APPLICATION FOR THE NCPHA WOMEN’S AND CHILDREN’S HEALTH SECTION SCHOLARSHIP IN MEMORY OF DR. ANN WOLFE – CHECK THE WEBSITE FOR THE APPLICATION DEADLINE
Name: ____________________________________________________________________________

Home Address:_____________________________________________________________________
Email Address:________________________________  Phone: __________________

Current member of NCPHA: yes ___  no___ Current membership is required to apply.
Employer Name and Address:__________________________________________________________

Number of Years Worked in Public Health_________________________________________________
Work Telephone: ______________
Professional Discipline:______________________
Current job title and responsibilities: __________________________________________
______________________________________________________________________
Highest Degree earned ________________
Licensure/Certification: ________________
Please describe how this training, additional education or conference will benefit/improve the 
work that you do in public health: 
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Name and type of school, training or conference ______________________________________________________________________
______________________________________________________________________

Check one:
____ Date(s) will be enrolled in school and anticipated completion ________________

____ Date(s) Plan to attend training or conference: ____________________________
Financial Need

Anticipated Cost of Tuition for Training, Travel and Hotel (please itemize):   _______________________________________________________________________________
Please share your reasons for applying for this scholarship: ______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
It is my intent to work in a North Carolina public health agency or non-profit following the completion of the education or training for which I am requesting this scholarship
____Yes
____No
	Application checklist – please indicate if the following REQUIRED items are enclosed or being sent separately.
· Letter of recommendation from your Health Director or Nursing Supervisor verifying your public health work 
___enclosed   ___ being sent separately
One of the following:
· Confirmation of acceptance into the advanced clinical practice course or need to meet continuing education requirements or proof of acceptance, enrollment, or application to academic institution/program
___ enclosed  ____ being sent separately
OR

· Conference agenda and enrollment information

____enclosed 

	EMAIL YOUR APPLICATION TO:

kdittmann@ncapha.org
Be sure to include a jpg headshot with your application.


I certify that my application is truthful and complete. 

______________________________________________________________________

Signature









Date

_____(provide your initials) I agree to provide a summary via email to gerri.mattson@dhhs.nc.gov  within 6 months of attending the training about how I applied the information from the training.
