Regional School Services Center

Office of Curriculum Support Services


VOC for (CHECK ONE):  ALTERNATIVE PLAN_____  CEU EQUIVALENTS_____

Today’s Date_________________________ Workshop Date(s)____________________

Name__________________________________  School__________________________

            (Group Contact Person)

Assignment____________________________________________

                        Grade(s) and/or Subject(s)

**Please attached copy of approved alternative plan**

Please include a brief description or attach evidence of completion.















I/We have completed the activity as approved.

Name_______________________________________ Initial______________________

Name_______________________________________ Initial______________________

Name_______________________________________ Initial______________________

If you need room for more names, please continue on the back of this sheet.

Your School Administrator’s Signature Required:_____________________________

If Special Education, Director’s Signature Required: __________________________

For Central Office Use:

CREDITS APPROVED: ______________________________

_____________________________________________       __________________

Assistant Superintendent                                                      Date













VERIFICATION OF COMPLETION (called a VOC)


For ALTERNATIVE PLAN AND/OR CEU EQUIVALENTS





TOTAL WORKSHOP HOURS________     CEU EQUIVALENTS______








