  jscarter@astate.edu or aksmith@astate.edu 

   Telephone #:  (870) 972-3055 / 1-888-429-1585          Website:  http://chs.astate.edu 
Please complete all information to receive timely processing!!! 

 
REQUEST FOR TRAINING / TECHNICAL ASSISTANCE – REGULAR 

             
Agency Administering the Program:  ____________________________________________________________________ 
 
Site Name:  ________________________________________________________**License #: _____________________ 
 
Program Director:  ___________________________________  E-mail:  __________________@____________________ 
 
Telephone #:  (_________)_____________________ Fax #:  (___________)_______________________  
 
Licensing Specialist:  _______________________________________________ County:  _________________________   

 
PRINT Physical Address of Center Site Facility:                                PRINT Mailing Address of Center Site Facility:  

 
___________________________________________      __________________________________________ 
                                               Street                                                                                             Street / P.O. Box 
 
___________________________________________      __________________________________________ 
City                                                   State      Zip Code             City                                                   State      Zip Code 
                                                             
Years of Operation:  _______    Hours:  Open  _______ Close  ______ No. of Staff:  _______ No. of Children:  ______ 
 
Ages of Children Served:  6 Wks______   12 Mths______      2 Yrs_______    3 Yrs______   4 Yrs______    
 

   6 Yrs_______    8 Yrs________   10 Yrs_______  12 Yrs______  Other (Ages)____________ 
 
Type of Technical Assistance Needed / Areas of Concern:  

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Type of Consultant Needed:  ___________________________________________________________________________ 

Justification of Needs: 

__________________________________________________________________________________________________

____________________________________________________________________________________________ 

Name/Title of Person Making Request:  ____________________________________    Telephone #:  (______)_________ 

Date of Request:________________________________ 
******************************************************************************************************************************************** 
 

TA 
Regular 

To Be Completed By Childhood Services 
 

Rec’d:  __________  Consultant Contacted:  __________  Consultant Verified:  __________  Date / Mode:  ___________   
 
Consultant:  _______________________________________________Region:________  Date Visited:  _____________ 


