[image: image1.png]


ADULT VOCATIONAL TRAINING 

SKY PEOPLE HIGHER EDUCATION PROGRAM

PROCEDURES AND CHECKLIST
Name:________________________________________ENROLLMENT:_________________________

The Adult Vocational Training Program provides financial assistance to Northern Arapaho Tribal members. The AVT program supplements a portion of the student’s educational costs for vocational and professional training. Therefore, students must apply for all available campus-based financial aid and other funding sources. (i.e. Pell Grant, CWS, SEOG, etc.). Student applicants must reside in Fremont or Hot Springs Counties, Wyoming, thirty (30) days prior to vocational training.
The student is responsible for completing all paperwork!

CHECKLIST
1._____  
Initial visit / personal interview (Sky People Contract Report) complete data on individual’s background, provide vocational counseling, assist in  determining course   of study, potential & preparation for training, employment plan.

2._____
Sky People Adult Vocational Training(AVT) application

3._____
Academic program of study from the school or academic advisor

4._____
Apply for admission to an approved accredited institution. 



Admission/application fee is the STUDENT’S responsibility.
5.______
Personal Letter requesting financial assistance stating need for funding, educational Goals, program plan of study, course outline, length of program, type of certification, diploma, licensing, plans after completion of training, employment plan.

6._____
Letter of Acceptance from the accredited institution for a vocational training program.

7._____
Financial Needs Analysis (prepared and signed by institution’s Financial



Aid Officer).  It is the STUDENT’S Responsibility to send the Financial Needs Analysis 


Form to the Institution they plan to attend.  The Financial Aid Office will submit the form 

back to Sky People Higher Education. 
8._____
OFFICIAL transcripts with raised seal  (1)high school  (2)GED Scores/Certificate (3)vocational school (4) College transcripts.
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ADULT VOCATIONAL TRAINING 

SKY PEOPLE HIGHER EDUCATION PROGRAM

PROCEDURES AND CHECKLIST
8._____
Certificate of Indian Blood.

9._____
Statement of Privacy.

10._____
Semester and Transcript Release Form.

11._____
Tuition Payment Agreement

12._____
Per Capita Deduction Agreement 

13._____
Application for Housing. Room/Board/housing is student’s responsibility. Check for deadlines and required deposits to reserve housing at the school.



A. College dormitory/married, single parent off campus living. 



     Room deposits and monthly rent payments are the student’s



     responsibility!

COPIES OF THE FOLLOWING
14._____
Marriage certification/divorce or legal separation documents, legal custody.

15.______
Birth certificate for Applicant and each family member/dependents.

16.______
Certificate of Indian Blood for each family member/dependent.
17.______
Social Security card for Applicant and each family member/dependent.

18.______
Discharge papers (Veterans – Form D D214)

19.______
Physical Examination and Immunization Record.

20.______
Aptitude Test Result (GATB, TABE, Compass, ACT or other placement test)

21.______
Copy Student Aid Report (SARs) or FAFSA form,  (Optional-Tax Information 1040/1040A) 

22._____
Provide transcripts at the end of each semester that the student is funded.

Due to the Privacy Act, the student is responsible for the request to send the official transcripts from the school to Sky People.
23._____
Does the student owe Sky People a transcript from previous scholarship funding?                                                                                                                                                                                                                       
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SKY PEOPLE 

NORTHERN ARAPAHO TRIBE

APPLICATION FOR ADULT VOCATIONAL TRAINING (AVT) 
	Name (Last, First, Middle/Maiden)


	Mailing Address

Telephone No.

e-mail:
	Date of Birth

SS#

CIB #

	Veteran

Yes________

No_________
	Martial Status

Single_______               Married___________    Widow__________

Divorced________        Separated___________
	Number of

Dependents________________________

Children in School___________________

	Applying for

Vocational Training__________

Direct Employment__________

Other______________________
	Request

Initial_________

Repeat  1   2    3   

    (Circle)
	Agency

______________________

Area

______________________
	In Case of Emergency:

Name____________________________________

Address__________________________________

Telephone No.____________________________


EDUCATION

Highest Grade Completed___________ School attended and date_________________________________________________________

