Wilson Memorial Hospital Auxiliary
Health Career Scholarship Application

(Please print or type)

DATE:

NAME:

(First) (Middle) (Last)
ADDRESS:

(Street) (City) (State) (Zip)
BIRTH DATE: HOME PHONE:
HIGH SCHOOL.:
H.S. ADDRESS:

(Street) (City) (State) (Zip)

GRADE POINT AVERAGE:

1.
2.
3.

ISR A

Principal’s Name & Office Phone Number:
Guidance Counselor’s Name & Office Phone Number:

Extra Curricular Activities:

College of Your Choice:
Have you been accepted?: _ Yes ___No
Please check the scholarship for which you are applying: ___ Nursing

____Medical Technology  Radiology __ Respitory Therapy
_Pharmacy ___ Other health related field: ( please specify)

On the reverse side or on a separate sheet of paper, please list:

Any other scholarships, grants, and loans for which you are applying?
Which scholarships have you received?

Tell us about yourself and your family.

Number and ages of children (siblings) in your family.

Occupation of parent(s).

Reason you are interested in field chosen.

S o0 oW

This application is being submitted for consideration to receive a Wilson Memorial
Hospital Auxiliary Scholarship this year.

Applicant’s Signature: Date:
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List any other scholarships, grants, and loans for which you are applying?

What scholarships and/or financial aid are you, or will you be receiving?

Tell us about yourself and your family.

Number and ages of children (siblings) in your family.

Parent or Parent’s Occupation(s).

Reason you are interested in the field chosen.

THIS APPLICATION MUST BE RETURNED NO LATER THAN JUNE 15.

Wilson Memorial Auxiliary Scholarship
Attn: Marianne Helmlinger
716 Chestnut Ave.
Sidney, OH 45365-3312
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