SOUTHERN PLAINS BEHAVIORAL HEALTH SERVICES
Authorization for Educational Workshop 
Employee:  ______________________________________________________________

Date(s) for Training   

                Location: ______________

Description of Training:  ___________________________________________________

_______________________________________________________________________

Cost of Workshop:  __________________
Travel Expenses: ____________________ 
Hotel Expenses:  ____________________
Cost of Food: ________________________










   Date:  





Employee Signature










   Date:  




Supervisor’s Signature










   Date:  




Director’s Signature

Workshop requested has been:  Granted __________________  
Denied _________________