Type of training or employment you are interested in:___________________________________________________________________

Do you have any physical limitations that would interfere with your training or employment? Yes:______________No_______________

If Yes, please explain:____________________________________________________________________________________________

Have you had previous training? Yes: _______________ No: ________________

If yes, please explain: ____________________________________________________________________________________________

______________________________________________________________________________________________________________

For Training:

Major/Course and degree sought (certificate, Associates)________________________________________________________________

Amount of Credit Hours required:____________________________________Credit hours completed____________________________

School and Address: _____________________________________________________________________________________________

School Phone Number____________________________________________________________________________________________

Do you have income from other sources?  Yes_______ No_______   If yes, please explain: ____________________________________

◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦

EMPLOYMENT RECORD: (List your three most important periods of employment)

From: ___________________ To: _____________________ Employer Name and Address_____________________________________

Job Title: _________________________________________ Description of Duties: __________________________________________

______________________________________________________________________________________________________________

Reason for Leaving: _____________________________________________________________________________________________

From: ___________________ To: _____________________ Employer Name and Address_____________________________________

Job Title: _________________________________________ Description of Duties: __________________________________________

______________________________________________________________________________________________________________

Reason for Leaving: _____________________________________________________________________________________________

From: ___________________ To: _____________________ Employer Name and Address_____________________________________

Job Title: _________________________________________ Description of Duties: __________________________________________

______________________________________________________________________________________________________________

Reason for Leaving: _____________________________________________________________________________________________

TO BE INITIALED BY APPLICANT FOR TRAINING ONLY:

I hereby apply to attend the school indicated on this application and agree to follow all rules, regulations and attendance requirements of the school and to the best of my ability will satisfactorily complete the course which I have selected. I further agree that the funds issued me for training purposes by the Sky People Higher Education Office will be so used or repayment will be made to the Sky People Higher Education Program. I understand that if I am eligible for other training funds, such as the Pell Grant, etc., this will be included. I authorize the school to release grade, attendance and income information to the Sky People Higher Education Program personnel.

Applicant’s Signature_________________________________________________Date________________________

PRIVACY ACT AND PAPERWORK REDUCTION ACT STATEMEMENT (as amended):

1. The authority for education of the information on this form is 25 U.S.C. 13 (42 Stat. 208) and P.L. 84-959 (70 Stat. 986) as amended by P.L. 88-230 (77 Stat 471, 25 U.S.C. 309).

2. Disclosure of the requested information by the applicant is voluntary, but required to obtain benefit.

3. The purpose of this information collection is to determine your eligibility for services.

4. The routine use of this information is by the Sky People and school counselors to evaluate your request and to assist you before and during your training. After completion of training, or if this application is for Direct Employment, parts or all of the information in your application will be provided to employers who are considering you for employment. The application will be used in a routine manner by counselors working with you who need background information and by those people involved in financial control who need budgeting information contained in the application.

5. Failure to provide requested information may result in a delay or denial in receiving training or job placement assistance you are seeking.

I have read the above statement. I hereby provide the required information and authorize the use of such information to the extent of the uses specified in the statement.

Applicant’s Signature________________________________________________Date___________________________

◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦

FOR SKY PEOPLE USE/AGENCY USE

I certify that _________________________________________________ is __________________________degree of

Indian Blood, member of the ____________________________________ tribe and is / is not eligible for training or employment assistance services. See Certificate of Indian Blood attached to application.

