@[ OZARKS COMMUNITY
C HEALTH CENTER

PO Box 125 e Hermitage, MO 65668
Phone 417.745.2121 e Fax 417.745.2032 e www.ozarkschc.com

BTC Nursing Scholarship Application

APPLICANT PLEASE READ: Thank you for your interest in a scholarship from Ozarks Community Health
Center. Your application will receive consideration without regard to race, sex, national origin, age, physical or
mental impairment or veteran status.

PLEASE NOTE: Any application that is turned in incomplete will not be accepted. For your convenience,
there is a check list on page three of this application. Please follow all directions while completing this
application and answer all questions as carefully, completely and honestly as possible.

Name:
(PLEASE PRINT) last name first name middle initial

Present address:

number and street city state Zip code telephone number county

E-mail address:

Do you or any of your relative(s) working for this organization? Yes/No If yes, please list their name(s),
department, facility, and relationship:

Do you now have, or have you ever had, an illness, injury or chronic condition that would now prevent you from
working in a health care facility? Yes/No If yes, please describe (include the name and address of your
attending physician).

Have you ever had (in Missouri or any other state) a conviction or plea of guilty to a misdemeanor or felony
charge which would include any suspended imposition of sentence, and suspend execution of sentence or any
period of probation or parole?  Yes/No |If yes, please list the conviction(s), showing the offense and date.
(The listing of conviction(s) will not necessarily disqualify you from consideration for scholarship application.)

Are you currently or have you ever been listed on a Missouri or other state’s disqualification list?  Yes/ No
If yes, please explain:



http://www.ozarkschc.com/

EMPLOYMENT HISTORY

Please list your most current position first and work back.

COMPANY NAME /
ADDRESS

DATES OF
EMPLOYMENT

POSTIONS HELD /
DUTIES OF YOUR JOB

REASON FOR LEAVING
(MUST BE COMPLETED)

FROM:

TO:

NAME APPEARING ON FORMER EMPLOYER’S
RECORDS

May we contact for a
reference? Yes / No

Telephone Number

SUPERVISOR’S NAME
COMPANY NAME / DATES OF POSTIONS HELD / REASON FOR LEAVING
ADDRESS EMPLOYMENT DUTIES OF YOUR JOB (MUST BE COMPLETED)
FROM:
TO:

NAME APPEARING ON FORMER EMPLOYER’S

May we contact for a
reference? Yes / No

RECORDS

Telephone Number

SUPERVISOR’S NAME

COMPANY NAME /
ADDRESS

DATES OF
EMPLOYMENT

POSTIONS HELD /
DUTIES OF YOUR JOB

REASON FOR LEAVING
(MUST BE COMPLETED)

FROM:

TO:

NAME APPEARING ON FORMER EMPLOYER’S
RECORDS

May we contact for a
reference? Yes / No

Telephone Number

SUPERVISOR’S NAME

EDUCATION

IMPORTANT: Please submit an original official transcript for each academic institution attended. Transcripts must be received with
the application, before the February 28t deadline.

High School Attended and Location

Graduation Date

College/University Attended Dates Attended Hours Graduation Date Degree Earned
College/University Attended Dates Attended Hours Graduation Date Degree Earned
If additional space is needed, please attach a separate sheet

ENROLLMENT

Please provide a letter from the school that you are going to be attending for secondary education. The letter must state that you
are enrolled at the school and be on the school’s letterhead

Name of Institution Address Tuition — Semester/Year Academic Fees — Semester/Year
S Term S Term
Name of Contact Person Title of Contact Person Telephone

Academic Year Applied For

Student’s Current Year in the Program

Program Start Date

Projected Graduation Date




EDUCATIONAL OBIJECTIVE

What certification or licensure will you be eligible for upon completion of this program?

How did you become interested in our Scholarship?

Why do you seek a scholarship from Ozarks Community Health Center?

Please state any other information that you believe would be helpful to the Scholarship Selection Committee
(include extracurricular activities, hobbies, awards, honors, volunteer activities, etc).

REFERENCES
Please list three references.
FIRST NAME LAST NAME PHONE RELATIONSHIP COMPANY/PERSONAL
FIRST NAME LLAST NAME PHONE RELATIONSHIP COMPANY/PERSONAL
FIRST NAME LLAST NAME PHONE RELATIONSHIP COMPANY/PERSONAL

DECLARATION AND SIGNATURE

| hereby certify that the information provided in this document is true, accurate, and complete to the best of my
knowledge.

|:| YES, | agree

Printed Name: Date:

Signature:




