
ARKANSAS DEPARTMENT OF HIGHER EDUCATION (ADHE) 
114 E. Capitol Little Rock, Arkansas 72201  

 
ARKANSAS HEALTH EDUCATION GRANT (ARHEG) PROGRAM  

 
Graduate Reporting Form  

 
NOTE: This form is to be completed by grant recipients who graduated from professional 
studies with the assistance of the Arkansas Health Education Grant (ARHEG) Program.  The 
form is to be submitted every year in September for four (4) years following graduation, 
including your graduation year.  Feel free to make copies as needed.  
 
 
DATE ________________________  GRADUATION YEAR ________________  
 
REPORTING YEAR (circle one) 1  2  3  4  ____________ (enter year)  
 
_________________________________________________________________ 
Institution Name  
 
____________________________________________ _____________________________ 
Your name (include name change if any)    Occupation/Title 
 
______________________________ 
SSN 
 
____________________________________________________________________________ 
Current Mailing Address    City  State    Zip  
 
_______________________________ _________________________________________ 
Phone (Including Area Code)  Email Address 
 
___________________________________________________________________________ 
Current Employer  
 
____________________________________________________________________________ 
Employer’s Address   City    State  Zip 
 
______________________________________ ___________________________________ 
Employer’s Phone (Including Area Code)  Email 
 
Are you licensed to practice in Arkansas?  YES _____ NO ______ 
 
_____________________________  __________________________ 
License No.      Year Received 
 
MAIL OR FAX COMPLETED FORM TO:  Arkansas Department of Higher Education  

F. June Morgan, ARHEG Coordinator 114 East Capitol 
Little Rock, AR 72201-3818  
FAX: 501-371-2001  