Recommended by: ___________________________________ Approved: _____________________________________

Title: _______________________________________________

If Required, Area Action taken:    Approved: _________ Disapproved: ___________  Date: ______________________

Sky People Higher Education Board Meeting Date_______________________________________________________

Sky People Higher Education Funding Amount_______________________________________________________

Rev 6/2013

SKY PEOPLE EDUCATION PROGRAMS

NOTHERN ARAPAHO TRIBE

JOB, PLACEMENT & TRAINING (AVT) PROGRAM

	Trainee’s Name (Last, First, Middle)
	Destination Office Number

	Address
	Telephone Number
	Date

	Name of School
	Address of School

	Major Area of Study
	Degree/Certificate
	Length of Course/Hours 

	Academic Advisor
	Title of Official
	Telephone Number


ACADEMIC TRAINING

	Subject
	Training Facility
	Semesters
	Credit Hours
	Completion

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


COURSE OUTLINE

	No.
	Subjects
	Credit Values or Credit Hours
	Indications of Progress in Training, Grades, etc.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


TRAINING STATUS

	Beginning Semester
	Entered
	Scheduled Completion
	Actual Completion

	Changes in Training in Status
	Date
	Comment (Reason)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


EMPLOYMENT PLAN

	Include job title and brief description, necessary licensing, special requirements, etc.
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NORTHERN ARAPAHO ADULT VOCATIONAL TRAINING

Financial Needs Analysis
Part I

TO BE COMPLETED BY THE STUDENT


________________________










Home Agency of Tribe

1.  Name: _________________________________Social Security Number:_____________________

   Home Address:_______________________________________________________________________________





Street

City

State


Zip Code

   Home Telephone: (____) __________________   E-Mail address _______________________________________
2. Year in College:______________________ Major:___________________ Minor:_________________________

3. Vocational Goal: _____________________ Martial Status (circle)  S  M  D No. of Dependents: ______________

I have applied for funding from the Sky People office for Adult Vocational Training. The Sky People office will need the additional Financial Aid information as listed in Part II. The Sky People Office will send the additional financial information as listed in Part II before any action can be taken on my application. When all the necessary information is on file in your office, please complete and forward Part II or a similar form to:

 






Sky People Higher Education Grant Program






Northern Arapaho Tribe






P.O. Box 920, Fort Washakie,  WY   82514






Phone (307) 332-5286        Fax (307)332-9104







All students are requested to apply for

Other sources of funding available

__________________________________________________

through the Financial Aid Office.


Signature




Date
════════════════════════════════════════════════════════════════════════════

Part II

TO BE COMPLETED BY THE FINANCIAL AID OFFICER

This student has applied to the Sky People Higher Education Office. Verified financial need information is needed through your office before we can take action on the application. We will appreciate your assistance if you would complete and forward this form our like form to the above address.  

Thank you for your assistance.

Budget Period:   From:_______________To:______________Which will start on (date)_______________

This student should is considered:      Independent  □       Dependent   □       Full Time  □
Cost of Attendance ………………………………………………………………………$_______________

Parental Contribution
_______________      S.E.O.G.
  _______________     Tuition    ________________

Student Contribution
_______________      PELL Grant    _______________     Fees        ________________​

Spouse Contribution
_______________      NDSL              _______________    Books      ________________

VA Benefits

_______________      C.W.S.            _______________     Room      ________________

Social Security Benefits
_______________      Scholarship     _______________     Board      ________________

Welfare/AFDC

_______________      Employment   _______________     Travel      ________________

State Grants (SSIG)
_______________      Misc.               _______________     Personal  ________________

State Ind. Scholarship
_______________      Voc.Rehab.     _______________     Child Care_______________   










         TOTAL_________________

We recommend that BIA consider funding this student …………………………….….……….$________________

Name_____________________________________________________________________________________



Financial Aid Officer
Signature

Printed Name

Date

Telephone

_____________________________________________________________________________________________

Name of College (Please Print or Stamp)



Address



Zip Code
Our School is on:            Semester □             Quarter   □              Trimester □          Other □ Specify__________
STATEMENT OF PRIVACY

The Privacy Act of 1974 requires each Federal Agency that maintains a system of information on individual to inform those individuals as to:

A. The authority (whether granted by statute, or by executive order of the President) 
authorizes the solicitation of the information and whether disclosure of such information is mandatory or voluntary.

