RUSH MEMORIAL HOSPITAL FOUNDATION

SCHOLARSHIP REIMBURSEMENT APPLICATION

Rush Memorial Hospital Foundation, Inc. (“Foundation”) requests this information for processing your application to participate in the Scholarship Reimbursement Program.  No person outside the Foundation will be provided with this information.  If you fail to provide the necessary information, the Foundation will be unable to process your application.

Background Information:

Name:
____________________

Department: _____________________

Address: __________________


Position: ________________________


  ____________________

Work Phone: ____________________


  ____________________

Employment Date: ________________

Social Security Number: ___________________

Date of Birth: _________________

Average number of hours worked per week: ____________________________

Educational Institution: _________________________________________

Address of Institution: __________________________________________




____________________________________________

Degree/Certification sought: ______________________________________

If Master’s Degree, please specify field of study: ______________________

Beginning date of education program: ______________________________

Expected duration of education program: ____________________________

Are you receiving tuition assistance from other sources:  _____Yes ______ No

If yes, specify the source: ________________________________________

Amount of additional assistance received: ___________________________

Information concerning course(s) for which reimbursement is sought:
Course 1 Title: ____________________________________________________

Credit Hours: _______________



Tuition for course: ________________

Estimated Course Fees: ______________

Estimated cost of books or other required materials for course: _____________

Briefly explain how course work or certification is directly related or relevant to your current position:___________________________________________________________________________________________________________________________________________________
Course 2 Title: ____________________________________________________

Credit Hours: _______________



Tuition for course: ________________

Estimated Course Fees: ______________

Estimated cost of books or other required materials for course: _____________

Briefly explain how course work or certification is directly related or relevant to your current position:___________________________________________________________________________________________________________________________________________________

Course 3 Title: ____________________________________________________

Credit Hours: _______________



Tuition for course: ________________

Estimated Course Fees: ______________

Estimated Cost of books or other required materials for course: _____________

Briefly explain how course work or certification is directly related or relevant to your current position:___________________________________________________________________________________________________________________________________________________

Supervisor’s verification that course(s) will be beneficial to the ongoing operations of RMH.
Name: ______________________
Signature: ___________________________________
Department: _________________


If reimbursement has been previously provided for other courses, please complete:
Course Title: ______________________________________________________

Date of reimbursement: _______________________

Amount of reimbursement: _____________________

Course Title: ______________________________________________________

Date of reimbursement: _______________________

Amount of reimbursement: _____________________

Course Title: ______________________________________________________

Date of reimbursement: _______________________

Amount of reimbursement: _____________________

* Provide an official transcript, with school name and student ID number, describing courses above and grade received.
I certify that the above information is correct.  I hereby grant Rush Memorial Hospital Foundation, Inc., permission to verify this information with officials of the education institution listed above.  I further certify that my primary purpose in taking these courses is to improve my professional standing and not to meet continuing education or relicensure requirements.

_____________________________


__________________

Signature of Applicant




Date

*** Please return completed application, essay, and transcript to:

 Rush Memorial Hospital Foundation, Inc. 
1300 North Main Street, P.O. Box 215

 Rushville, Indiana 46173
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