[image: image1.jpg]Lenoir Memorial
Hospital




Lenoir Memorial Hospital

Allied Health Education Scholarship Application

Name ______________________________

Date _______________

Address ____________________________

              ____________________________

Home telephone number _______________

Social Security Number ________________

Name of parents ______________________



       ______________________

High school presently attending ___________________________________

GPA__________________

College or university you plan to attend _____________________________

Date of acceptance to this college or university _______________________

Degree to be obtained ___________________________________________

List activities you have participated in at your school and in your community.


_________________________________________________________


_________________________________________________________


_________________________________________________________


_________________________________________________________


_________________________________________________________

Attach an essay discussing why you are interested in health care, your career goals, your involvement in Allied Health and reasons for wanting this scholarship.








____________________________








  (Signature of Applicant)








____________________________








  (Date)