B. The principle purpose or purposes for which the information is intended to be used. 

C. The routine uses which may be made of the information as published pursuant to paragraph (4) (D) of this subsection; and

D. The effects on him, if any, of not providing all or any part of the requested information.

The Sky People for Higher Education Assistance Program operates under the general authority of 24 USC Chapter 13, 42 Stat. 208 P.L. 67-85 with specific legislation contained in the 256 USC, Subchapter E, Part 32, Administration of Educational Loans, Grants and other assistance for higher education.  In accordance with the accountability required for the administration of the funds appropriated for the program and in order to provide services for recipients, and to declare eligibility, certain information is required of applicants.  This form solicits the required information.  Use of personal data will be available to authorized sources upon request.  The applicant should understand that the intent of collecting and maintaining this data on individuals is for determining eligibility of the applicant and to provide the means for producing certain statistical records required of this office.  Failure on the part of the application to provide the requested information will preclude the applicant from eligibility in obtaining higher education assistance under this program. (as amended)
I have read this statement on privacy listed with the application form.  I hereby, provide the required information and authorize to extent of the uses specified in the statement.

_________________________________
      _________________________________ 



Witness




Student

_________________________________
      _________________________________ 



Address




Date
NORTHERN ARAPAHO TRIBE

SKY PEOPLE HIGHER EDUCATION

ADULT VOCATIONAL TRAINING

TUITION PAYMENT AGREEMENT

I, ___________________________________________, agree to utilize my Pell Grant funds towards the cost of tuition at the school.  I, further agree that failure to pay/use the Pell Grant funds to compensate my tuition to the school will justify discontinuance of my training program through the Sky People Program’s Adult Vocational Training financial scholarship.

I, ___________________________________________, agree to be solely financially responsible for my tuition cost as required.

____________________________________

________________________


          Student Signature




        Date

____________________________________

________________________

                             Witness





        Date
ADULT VOCATIONAL TRAINING (AVT)

SKY PEOPLE EDUCATION PROGRAM

P.O. BOX 8480

ETHETE, WYOMING  82520

PERCAPITA DEDUCTION AGREEMENT

I hereby apply to attend the school indicated on the application and agree to work toward the educational objective stated and to carry and complete at least 12 semester hours or the equivalent each term. If I withdraw from school before the school term is over, without the approval of the Sky People Education Committee, I agree to repay to the Sky People Education Program on the entire amount of the scholarship award. Said amount becomes immediately due and payable to the Sky People Education Program on the date I withdraw from school. I authorize the Sky People Education Committee to deduct part or all of my per capita, if any, in amounts the Sky People Education Committee deems reasonable until the scholarship award has been repaid in full.

Signature of Applicant________________________________ Date_______________________

Enrollment Number___________________________________

◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦◦
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CLINICAL RECORD – REPORT OF MEDICAL EXAMINATION

	NAME (last, first, middle
	NAME OF SCHOOL
	REGISTRATION NO.

	Other names used
	DEGREE OF BLOOD
	TRIBE
	Tribal Identification No..

	PERMANENT ADDRESS OF PARENT OR GUARDIAN
	DATE OF EXAMINATION

	PLACE OF BIRTH
	DATE OF BIRTH
	AGE
	SEX
	OTHER CLINIC SCHOOL  ATTENDED

	FATHER’S NAME
	PLACE OF BIRTH
	MOTHER’S MAIDEN NAME
	PLACE OF BIRTH

	SIGNIFICANT FAMILY HISTORY (last tuberculosis, venereal disease, diabetes, epilepsy, trachoma in family. Also, is parents not living, indicate cause of death.

	SIGNIFICANT PERSONAL HISTORY (List with dates where possible, history of rheumatic fever, tuberculosis, asthma, convulsive disorder, diabetes, pneumonia, trachoma, other serious illness or hospitalization and menstrual history)

	SIGNIFICANT SOCIAL HISOTRY

	DENTAL (Place appropriate symbols above or below number of upper and lower teeth respectively.

