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SCHOLARSHIP
 & GRANT APPLICATION
    

INSTRUCTIONS:

Please print or type all applications in black ink. This application will be used to evaluate new students for course scholarship and grant awards at Cascadia – Dental Career Institute. To be eligible, a student must meet the requirements as specified by the scholarship.

For Priority consideration for all scholarships, please submit one completed application form to Cascadia – Dental Career Institute by listed deadlines. Applications received after these dates will be reviewed on a first come basis as funds permit.

All necessary applications must be received on or before four weeks before the start of the next class. Applicants are strongly encouraged to submit all necessary documents as soon as possible to assure that a last-minute delay will not preclude consideration for a scholarship award.
PERSONAL PROFILE

	


Name: ___________________________________ Social Security Number: ______-_____-______

Street Address: __________________________________________ Phone: (____)____________
City: _______________________________________ State: ________   ZIP:  _________________
High School Graduate/GED   (Y)  (N)      Name of School _______________________________

	


Name of Parent or Guardian: _______________________________________ Phone: (____)___________

Street Address: __________________________City __________________State: ______   ZIP: ________

Sex:    _____Female    _____ Male          U.S. Citizen (Y) (N)       If No Non-citizen Country__________

Visa Type: ___________    Expiration Date: ___________
This application is for the term starting on: ______________________
	


PERSONAL STATEMENT (ESSAY)

An essay of approximately 500 words written entirely on your own, describing your interests, your accomplishments, your future plans or goals, and why you need assistance must be attached with this application for consideration on all grants and scholarships.

STUDENT CERTIFICATION
My signature below certifies that the information provided in this application is accurate and complete to the best of my knowledge. I authorize Cascadia Dental Career Institute Scholarship Office to release any information contained in this application to Institute Directors as well as outside donors.

Signature: _______________________________________ Date: _____________________
