FOUNDATION


FOR OFFICIAL USE
for Seacoast Health
100 Campus Drive, Suite One  Portsmouth, NH 03801  (603) 422-8200  Fax (603) 422-8207  email fsh@communitycampus.org

SCHOLARSHIP PROGRAM APPLICATION

SUBMISSION DEADLINE

MARCH 1, 2011
GENERAL INFORMATION

STUDENT NAME














Last





First



MI

PERMANENT RESIDENCE












Street

City





State



Zip

E-MAIL ADDRESS












                                                     

PREFERRED MAILING













ADDRESS

Street
City





State



Zip

CURRENT TELEPHONE













Home



Work



School

SOCIAL SECURITY #








Female

Male


Date of Birth

STUDENT STATUS
Graduate 
Undergraduate 
Non-Degree 
Traditional 
*Non-Traditional 
Full-Time 
**Part Time 

(check one)
If you are a non-traditional* (an individual returning to school after and extended absence) or a part-time** student please answer the following:

*Non-Traditional



Part Time (minimum of 8 credits per semester to qualify)

 



No. of Years Since Last Enrolled


No. Credits/Semester

FOR SCHOOL OFFICIAL ONLY

If you are a senior in high school, you must have your guidance counselor or high school principal complete and sign this section.

If you are already enrolled in an undergraduate or graduate program, you must have your advisor or department chair complete and sign this section.

If not using computer, please type or print.

TO THE BEST OF MY KNOWLEDGE











 








(Applicant’s Name)

INTENDS TO PURSUE A HEALTH-RELATED CAREER IN 








 









(Health Field)

THROUGH THE FOLLOWING COURSE OF STUDY









 









(Major)

School Official’s Signature




Daytime Telephone Number

School Official’s Name/Title (Please Print)


Name of School

School Address (Street, City, State, Zip Code)

If not using a computer, please print or type.

EDUCATIONAL INFORMATION

Current or proposed health-related field of study










Name and address of college/graduate/medical school you are presently attending (or expect to attend):

School









City


State


Projected year in program, beginning in September 2011 – June 2012:   (    )1st
(    )2nd
  (    )3rd  
(   )4th
(    )5th
Total Years in Program


  Expected Graduation Date

  Degree to be Awarded



REQUIRED TEST SCORES

Graduate 

MCAT, GMAT, or GRE.  (Millers Analogy not accepted as substitute)
Undergraduate 

SAT, ACT, or NLN
High School Seniors
GPA and SAT or ACT
Attach official copy of most recent test scores. Scores prior to 2005 are inadmissible for traditional students.  Non-traditional students (individuals returning to school after an extended absence) should contact the Foundation for Seacoast Health office if tests were taken prior to 2005. Test scores are required for FSH scholarship considerations EVEN if school does not require same.

SUPPLEMENTAL INFORMATION
Attach a detailed resume which includes: (Graduating High School seniors may submit pages 3 and 4 of the Common
   Application.)

· Schools attended with Graduation Dates

· Any notable awards, honors, or citations received

· 
All volunteer activities

· Employment experience, positions held, & names of employers

.

PERSONAL INFORMATION
1. Explain why you have chosen to pursue your health-related field of study or career.

2. Give evidence of the likelihood that you will be returning to the NH/ Southern ME seacoast area to work after completing your health related studies.

3. (OPTIONAL) Are there any extenuating academic, personal, or financial circumstances that you wish the Scholarship Committee to consider when evaluating your application?

4. How did you hear about the Foundation for Seacoast Health Scholarship Program?

ESSAY

You have two choices to fulfill the essay requirement.  Essays will be judged for clarity of thought, legibility, and academic presentation.  All essays must include credible research data with correctly cited works or sources.

1. Attach a typewritten research essay of 500 words or less about an issue related to your chosen health-related field of study; or,

2.
You may submit an edited, typewritten version of a health-related research paper that you submitted within the past year for a course in which you were enrolled.  The name of the course title, professor/instructor, and academic institution must be identified on the cover sheet of the submitted paper.  The edited version must adhere to the 500 words or less requirement.

ESTIMATED SCHOOL COSTS

	Tuition
	
	Fees
	
	Room & Board
	

	Books and Supplies
	
	Transportation to/from home if commuting
	
	Health Insurance
	



IF you are a dependent (under the age of 24), please have your parents complete the PARENT INFORMATION section of this form using information from their most recent IRS Tax Return. You must complete the STUDENT INFORMATION section. 

IF you are an independent (over age 24; or, under age 24 and have served in the military, are married and live away from home, are a ward of the courts, or have not been claimed by your parents for a minimum of two consecutive years and you earn more than $4000 annually) financial information about you (and your spouse) must be included. As an independent, your parents do not have to complete the PARENT INFORMATION section. However, if married, your spouse must complete the PARENT (or Spouse) section.
IF you, your parents’ or spouse’s financial situation has changed since your most recent tax returns were filed, you have the opportunity to explain changes in the PERSONAL INFORMATION section of this application.

