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FINANCIAL NEED FORM

WEST VIRGINIA HEALTH CARE FOUNDATION
SCHOLARSHIP PROGRAM

Financial need is one need-based criteria for scholarships of $1,500 or more. Those wishing to be considered for these scholarships must complete this Financial Need Form.


Applicant’s Name: ____________________________________________________________

· I am using estimated numbers for 2024.
· I am using estimated numbers for 2025.
· I am using W-2 forms for 2024.
· I am using W-2 forms for 2025.
· Other: ________________________________________________________________


Please fill in the answers in the appropriate column going down the page.


1. Wages and salaries (This number can be found on your W-2 form):	____________
2. Other sources of income:
a. Dividends over $500	____________
b. Interest over $500	____________
c. Alimony	____________
d. Child Support	____________
e. Rentals	____________
f. Business	____________
g. Other	____________


3. The total number of dependents in your household:              	____________

4. Applicant’s occupation:    ________________________________________________


5. List other sources of financial aid and amounts which you have been awarded. (scholarships, loans, etc.)__________________________________________ ______________________________________________________________         ______________________________________________________________

6. Applicant’s current marital status: 

      ___single ___married ___separated ___divorced __widowed


In the space below, please describe why you should be considered for a need based scholarship.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


Certification: I certify that all the information on this form is true and complete to the best of my knowledge. If asked by any authorized official of the West Virginia Health Care Foundation, I agree to give documentation to support the information provided on this form. I realize that failure to comply with a request for further information may prevent the receipt or cause the withdrawal of financial aid if a scholarship has been awarded to me.


Applicant’s name_______________________________        
				(Type or print)
Applicant’s signature____________________________       Date _________________

	

Please mail or email complete application materials before May 1, 2026, directly to:

Scholarships
West Virginia Health Care Foundation 
332 6th Ave, South Charleston, WV 25303
Email: scholarships@wvhca.org
Telephone: 304-346-4575  
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