National Black Nurses Association, Inc. Application for Scholarship
Please Type or Print in Ink

Name
First Middle Last
Daytime Ph: Fax: Email:
Current Address:
City State Zip Code
Social Security No:
Place of Employment and/or Spouse $
Yourself
$
Spouse

NBNA Member Chapter:

Head of Household: Father ] Mother ] Self ] Other ] OTHERS YOU SUPPORT

Name Relationship Age School/Place Employment

Do you currently hold a Nursing License? Yes__ No___ If yes: License Number: State

Anticipate Source of Income: i.e., Family, Scholarship, Grant, Loans, Veterans Benefits, Etc. List:

Current School of Nursing Enroliment:

Name

Address:

City State Zip Code
Dean/Director School Phone No.( )

Classification: Expected Graduation Date Advisor

Extracurricular/Community Activities (List)




NBNA Student Member: Yes No chapter

| hereby affirm that all the information provided is true. Any false statement will forfeit the award.

Signature Date

[You may attach a continuation sheet if necessary]
Please mail application and supporting documentation to:

NATIONAL BLACK NURSES ASSOCIATION
Scholarship Committee
8630 Fenton Street, Suite 330
Silver Spring, MD 20910



