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Health Careers Scholarship Program



	HEALTH CAREERS SCHOLARSHIP pROGRAM 
personal information form
 for CONTINUING EDUCATION students 

	Applicant Information

	Name:

	Date of birth:
	Daytime phone: 
	Evening phone:

	Personal email:
	Email at school:

	Permanent mailing address:

	
	
	Apt.

	City:
	State:
	Zip Code:

	Address at school (if different from permanent mailing address):

	
	Apt.

	City:
	State:
	Zip Code:

	Other ways to reach you:

	Name of college you currently attend:

	Please highlight your undergraduate class:

	Sophomore
	Junior
	Senior

	alternate information (if we’re unable to contact you)

	Name (of a person not residing with you):

	Address:
	Phone:

	City:
	State:
	Zip Code:

	Relationship to you: 
	Email address:

	personal information

	Hobbies:

	Anticipated graduation date:

	scholarship recipient Information

	How many times have you received the Continuing Education Scholarship from Health Plan of San Joaquin?  1   2   3   4   5

	Please circle your major field of study.              Medical      Pharmacy     Nursing 
	How long have you majored in this field of study?

	Signatures

	Print name:
	Date:

	Sign name:


	If there are any changes to your Personal Information Sheet as you progress through college, please let us know.
Send updates to scholarships@hpsj.com.
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