KATHRYN KREBS MEMORIAL NURSING SCHOLARSHIP APPLICATION

PERSONAL INFORMATION

[bookmark: Text1][bookmark: _GoBack]Legal Name  	     				
		(Last)              (Maiden)           (First)                  (Middle)

[bookmark: Text5]Social Security No.        

[bookmark: Text6]Date of Birth      

[bookmark: Text7]Permanent Home Address: 	      
				Street or Box No. 		City			State		Zip

[bookmark: Text52]Campus Address:  	     		
			Street or Box No. 		City			State		Zip

[bookmark: Text15]Are you a citizen of the United States?  (Yes)      
[bookmark: Text16]     (No)      

[bookmark: Text17]Marital Status:   (Married or Single)       
[bookmark: Text41]         (Other)         
                                                            
[bookmark: Text42]Number, if any, of dependent children       
[bookmark: Text43][bookmark: Text44]	Child support obligations  $      per      

[bookmark: Text45]Spouse’s Name      
			(Last)                         (Maiden)                             (First)                           (Middle)

[bookmark: Text46]Spouse’s Employer     

[bookmark: Text47]Occupation        

[bookmark: Text19]Name and address of parents or guardian       
    
[bookmark: Text20]     Address       

[bookmark: Text21]                                                     Occupation(s)      

[bookmark: Text22]                             Average Annual Income $     

List three references:

Name and  Address

[bookmark: Text23]1.       		

[bookmark: Text24]2.       		

[bookmark: Text25]3.       		



EDUCATIONAL INFORMATION:

Area of family health care in which you are specializing: 
[bookmark: Text29]     

[bookmark: Text30]Expected year of degree or certificate:  (Month/Year)      

[bookmark: Text31]Where did you attend high school? 	      

[bookmark: Text32]Location       

[bookmark: Text33]Year Graduated      

Name of High School			               Years Attended				      Grade Average

[bookmark: Text35]     
[bookmark: Text36]     

Describe Extracurricular Activities:
[bookmark: Text34]     

Colleges and Universities attended (List most recent first):

Name & Location				Date			Grade Average	           Degree (if any)

[bookmark: Text38]      
[bookmark: Text39]     

[bookmark: Text40]Describe Extracurricular Activities:       


List below jobs held, including college work/study assignments, during the past school year:  (Show type of work or position, dates employed and amount earned)
	Type of work or position	Dates Employed	Amount Earned
[bookmark: Text37]     
[bookmark: Text50]	     

Please write a brief paragraph describing how your work experience, volunteer activities, or other life experiences has fostered your interest in the health care profession:
[bookmark: Text51]     

If for any reason the recipient does not complete the course of study, the amount awarded the recipient shall be due immediately and payable to the Scholarship Fund in order to provide another eligible candidate an opportunity to participate.

															
Applicant’s Signature							Date

Application Deadline:  April 2nd 
