Virginia Nurse Educator Scholarship Program

“Supporting our Nurse Educators”

Application Form - 2011

VIRGINIA NURSE EDUCATOR
SCHOLARSHIP PROGRAM

“Supporting our Nurse Educators”
APPLICATION CHECKLIST

This checklist has been provided to facilitate your application process.  Please send us all the documents listed below to ensure that your application is complete.  Maintain a copy of the application for your records.  You are not required to submit this checklist with your application.

SIGNED/COMPLETED FORMS

· Full Scholarship Application w/ original signature

· Two (2) letters of References in a sealed envelope with the reference’s signature across the seal.  At least one reference must be from a former faculty member or teacher.  (Note: Remember to allow extra time for your references to send YOU the letters with enough time to include them in the application package)
· One-Page Essay/Statement from applicant describing personal and professional interest in nursing and nursing education.  Be sure to provide your name and other identifier information (i.e. driver’s license, date of birth, SSN, etc.) at the top of the page of your essay.  Include in this essay/statement:

· What you hope to accomplish as a career

· How the program will build on your current competencies

· Cite leadership capabilities and/or describe your leadership experience(s)

· Cite previous teaching opportunities (if any)

· Describe your interest and willingness to teach in Virginia, including type of       educational program/institution.
· Official College Transcript(s)
· Curriculum Vitae or Resume

Please mail your completed application and materials to:

Virginia Department of Health

Office of Minority Health & Health Equity 

ATTN: Nursing Scholarships

109 Governor Street, Suite 1016-East

Richmond, Virginia 23219
Section 1 - Personal Data

Please type or print legibly with ink.

	Name:
	     
	     

	
	Last
	First

	Address:
	     

	
	Street Number and Name

	     
	     
	     

	City
	State
	Zip

	School Address:
	     

	(If different from above)
	Street Number and Name

	     
	     
	     

	City
	State
	Zip


	Day Phone Number:
	(000) 000-0000
	Evening Phone Number:
	(000) 000-0000

	Email Address (if available):
	     

	Preferred Method of Contact:
	 FORMDROPDOWN 

	
	

	Social Security Number/Driver’s License Number (optional):
	000-00-0000
	Gender:
	 FORMDROPDOWN 


	Date of Birth:
	     
	Birth Place (County/City):
	     

	Are you a U.S. Citizen or Naturalized Citizen?                         

(must be a U.S. citizen or naturalized citizen to be eligible for program)
	 FORMDROPDOWN 


	Marital Status:    
	 FORMDROPDOWN 


	Race:
(check all that apply)
	 FORMCHECKBOX 
 Alaskan Native      FORMCHECKBOX 
 American Indian      FORMCHECKBOX 
 Asian     

 FORMCHECKBOX 
 Black or African-American       FORMCHECKBOX 
 Hawaiian or Other Pacific Islander     

 FORMCHECKBOX 
 Hispanic      FORMCHECKBOX 
 White

	Do you speak a language other than English?  FORMDROPDOWN 
   

	Language:            FORMCHECKBOX 
 Read      FORMCHECKBOX 
 Write      FORMCHECKBOX 
 Speak fluently

Language:            FORMCHECKBOX 
 Read      FORMCHECKBOX 
 Write      FORMCHECKBOX 
 Speak fluently

Language:            FORMCHECKBOX 
 Read      FORMCHECKBOX 
 Write      FORMCHECKBOX 
 Speak fluently


	Congressional District Name:
(Visit http://datawarehouse.hrsa.gov/GeoAdvisor/ShortageDesignationAdvisor.aspx, enter your address and scroll down to see the district name)
	     


Section 2 – Professional Education

	Professional School:
	     

	City:
	     
	State:
	     
	Zip Code:
	     

	Date began school:
	     
	Date of Graduation:
	     

	Have you already begun your studies?
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	If yes, how many credits do you currently have?
	     

	Full-time Student:

 FORMCHECKBOX 

Part-time Student:

 FORMCHECKBOX 

If Part-time student, how many credit hours are you taking?      


	To the best of your ability, how many semester/quarters will you need to complete your studies?
	     

	How would this be translated into years?
	     

	Post-graduate Training(if any):
	     

	Degree being obtained:
	 FORMCHECKBOX 
 M.S. or M.A. or MSN

 FORMCHECKBOX 
 Research (PhD, DNSc, DNS)

 FORMCHECKBOX 
 Practice (Doctor of Nursing Practice) 

	Current License Specialty:
	 FORMCHECKBOX 
 Registered Nurse                          

 FORMCHECKBOX 
 Licensed Practical Nurse             

 FORMCHECKBOX 
 Certified Nursing Aide    
	License Number:
	     

	
	Certificate Number (if one):
	     
	

	Any license restrictions?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, please specify:
	     


PRIOR EDUCATION 

	
	School of Nursing
	University/College
	City and State
	Date of Attendance
	Reason for Leaving

	1.
	     
	     
	     
	      -      
	     

	2.
	     
	     
	     
	      -      
	     


Section 3 – Certifications
Certification:  I hereby certify that the information given in this application is accurate and complete to the best of my knowledge and belief.  I understand that it may be investigated and that any willful false representation is sufficient cause for rejection of this application.  I understand that in order to qualify for the Virginia Nursing Scholarship, that I must be enrolled as a full/part-time student in a master’s or doctoral level program.  I further understand that if I cannot complete my education, then I would be responsible for paying back, with interest, whatever monies have been provided to me at the time of my withdrawal.

	Full Name:
	     

	Full Signature:
	
	Date:
	     


Thank you for your interest in this program.
For marketing purposes, how did you learn about this scholarship opportunity? 
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