22

Center for

—~——
OINT SURGERY &
SPORTS MEDICINE

Dr. Tom Altizer Memorial Scholarship Award

Name:
Address:
Birthdate: / / Phone Number:
Father (guardian) Name:
Address:
Employer:
Mother (guardian) Name:
Address:
Employer:

Number of brothers and sisters (with ages):

Number of family members in college:

Educational Information

Name of high school:

Graduation Date: G.P.A.

School organizations and activities, which you have participated:




Honors, awards or recognition received:

Community Involvement

Recognition, Honors, Awards, or Community Service (outside of school activities)

Work Experience

Employer:
Start Date: Finish Date:
Employer:
Start Date: Finish Date:

Education Plans

Where do you plan to attend college?

Have you been accepted? Approximate cost per year

Major:

Other interests:

Financial Information

Parent’s Current annual income
Student’s Contribution towards college
Have you applied for other financial aid?

Signature of Applicant




