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2026 WEST VIRGINIA HEALTH CARE FOUNDATION SCHOLARSHIP PROGRAM
EDUCATIONAL INSTITUTION FORM

APPLICANT: Please complete this box, sign the release of your records and give this form to your dean or program officer

School Name: _________________________________________________________________________________________________

Dean or Program Director’s Name and Title: _________________________________________________________________
   
Student’s Full Name: __________________________________________________________________________________________

Student’s Address: ____________________________________________________________________________________________

Student’s Telephone: __________________________     Student’s email: ___________________________________________

I, the undersigned, do hereby authorize the release of all education records at the above named school 
to the West Virginia Health Care Foundation, Inc.

Signed: _____________________________________                                         Date: ___________________________
           		Student’s signature

Dean or Program Officer:

1. Is the above-named student currently enrolled and in good academic standing at your school?   Yes: ___   No: ___      

2. Do you know of any reason why the applicant will not be able to complete his or her education?   Yes: ___   No___

Reason: ____________________________________________________________________________________________
		
3. Do you recommend this applicant for a scholarship? Yes: ___   No: ___      

4.  Does the applicant possess any special assets that should be noted?  If yes, please describe.

______________________________________________________________________________________________________


______________________________________________________       ______________________________________________________
		Dean or Program Officer Signature							Institutional Address

______________________________________________________       ______________________________________________________
	Typed or printed name and title			City/State/Zip Code

______________________________________________________       ______________________________________________________
	Email address					                Telephone + extension 

School Official: Please mail or email this form to: 
Scholarships
West Virginia Health Care Foundation
332 6th Ave, South Charleston, WV 25303
scholarships@wvhca.org
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