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Akron, Ohio 44313-6914
330-762-3500
Fax: 330-252-3024
Ohio Relay: 800-750-0750
www.admboard.org

PROFESSIONAL DEVELOPMENT SCHOLARSHIP APPLICATION
               APPLICANT INFORMATION:
[bookmark: Text1]               Name of Applicant(s):     
               Job Title(s):               
               Name of Organization:        
               Address of Organization:       
               Telephone:      			               Email(s):      

   EVENT INFORMATION: 
               Name of Event:                           ☐ Ohio Recovery Housing Conference
                                                                   ☐ Ohio Deflection Association   Conference
                                                                   ☐Ohio Prevention Conference (Prevention Action Alliance)
                                                                   ☐ Ohio Coaching and Mentoring Network Conference
                                                                   ☐ Ohio Problem Gambling Conference
                                                                   ☐ Ohio Association of County Behavioral Health Authorities Conference
                                                                   ☐ Northern Ohio Human Resource Conference
                                                                   ☐ Other (please list details including link to conference webpage, below)

                  Event name and webpage link, if applicable:      
                  Date(s) of Event:       
                  Event Location:      

Please provide details on how this professional development opportunity relates to your job functions and what         you hope to gain from event:      


               REQUEST: 

Approval of application is limited to Circle of Hope providers providing services in Summit County and is based on available funding, on appropriateness of training to applicant’s job function, and identified needs for the system. Priority preference will be given to those working in non-leadership roles (except in cases where professional opportunity is intended for leaders), evidence-based opportunities, and those providing CE credits, if applicable.










Total Amount of Request: 
Please itemize requested expenses to be considered for funding:

	Item Requested
	Maximum GSA Per Diem
	Rate
	Total Requested Per Item
	Details (number of nights, etc.)

	Hotel
	FY 2026 per diem rates for Ohio | GSA

	

	$     
	     

	Mileage
	Privately owned vehicle (POV) mileage reimbursement rates | GSA
	
   $0.725 cents per mile

	$     
	                          

	Registration fees

	Provide registration link to the right
	

	$     
	     

	TOTAL AMOUNT REQUESTED
	$     



APPROVAL & REIMBURSEMENT:

Please note the following when requesting reimbursement:

1. Reimbursement is contingent on approval and may be awarded in partial or full.
1. Reimbursement is contingent upon timely (no more than 30 days post-event) submission of receipts and invoices for approved expenses (registration fees, mileage, and hotel, if applicable) and on any requested report on the information learned. 
1. Reimbursement will be made to the organization the applicant is affiliated with.
1. Reimbursement will not exceed the maximum GSA per diem for the city in which the event is to take place, nor will it exceed the maximum amount approved for the scholarship.
[bookmark: _Hlk218237411]By signing, I agree to fully participate in the event, provide documentation of expenses, documentation of attendance, and requested feedback on professional impact. All information will need to be submitted via your agency’s Egnyte portal no later than 30 calendar days after the event concludes.
Completed applications should be submitted to training@admboard.org. Application status will be communicated via email. Please allow up to five business days for approval process.
     
_____________________________                                     _____________________________
Applicant Signature                                                             Direct Supervisor Signature 

_____________________________  
Clinical Director/Executive Director Signature 



image1.png
/

e

BOAR

D)

COUNTY OF SUMMIT

ALCOHOL, DRUG ADDICTION &
MENTAlI HEAITH SERVICES




