STATE OF CALIFORNIA						                      DEPARTMENT OF GENERAL SERVICES
TRAINING REQUEST		       SEE INSTRUCTIONS ON REVERSE
GS 1090 (REV. 8/93)
PLEASE TYPE OR PRINT
	[bookmark: _GoBack]  (SECTION A)                                                     PARTICIPANT INFORMATION

	PARTICIPANT NAME
	CBID
	ABMS #
	CLASSIFICATION
	WORK TELEPHONE NO.

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	(SECTION B)                                                              COURSE IDENTIFICATION

	
	FIRST
CHOICE
	CLASS   DATE(S)

	CLASS  TIMES


	     
	COURSE  ID
     
	SECOND
CHOICE
	CLASS   DATE(S)

	CLASS  TIMES


	     
	[bookmark: Check1]|_|   ENROLL IN NEXT AVAILABLE CLASS
	TOTAL  STATE  HOURS
     

	CATEGORY   
|_|  IN SERVICE    |_| OUT SERVICE
	APPLIES  TOWARDS:                                                      
[bookmark: Check4]|_| 	DGS QUALITY CERTIFICATE 
	
[bookmark: Check5]|_| REQUIRED SUPERVISORY/
MANAGEMENT TRAINING

	[bookmark: Check6]|_|   

	JOB REQUIRED
Training designed to assure adequate performance in a current assignment.
	|_|
	JOB RELATED 
Of direct value to increasing proficiency in current job.

	[bookmark: Check8]|_|
	CAREER RELATED 
Related to career goals and self-development; also worthwhile to the Department’s or the State’s mission.
	[bookmark: Check9]|_|
	UPWARD MOBILITY 
Helps prepare employees in designated upward mobility classifications for career movement.  (See your Office Training Coordinator for more information.)

	(SECTION C)              EXPENSES

     TOTAL PER EMPLOYEE         TOTAL PAID BY STATE
	(SECTION D)                                  OFFICE IDENTIFICATION
                                                                           &
                                                                  APPROVALS

	TUITION/
FEES
	$0
	$0
	OFFICE NAME
Fleet and Asset Management (OFAM)

	BOOK(S)/
SUPPLIES
	
$ 0
	
$ 0
	OFFICE I.D.
56
	BILLING CODE
     
	BUDGET YEAR
     

	TRAVEL/
PER DIEM
	
$ 0
	
$ 0
	SUPERVISOR SIGNATURE
     
	DATE
     

	
TOTAL
	
$ 0
	
$ 0
	OFFICE CHIEF OR DESIGNEE SIGNATURE
     
	DATE
     

	COMMENTS/JUSTIFICATION  (New Technologies?; New Program)
[[brief justification here, or notate that justification is on separate page]]
	OFFICE TRAINING COORDINATOR SIGNATURE
     
	DATE
     

	(SECTION E)                                                            TRAINING SECTION CONFIRMATION

	ACCEPTED FOR
CLASS DATE(S):
            NOTE:
	     
	PROCESSED BY TRAINING OFFICE



	DATE

     

	These dates are subject to change.  A letter confirming class
 dates will be sent two weeks prior to the scheduled class.
	
	

	(SECTION F )             EVALUATION - To be completed by participant AFTER completion of Training Classes *  (OPTIONAL)

	WERE THE COURSE OBJECTIVE COVERED?
(Check appropriate box)

[bookmark: Check10]|_|   YES

[bookmark: Check11]|_|   PARTIALLY

[bookmark: Check12]|_|   NO
	OVERALL COURSE RATING


[bookmark: Check13]|_|  E - Exceeded my expectations

[bookmark: Check14]|_|  M - Met my expectations

[bookmark: Check15]|_|  N - Needs Improvement
	WOULD YOU RECOMMEND THIS COURSE TO OTHERS (If not, why)?  ADDITIONAL COMMENTS?
     


	
	
	PARTICIPANT’S SIGNATURE
	DATE

     


MICROWORD:/1090.DOC
* DGS Training Classes are only those conducted by the DGS Training Section
