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Elliot Hospital Associates Scholarship Application
$1000 Award

Name  __________________________________  ,  ____________________________  , _____

 Last First Middle Initial

Address:___________________________________ City:______________________________________

State: ______________________________________ Zip:______________

Social Security #  _____________  - _______  -  ____________

Elliot Employment Status     Full-time       Part-time   Per-diem

Department(s)   _________________________  Hours worked  ___________
 ____________________  Hours worked  ___________
 ____________________  Hours worked  ___________
 ____________________  Hours worked  ___________
 ____________________  Hours worked  ___________

College of Attendance/Acceptance for this Fall Semester ___________________

Years completed of College prior to this Fall Semester      1  2  3  4  5  6  more
(circle one)

PLEASE ENCLOSE:

• Education
Sealed High school or College Transcripts

• References
One Letter of Recommendation from a teacher/professor
One Letter of Recommendation from your supervisor/director at the Elliot
One Letter of Recommendation from a peer employee

• Financial Need
A copy of the front page of your last year’s federal tax return
(If you are listed as a dependent on your parent’s tax return, then submit a copy of the   front page of
your parent’s federal tax return. If they are divorced, then submit a copy of the front page of both
parent’s return)

OR

A Letter to explain financial need that should include: Financial resources available;
Education/Living Expenses; Other Scholarships/Grants awarded for academic this past
year.

PLEASE ATTACH:
• Explain briefly your goals and objectives in your chosen health-care related field
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• List of Volunteer service or any special Awards the Committee should be aware of (please
include dates of service/awards).

Student Affidavit

I hereby certify that the information contained herein is correct and complete and that I will use
the proceeds of any aid awarded only for payment of direct educational and other college-related
expenses. I understand that conditions for receiving scholarship aid, from The Elliot Hospital
Associates, are contingent upon maintaining satisfactory progress toward graduation. Failure to
comply with these requirements could vacate any awards for the current school year.

 _______________________________________________  _______________
Applicants Signature Date

All Completed Applications must be submitted (interoffice) or postmarked by July 31 of this year to :

Elliot Hospital Associates
Attn. Scholarship Committee

One Elliot Way
Manchester, NH  03103


