LSU Information Technology Services
Distance Education/ Video Conferencing Course Request Form

Department: _______________   Course Number: _______________   Course Start Date: ______________
Course Title (as it appears in the catalog): ___________________________________________________________________________________

If this is a Special Topics course, add unabbreviated special topics title here:
_____________________________________________________________________________________________________________________

Credit hours: ___________  Maximum Enrollment: ___________  Course Type:   ( Lecture   ( Lecture/Lab    ( Research    ( Seminar
Is this course web-based?  (  No        (  Yes  1-49%       (  Yes    50-99%
(  Yes    100%   

Do you require a multimedia classroom?  (   Yes   (  No   Please indicate your room preference; room assignments are made by the Registrar’s Office.
Suggested Building/Room #: ___________________   Start Time: ____________   End Time: ___________   Day(s):     M    T    W    TH    F    S 
Suggested Lab Building/Room #: _________________    Start Time: ____________   End Time: ____________  Day(s):     M    T    W    TH    F    S
Indicate any special notes/ requirements and Remote Site Locations:
____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Is this course part of a grant?     (  No           (  Yes – A copy of the grant must be attached to this form.

Name: _________________________________________________________ LSU ID #_________________________________________________

E-mail: ________________________________    Phone: _________________________ 
   Fax: ________________________________________

Off-campus phone number _________________________________________
Preferred Mailing Address: _________________________________________________________________________________________________

LSU Employment Status:   ( faculty    ( staff    ( grad assistant    ( research associate    ( adjunct    ( not an LSU employee
Is this course to be team-taught?   ( yes   ( no    If “yes”, indicated co-faculty here and attach separate CRF for each co-faculty. 

____________________________________________________________________________________________________________________

Faculty signature: __________________________________________
Date: ________________________________________________


Faculty member will teach this course: 

( as part of the regular academic appointment on-load?  
 (  for extra compensation* though Continuing Education/Extended Learning?

Chair/Head: ________________________________________
Date: ___________________________________________

Dean: _____________________________________________
Date: ___________________________________________

PLEASE COMPLETE ALL REQUIRED INFORMATION BEFORE RETURNING FORM  TO:

Video Conferencing (Paul James), 200 Frey Computing Services Center
videoconference@lsu.edu

Fax: 578-6400  Phone: 578-3700
Please Indicate Course Type:


                  ( 1T (Wintersession) ( 2T (Spring Intersession)  ( 3T (Summer Intersession)


     ( 1S (Fall)                   ( 2S (Spring)                        ( 3S (Summer)


				





Faculty Information





Departmental/Dean Approval








