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Today’s Date:________      Candidate:

Name________________________________
Present Address ________________________
_____________________________________

_________________________ Phone ______
Permanent Address______________________
______________________________________
________________________Phone _______
Social security number __________________
Date of birth (optional) __________________
E-mail address:
_____________________________________

 Program applied for:

Full Time Unit  (11 Weeks)
_ Winter    _ Spring     _ Summer     _ Fall

Extended Unit  (Part-time, 20 weeks or longer)
_ fall start     _ winter start     _ spring start

Residency Applicants:
Residencies are automatically stipended and there is a
health insurance option. This form is only to be
submitted by extended and full-time student applicants.

 

Your current employment status (include student work-study as employment):
_Full time employed _Part time employed _Not currently employed

Employer business name:
Employer address/phone number:
Supervisor name:

Annual Household income (include income from other household members):
_$40,000 and up            _$30-$40,000
_$20-$30,000 _$10-20,000 _under $10,000

Do you have dependent family members?
_No 
_ Yes  (please indicate how many, excluding yourself): ______
Please describe: ______________________________________

Are you currently a student elsewhere?
_ No 
_Yes 
Please describe: ______________________________________

Are you in a school or congregation which might provide partial or full coverage of your HealthCare Chaplaincy
tuition?
_No 
_Yes 
If yes, please provide a name and phone number for the person at your school or other organization, whom we may
contact to ask about partial or full coverage of your HealthCare Chaplaincy tuition:
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Applicant name: __________________________

Please give a brief description of your current financial situation, including monthly expenses and any special
circumstances which you would like The HealthCare Chaplaincy to consider as you are evaluated for financial aid:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

This form must be updated and re-submitted for EACH unit of CPE for which you request financial aid.

Financial aid funds are limited and granted on a first-come, first-served basis.
No requests will be considered for  a CPE unit after it has begun.

This completed form must be submitted to the Registrar/Program Administrator, using the contact
information below. 

The HealthCare Chaplaincy does not discriminate in its admissions and financial aid decisions on the basis of
race, color, religion, gender, sexual orientation, national origin, age, marital status, or disability.


