Lettie Pate Whitehead Scholarship
Name: _________________________________________________________________


Last



    First




M I

Address: ​​​​_______________________________________________________________



Street




City

LA
Zip
Telephone Number: ​​(___ )_________________   E-mail Address: ____________________
W# __________________   Religion:__ Baptist    ​__ Lutheran    __ Catholic    __ Methodist 




            __Other Christian denomination please state_________ 

Sex: __Male   __Female 
Are you enrolled in clinical nursing courses?  ___Yes   __ No
Major: ___________Current Cum GPA:_ _Anticipated hours of enrollment next semester ____
IF YOU ARE A LEGAL RESIDENT OF ONE OF THE FOLLOWING STATES LISTED BELOW, PLEASE MARK THE APPROPRIATE LINE:

___Alabama
      ___Florida
             ___Georgia        ___Louisiana    ___Mississippi

___North Carolina   ___South Carolina  ___Tennessee   ___Virginia       ___Other_________

Please give a brief summary of your financial need _________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Have you applied for financial aid this year? __ _ Yes   ___ No
IF YOU ANSWERED NO TO THE ABOVE QUESTION, THE SELECTION COMMITTEE MAY ASK YOU FOR ADDITIONAL INFORMATION SUCH AS TAX RETURNS OR W-2 FORMS.

______________________________________________________________________

Application Deadline:


The last day of the semester prior to the semester for which you are applying.

I certify under penalty of perjury that the information furnished on this form is true and correct.

Applicant’s Signature: _______________________________________________
Date: ________________________

Office Use Only



 Hours ______   GPA_______    Financial Need ________

Revised 3/2002/Scholarship committee/amc
