
MASTER’S DEGREE PROGRAM APPROVAL

Name_____________________________         Date_____________

Degree title ____________________________

College or university ____________________________

Major ____________________________

Number of credits required ____________________________

Expected date of completion ____________________________

Program description (Please describe this program in terms of how it will lead to 
your professional growth.)

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

Approved_______  Not Approved_______

Comments_______________________________________________________

________________________________________________________________.

The district agrees to_______________________________________________

________________________________________________________________

________________________________                                ________________
Central Office signature                                                      Date


