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Making the right food choices, together.




Course Name 
 # CEU’s Requested ___________

Description of Instruction

 


Objectives of Instruction 




Method of Presentation



Submitted by
Name 



Address 



City/State/Zip 



Phone _________________________________ Fax



Email 


Program Date(s) 


Program Time(s) 


Location 


Speaker Name & Qualifications (Please attach a resumé or biographical description verifying the speaker’s qualifications.)

Intended Audience 


Estimated Number of SNA-WI attendees 


Type of documentation (Describe documentation to be provided to attendees as proof of attendance: i.e. certificate, letter, etc.)

Please remit form to: Pamela Harris, MS, RD, harripa@mukwonago.k12.wi.us, 605 W School Rd, Mukwonago, WI 53149-1116
Professional Development Chair will complete the following:

 This course is approved as submitted.  Approval Date 


 This course is not approved as submitted; reason(s) 


Course approved by 
 Review Date ___________________ 




Please attach an agenda or break-


down of hours





School Nutrition Association of Wisconsin


Continuing Education


Prior Approval for Certification








