
CHARLES COUNTY COMMISSIONERS 

2009 NURSING/ALLIED HEALTH SCHOLARSHIP APPLICATION 
 

(Please Type or Print) 
 

Name: ______________________________________________   Date of Application: __________________ 
 
Address: ________________________________________________________________________________ 
 
Phone #: Home _____________________  Work _____________________  Cell _______________________ 
 
Email Address: _________________________________________ SS#: _____________________________ 
 
Marital Status: Single ___________Married ___________Separated _____________Divorced ____________ 
 
If applicant is married: 1)  Total size of household for 2009    ____________ 
    2)  How many will be in college in 2009   ____________ 
    3)  How many dependent children does applicant have? ____________ 

 
If applicant is not married and dependent on parents: 
 1)  Parents' marital status: Married ____  Divorced ____  Separated ____  Single____  Widowed _____ 
 2)  Total size of parents' household for 2009  ____________ 

3)  How many in household will be in college in 2009? ____________ 
 

If applicant is single and independent, what is expected income for 2009?    ____________ 
 
If applicant is dependent on parents, what was parents' combined income for 2008?  ____________ 
  Father $ __________  Mother $ ____________ 

 
If applicant is married, what is expected combined income for 2009? ____________ 
  Applicant $ ____________ Spouse $ ____________ 
 

EDUCATIONAL EXPERIENCE 
 

High School: _____________________________________________________ Years attended: ___________ 

Special courses and/or higher education, if any:  _________________________________________________ 

________________________________________________________________________________________ 

Are you currently enrolled in the RNStat Program? ______  What field are you interested? ________________ 

Have you applied to a college or university, if so where? ___________________________________________ 

Have you been accepted to the college or university? ____________ 

Have you been accepted into the clinical portion of your field of study? ____________ 

Name of School: __________________________________________________________________________ 

Address of School: ________________________________________________________________________ 

Work Experience 

Dates  
(To & From) 

Employer Name, Address & Phone # Position Title 

   

   



                          (Pg. 1 of 2) 

***Please attach ORIGINAL SEALED transcripts to this application. Transcripts must 
show cumulative GPA. If you will not have your grades by the submission date, please 
call  Denise Ferguson at (301) 645-0554.*** 

 

References 

Name Address & Telephone # Occupation # Years 
Acquainted 

    

    

 

In your own words, please state below your reasons for desiring or needing this scholarship: 
 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________   

By signing below, I grant permission for my school/college to release information about my 
academic standing to the Scholarship Committee (i.e., grades or GPA). 

 
Signature: ____________________________________________________________  Date: _____________ 
 
Parent's Signature: _____________________________________________________  Date: _____________ 
                                           (*Required if applicant is under 18 at time of application) 
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