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	NAME
	

	DATE OF BIRTH
	
	Age

	MAILING ADDRESS
	

	TELEPHONE NUMBER
	

	SCHOOL NOW ATTENDING
	

	IF NOT A STUDENT, PRESENT OCCUPATION?
	

	PRESENT OR MOST RECENT EMPLOYER
	

	YOUR TOTAL ESTIMATED ANNUAL INCOME
	

	SPOUSES NAME
	

	SPOUSES OCCUPATION
	

	SPOUSE’S TOTAL ESTIMATED ANNUAL INCOME
	

	COLLEGE, SCHOOL, OR HOSPITAL TO WHICH YOU SEEK ADMISSION
	

	HAVE YOU BEEN ACCEPTED?
	( YES         ( NO

	IF ALREADY ENROLLED, WHAT YEAR ARE YOU IN?
	

	WHICH HEALTH CAREER DO YOU HOPE TO PURSUE
	

	
	

	IF YOU ARE A MINOR (under age 18) COMPLETE THE FOLLOWING SECTION:
	

	NAME OF FATHER, STEPFATHER, OR MALE GUARDIAN
	

	AGE
	

	OCCUPATION
	

	PRESENT OR MOST RECENT EMPLOYER
	

	TOTAL ESTIMATED ANNUAL INCOME
	

	NAME OF MOTHER, STEPMOTHER, OR FEMALE GUARDIAN
	

	AGE
	

	OCCUPATION
	

	PRESENT OR MOST RECENT EMPLOYER
	

	TOTAL ESTIMATED ANNUAL INCOME
	

	
	
	

	
	NAME(S)
	AGE(S)

	OTHER CHILDREN IN THE FAMILY
	
	

	
	
	

	OTHER CHILDREN IN FAMILY IN POST SECONDARY SCHOOLS
	
	

	
	
	

	OTHERS DEPENDENT UPON FAMILY FOR FINANCIAL SUPPORT
	
	

	RELATIONSHIP TO FAMILY
	
	


	Please Explain Any Unusual Expenses In The Recent Past Or Anticipated Future Which Affect The Family Situation:

	

	

	Estimate resources available to meet your expenses for the academic year.

	

	

	

	PERSONAL SAVINGS
	$

	AID FROM PARENTS/RELATIVES
	$

	ESTIMATED COMBINED HOUSEHOLD INCOME (YOURS & SPOUSES / PARENTS)
	$

	SOCIAL SECURITY BENEFITS
	$

	STATE ASSISTANCE
	$

	VOCATIONAL REHABILITATION
	$

	OTHER FINANCIAL RESOURCES OR SCHOLARSHIPS RECEIVED OR APPLIED FOR
	$

	TOTAL RESOURCES
	$

	
	

	EXPECTED TUITION, ONE YEAR
	$

	ROOM & BOARD, ONE YEAR
	$

	OTHER EXPENSES, ONE YEAR
	$

	TOTAL EXPENSES
	$

	

	As a scholarship applicant, I understand and agree that:  (1) I shall report to the Scholarship Committee any changes in my academic or financial status; (2) I authorize the members of the Scholarship Committee to verify any necessary information;  (3) I affirm that the information submitted in this application is true to the best of my knowledge.



	DATE
	

	APPLICANT’S SIGNATURE
	

	I hereby certify that the foregoing information is correct:



	DATE
	

	PARENT OR GUARDIAN’S SIGNATURE
	


	Please write a personal letter on this page, stating the reasons for your career pursuit, and list any volunteer work, science projects, health career club participation, etc.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Signature
	

	Date
	


Please complete and return by April 1 to:

Jill Gray

Franklin Memorial Hospital
111 Franklin Health Commons

Farmington, ME  04938

REQUIRED: Attach a recent academic transcript to this application

REQUIRED: Attach a recent academic transcript to this application


