	ENHANCED DEFENSE FINANCIAL MANAGEMENT TRAINING (EDFMT) COURSE

	ARMY APPLICATION

	Check one box:  Nominee   FORMDROPDOWN 

Alternate   FORMDROPDOWN 

	Priority       of       Allocation(s)

	Name:       
	Rank/Grade:       
	FA/Series:       

	If alternate, provide name of original nominee:       

	STUDENT'S WORK ADDRESS: 

     
MACOM/Organization POC:      
	Student's DSN & Commercial Office Phone #
     
Student's DSN & Commercial FAX #:      
Student's E-mail Address:      

	CLASS ASSIGNMENT

	Class Date:       
	Class Location:       

	MILITARY ELIGIBILITY CRITERIA.

Is nominee an FA45 Active Duty Officer (Major or Above)?   
	YES   FORMDROPDOWN 

	NO   FORMDROPDOWN 


	CIVILIAN ELIGIBILITY CRITERIA.

Is nominee a GS-9 or higher?

Is nominee in one of these occupational series (343, 501, 505, 510, 511, 560, or 1515)?

Has nominee attended at least 160 duty hours of FM training or professional development?

Does nominee have at least an Associates' degree or at least 5 years of FM experience?
	YES   FORMDROPDOWN 

YES   FORMDROPDOWN 

YES   FORMDROPDOWN 

YES   FORMDROPDOWN 

	NO   FORMDROPDOWN 

NO   FORMDROPDOWN 

NO   FORMDROPDOWN 

NO   FORMDROPDOWN 


	MINIMIZE TRAVEL COSTS.

Does this nominee reside in the local commuting area to this training location?  Please explain a “NO” response.       
	YES   FORMDROPDOWN 

	NO   FORMDROPDOWN 


	ESTIMATED TRAVEL COSTS:  (Sunday Through Thursday stay:  no rental car authorized:  no "in-and-around" travel authorized.  Travel reimbursement authorized from residence to class location and return to residence only.  BOQ, if available, must be used.)

Social Security Number:                      (only required for those needing fund cite)

Residence Location (City, State):                         (must be provided by nominee)

One-way Mileage from residence to class location:                       (must be provided by nominee)

Estimated Travel:  $       (Air Fare) $       POV Estimated Per Diem: $                   (required for fund cite)

	DCSRM, ACSRM, or ACTIVITY CPM Signature:  ______________________________________________

Print or Type Name:       
Date Signed:       

	FAX THIS FORM TO:  (703) 614-6213 DSN 224-6213, ATTN:  EDFMT

	Internal Use Only:

(SAFM-PO)
	Accepted? Y  FORMDROPDOWN 

N  FORMDROPDOWN 

N/A  FORMDROPDOWN 

Funding Authorized? Y  FORMDROPDOWN 

N  FORMDROPDOWN 

	Confirmation to MACOM/Org. POC Sent Date:      
Final Disposition:  Attended Class? Y  FORMDROPDOWN 

N  FORMDROPDOWN 



6/19/2003

