SCHOLARSHIP APPLICATION FORM

2026 WEST VIRGINIA HEALTH CARE FOUNDATION 
SCHOLARSHIP PROGRAM

To be considered, employees must be CURRENTLY working in a long-term care facility or a long-term care company that is a member of the West Virginia Health Care Association. 
The applicant must have been employed there for at least one year by May 1, 2026 and must be working for a member facility when the scholarship award is made in September. 
The application must be typewritten or completed on a computer.

____ New applicant 
____ Renewing applicant:                 In what years did you receive a scholarship? __________

Full Name: __________________________________________________________________

Permanent Address: ____________________________________________________________

Phone #: _______________ Work Phone #:__________   Email:_________________________

Place of Employment: __________________________________City______________________

Current Position: __________________________   Beginning Date of Employment__________

How long have you been employed in long term care? __________________________________ 

Please list any previous places of employment in long-term care.
1. Facility Name                                 2    Date: From - To              3 Position Held

1. ____________________________________________________________________________

2. ____________________________________________________________________________

3. ____________________________________________________________________________

Please check the appropriate space for your educational status:
__ Applied for admission to an educational institution  
__ Have been admitted to an educational institution
__ Currently enrolled in an educational institution

Name of School/Institution: _______________________________________________________

Name of Dean or Program Director: ________________________________________________

Telephone:_______________     Email for Dean/Program Director:________________________

School Address: ________________________________________________________________
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Field of Study: _________________________________________________________________

Degree(s) held: _________________________________________________________________  

Degree(s) sought: _______________________________________________________________

Are you licensed or certified as a 
CNA__    LPN __    RN__     Social Worker__     Dietician__     Other__________

If licensed, please provide your license number________________________     

Please limit your answers to 6 lines in length. 

1. What keeps you working in long term care?



2. Tell us about your educational background and work experience.




3. Are you currently receiving any other scholarships or financial aid? Please give the amount and the source of the aid. (You will still be eligible for the scholarship).



4. Please list any recognitions, awards or certifications you have received.





I certify that all of the statements above are true and correct. I understand that false statements on this application may be cause for disqualification.

Date____________     Signature_______________________________________