0 – Restorable teeth    X – Missing teeth    (6x8) – Fixed bridge, brackets

1 – non-restorable teeth    XXX – Replacement      to include abutments

Right    1   2    3    4    5    6    7    8   |    9   10   11   12   13   14    15   16      Left

            32  31  30  29  28  27  26  25│  24   23   22   21   20   19  18    17
	REMARKS AND ADDITIONAL DENTAL DEFECTS AND DISEAS

ES

	DATE OF DENTAL EXAM
	SIGNATURE OF EXAMINER


LABORATORY FINDINGS

	URINALYSIS

	A. SPECIFIC GRAVITY
	D. MICROSCOPIC
	HEMATOCRIT OR HEMOGLOBIN

	B. ALBUMIN
	
	

	C. SUGAR
	
	

	SEROLOGY 
	EKG
	BLOOD TYPE AND RH FACTOR
	OTHER TESTS

	CHEST X-RAYS (place, date, film number and results)
	NAME OF FACILITY OR CLINIC


SKY PEOPLE HIGHER EDUCATION

NOTHERN ARAPAHO TRIBE

JOB, PLACEMENT & TRAINING (AVT)  

Certificate of Immunization is to be documented by the physician, their personnel or health representative (include title). Please return with JPT application. This form is needed to complete your application.

Last Name_______________________________First Name__________________________MI_____

Address______________________________________________________________________________________________________________________________________________________________

Date of Birth_____________________________Enrollment #________________________________

Social Security #_____________________________________________________________________

	   REQURIED VACCINATIONS
	    Record the Month, Day & Year that each dose of vaccine was received 

	MMR (Measles, Mumps & Rubella
	1st
	2nd dose after 1989
	

	MMR (Measles, Mumps & Rubella
	1st
	
	


I certify I reviewed the student applicant’s vaccinations record and transcribed it accurately.

Signature______________________________________Agency______________________________

Name and Title (Printed)______________________________________________________________

	 RECOMMENDED VACCINATIONS  
	   Record the Month, Day & Year that each dose was received

	Tetanus & Diphtheria
	Date of most recent
	
	

	Polio
	Date
	
	

	Meningitis
	Date
	
	

	Varicella
	Date
	
	

	Hepatitis B
	Date
	Date
	Date

	Hepatitis A
	Date
	Date
	


	STATEMENT OF EXEMPTION TO IMMUNIZATION

If your religious or specific medical condition(s) prelude vaccination, then you are subject to exclusion from school and/or quarantine.

Medical Exemption signed by a Medical Doctor (MD) or Doctor of Osteopathy (DO). Please describe the specific medical condition.

Signature_________________________________________Date______________________________

Religious Exemption signed by student applicant

Signature_________________________________________Date______________________________
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NORTHERN ARAPAHO TRIBE

SKY PEOPLE EDUCATION PROGRAMS

SEMESTER GRADE AND TRANSCRIPT RELEASE FORM

Name:_________________________________SSN#:______________________DOB:____________

I hereby give my consent and request that a OFFICAL TRANSCRIPT of my grades (semester or 

quarter) be released to authorized education personnel for:

          



 _________________________              _________________________





             (Academic Year)


    (Semester/Quarter)

If the Family Educational Rights and Privacy Act (FERPA, PL-380) at the Post-Secondary Institution requires a written request for release of information. It is my responsibility to file the written request at the college/university for my official transcript to be released to Sky People.

______________________________________


      _________________________


         Signature of Student




                  Date Completed


ADDITIONAL INFORMATION:

Last Semester Attended   __________________________







Last School Attended:     __________________________


MAIL TO:

SKY PEOPLE EDUCATION PROGRAM

NORTHERN ARAPAHO TRIBE

P.O. BOX 920

FORT WASHAKIE, WY  82514