CANDIDATE DEPENDENCY STATUS:  Dependent ______

Independent ______

	PARENT (or Spouse) INFORMATION
	
	STUDENT INFORMATION

	Adjusted gross income
	$__________
	
	Adjusted gross income
	$__________

	Total income tax paid
	$__________
	
	Total income tax paid
	$__________

	Income earned from work by
	
	
	Income earned from work by
	

	       Father
	$__________
	
	      You
	$__________

	       Mother
	$__________
	
	Untaxed income & benefits

(Child support, AFDC, ADC, SSI)
	$__________

	      Your Spouse (if applicable)
	$__________
	
	Medical/dental expenses not covered by insurance
	$__________

	Untaxed income & benefits

(Child support, AFDC, ADC, SSI)
	$__________
	
	Cash, savings, stocks, bonds CD’s, etc.
	$__________

	Medical/dental expenses not covered by insurance
	$__________
	
	Net value of real estate   (market value less balance of mortgage
	$__________

	Cash, savings, stocks, bonds CD’s, etc.
	$__________
	
	Scholarships and other resources including veteran’s benefits and 
	

	Net value of real estate   (market value less balance of mortgage
	$__________
	
	prepaid tuition plans
	$__________


Age of Older Parent ________

Number in Family __________

Parent’s current marital status:  __ single __married __separated __ divorced __widowed

Your current marital status:      __ single __ married __ separated __ divorced __widowed

Total number of family members attending college during the next academic year ______

School you plan to or are attending:   _________________________________________


Address:__________________________________________________________

CERTIFICATION STATEMENT
I Certify that all information on this form is true and complete to the best of my knowledge. If asked by the Foundation for Seacoast Health, I agree to give documentation for information given on this form. I realize that this proof may include a copy of a US Tax return.

Applicant Signature:







Date:





AFFIDAVIT TO BE COMPLETED REGARDING DOMICILE AND RESIDENCE

Student’s Name














(Last)




(First)



(Middle)

Legal Residence 













(Street)




(Town/City)


(State  Zip)

Mailing Address 













(Street)




(Town/City)


(State  Zip)

I understand that one of the requirements to qualify as a Foundation for Seacoast Health scholarship applicant is that I continuously must have been and continue to be legally domiciled in one or more of the following communities in the Foundation area (Portsmouth, North Hampton, Greenland, Rye, Newington, New Castle, NH; or Kittery, Eliot, or York, ME) for a minimum of two (2) consecutive years beginning with January, 2009 to the present.

I, 










have been legally domiciled in 

 



(Student’s Name)

I, 






from



   to   


   and


(Town/City)





(Mo/Year)


(Mo/Year)

   






from



   to   


   

(Town/City)






(Mo/Year)


(Mo/Year)

totaling



years of residency in the Foundation area.  I have no other permanent residence and I am on the checklist of my current town or city of domicile.












 (Witness)






(Student’s Signature)

The Foundation for Seacoast Health Scholarship Program offers a minimum of two one-year scholarships, to one graduate and one undergraduate student, who are pursuing health-related fields of study. Recipients will be selected on a competitive basis with highest priority being given to ACADEMIC ACHIEVEMENT, exemplified by class rank, GPA, test scores, & course difficulty and FINANCIAL NEED. 

In order to be eligible the applicant continuously must have been and continue to be a resident of one of the following communities (Portsmouth, North Hampton, Greenland, Rye, Newington, New Castle, New Hampshire; or Kittery, Eliot, or York, Maine) for a minimum of two (2) calendar years (January 2009 - Present) prior to the 2011-2012 Scholarship Program.

All documents secured by the Foundation to evaluate the qualification of applicants become the property of the Foundation for Seacoast Health.

The Foundation for Seacoast Health reserves the right not to process applications found to be incomplete as of the application deadline, March 1, 2011.

BY SIGNING THIS APPLICATION FORM, I HEREBY AUTHORIZE THE INSTITUION I WILL ATTEND TO RELEASE INFORMATION ON MY FINANCIAL AID AND MY PROGRAM OF STUDY TO THE FOUNDATION FOR SEACOAST HEALTH AND I CERTIFY THAT ALL INFORMATION GIVEN ON THIS APPLICATION IS CURRENT AND ACCURATE.

I UNDERSTAND THAT IF I RECEIVE OTHER SCHOLARSHIP AWARDS, I MUST NOTIFY THE FOUNDATION FOR SEACOAST HEALTH IMMEDIATELY. FAILURE TO DO SO MAY JEOPARDIZE MY CURRENT FOUNDATION FOR SEACOAST HEALTH SCHOLARSHIP AWARD AND THE OPPORTUNITY TO BE CONSIDERED IN THE FUTURE.

Student’s Signature








Date

Parent’s Signature (if applicant is under 18 years of age)





Date

DATE RECEIVED





CANDIDATE #





ADDITIONAL FINANCIAL INFORMATION (OPTIONAL)








1

