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FACILITY ADMINISTRATOR or CORPORATE EXECUTIVE FORM
2026 WEST VIRGINIA HEALTH CARE FOUNDATION SCHOLARSHIP PROGRAM

APPLICANT: Please complete this box give this form to your administrator/executive

Facility/Company: ____________________________________________________________________________________________

Facility Address: ______________________________________________________________________________________________

Administrator/Executive: ___________________________________   Email _________________________________________
   
Applicant’s Name: ____________________________________________________________________________________________

Beginning Date of Employment___________________________    		Full-Time _____  Part-Time ______     


ADMINISTRATOR/EXECUTIVE:

1. Is this applicant currently employed in your facility or by your company?  Yes: ___   No: ___

2. Has the applicant been employed at your facility/company for more than one year?  Yes: ___   No: ___
 
3. How long have you known the applicant?  ________________________________________________ 
	In what specific capacities? __________________________________________________________

4. Does the applicant possess any special assets that should be considered by the scholarship committee?  
	Yes________  No___________  If yes, please explain on attached Additional Information Form.

5. How does the applicant’s commitment to long term care compare with that of other employees?                                    Excellent ______      Better than Average ______     Average   _______     Poor _______
												
6. Based on your knowledge of this applicant, do you recommend this applicant for a scholarship?
      I highly recommend this applicant __________	I cannot recommend this applicant _____________
      I have a reservation about recommending this applicant _________ (Please explain on attached sheet) 										
7. Should this applicant be considered for a larger, need based scholarship?  	Yes: ____   No: ____      
	If yes, what special circumstances exist? (Please explain on a separate sheet)

8.  Additional information about this applicant is included on the attached sheet. Yes__ No __

______________________________________________________       ______________________________________________________
		Administrator/Executive Signature						Typed or printed name and title	


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

This recommendation, for the person whose name appears above, will be used solely for evaluation by the Board of Directors and Officers of the West Virginia Health Care Foundation, Inc.
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