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Filipino Nurses/Health Care Professionals Association (FNHCPA)
SELECTION CRITERIA

Scholarship will be awarded on the basis of academic performance, school and community involvement, and extra-curricular activities. 
GENERAL INFORMATION

1. 
Submit application materials to: 

Roma Reyes-Cambronero
FNHCPA Education Committee Chairperson
14102A Serene Way, Lynnwood, WA 98087

E-mail: romacambronero@gmail.com
Phone: 206-979-6530

2. 
Scholarship application materials MUST include the following:
a. Completed FNHCPA Scholarship Application (4 pages)

b. Two (2) letters of recommendation
· From the Director or Dean of the program or his/her designate
· From a non-relative

3.
The Education Committee of the FNHCPA will review qualifications of scholarship applicants. All information will be held in strict confidence. 
4. 
This scholarship is a one-time award. 
5. 
The scholarship recipient will be notified by mail and will be honored at an event sponsored by the FNHCPA.
Deadline for submission of applications is April 15th. For questions, please contact Roma Reyes-Cambronero, FNHCPA Education Committee Chairperson. 
E-mail: romacambronero@gmail.com
Phone: 206-979-6530


Filipino Nurses/Health Care Professionals Association (FNHCPA) 

Scholarship Application
Applicant’s Name: ___________________________________ Telephone: ________________

Mailing Address: _______________________________________________________________

City: __________________________ State: ___________________Zip: ____________________

Email: ____________________________________

Race/Ethnicity (Hispanic or non-Hispanic): _______________________________________________
Colleges/Schools Attended: (list most recent first)

	Name
	City/State
	Graduation Date

	
	
	

	
	
	

	
	
	

	
	
	


(Enclose current college transcript showing enrollment in the specific health care program.)
College GPA (on a 4.0 scale): __________________

I certify that all information on this application and all enclosures are true and accurate to the best of my knowledge. I understand that any misrepresentations may result in the awarded scholarship being rescinded.


SIGNATURE: _____________________________________________DATE: _________________
PRINT NAME: __________________________________________________________________

(Use extra sheets for answers to questions if needed.)

I. Background Activities

Describe your participation in school and volunteer activities including offices and positions of leadership.

List honors and awards you have received stating the nature of the award and date.

Describe how your background activities and experiences will contribute toward diversity within your profession.

Describe your past work experience, both paid and volunteer.

II. Future Goals

 Describe briefly the goals you have for your academic training in the health care field.

Describe how you would contribute your share to your chosen health care profession.

STATEMENT OF APPLICANT

If I am awarded a scholarship, it is my intention to complete the educational program outlined and to serve as a member of the health care profession.

I authorize the FNHCPA to contact the Dean of Director or references for additional information as needed.

I also agree that this application and all credentials submitted by me and others on my behalf are true to the best of my knowledge, and that these will remain the property of FNHCPA.

SIGNATURE __________________________________________DATE _________________

PRINT NAME: ______________________________________________________________

STATEMENT OF ELIGIBILITY 
I certify that _____________________________________ is currently enrolled 

in the ________________________________________________________________________




(Name of health care program)

Date of entry into the program: ___________________________________________________
Expected date of graduation: _____________________________________________________

In my opinion, ______________________________________ is a worthy applicant and I 
recommend that hes/he be considered for the FNHCPA Scholarship.

His/her current grade point average is ______ on a _______ point system at the end of the

____________quarter or ________ semester.

Comments:

SIGNATURE OF DEAN OR DIRECTOR OF SCHOOL    


DATE 
PRINT NAME:  __________________________________________ PHONE: _________________

ADDRESS: _____________________________________________________________________
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