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THE HOSPITAL AUXILIARY HEALTHCARE SCHOLARSHIP APPLICATION FORM 

APPLICANT INFORMATION 

Applicant name _______________________________________________________________ 

Mailing address _______________________________________________________________ 

City ___________________________________ State __________ Zip  ___________________ 

Mobile phone ________________________ Home phone _____________________________ 

Email address _________________________________________________________________ 

RelaƟonship to employee (self, dependent child, spouse) ______________________________ 

Previous Hospital Auxiliary scholarship recipient (yes, no) _______ If yes, please list years and 

amounts awarded ______________________________________________________________ 

HILTON HEAD REGIONAL HEALTHCARE EMPLOYEE INFORMATION 

Name of employee _____________________________________________________________ 

Work locaƟon _________________________________________________________________ 

Department ____________________________ PosiƟon _______________________________ 

DuraƟon of employment at Hilton Head Regional Healthcare ___________________________ 

EDUCATIONAL INSTITUTION INFORMATION 

EducaƟonal insƟtuƟon to receive scholarship ________________________________________ 

City ___________________________________ State ___________ Zip ___________________ 

Program of study ________________________ Degree sought __________________________ 

DuraƟon of program (years) ______ Years completed ______ Year of GraduaƟon ____________ 

GPA (if you are beginning your post-HS educaƟon, use your HS GPA) ______________________ 

Applicants are required to read the following and sign the applicaƟon. 

I cerƟfy that all informaƟon in this applicaƟon and aƩachments is complete and accurate to the 
best of my knowledge.  Permission is given to The Hospital Auxiliary and its agents to verify any 
informaƟon in this applicaƟon and aƩachments.  If I am awarded the scholarship, I understand 
that I am responsible for all tax related implicaƟons.  My FAFSA informaƟon may be reviewed by 
The Hospital Auxiliary during the applicaƟon evaluaƟon process.  I understand that this form is 
one of three documents required and have read the instrucƟons for other requirements. 

 

Signature ____________________________________________ Date _____________________ 


