
MENNONITE HEALTH SERVICES ALLIANCE


Miller-Erb Nursing Development Fund

Application Form
• Please complete:.
	Name
	     
	Date
	     

	
	
	
	

	Address
	     
	Phone
	     


Education Information (Start with current or most recent.)
	Schools Attended & Location (post High School)
	Date Attended
	Date Graduated
	Degree

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Work Experience (Start with current or most recent.)
	Employer
	Address

	     
	     

	     
	     

	     
	     


Church Membership:
Congregation:                                                                                                                                                         
Address:                                                                                                                                                                  
Church activities and involvements:


     

Community/Professional activities and involvements:


     
Briefly describe your proposed study or project:

     
Proposed dates of study or project:                                                                                                             

     
Amount of funds requested for study or project:  $                                                                                        
Estimated cost of study/project
	
	Expenses
	
	Resources
	

	
	Living expenses
	     
	Personal savings
	     

	
	Transportation
	     
	Grants/Stipends
	     

	
	Tuition
	     
	Other
	     

	
	Books, material
	     
	Other sponsors
	     

	
	Other living costs
	     
	Miller-Erb funds requested
	     

	
	Total Estimated Costs
	     
	Total Projected Income
	     


Summarize your plans for employment and/or service following completion of the study/project:

     
References:  Please list the four persons whom you have asked to supply references.  Include one academic professor and one pastor or spiritual mentor.

	Name
	Address
	Position

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Additional information or comments:

     
Deadline for application and all supporting documents is MAY 15.
RETURN TO:



Mennonite Health Services Alliance

Attn:  Deloris Rhodes

1112 North Main Street

Goshen, IN 46528
PHONE: 574-534-9689

FAX: 574-534-3254





EMAIL:  deloris@mhsonline.org

I hereby give permission for the Miller-Erb Nursing Development Fund Allocation Committee to obtain references from above educational programs, employers and references named herein and to confirm any other information provided.
	Signature:
	     
	Date:
	     

	Phone:
	     
	FAX:
	     


