FROM: 
Cathy Tasman, Scholarship Chair

Elsa Barton Educational Scholarship Fund

American Psychiatric Association Alliance

TO:

Physicians, organizations, educators and persons



concerned with physicians’ health issues and the 



well being of physicians’ families.

RE:  

Elsa Barton Scholarship: a post secondary educational



scholarship for immediate family members of impaired, 

disabled or deceased physicians.

Please announce, post and distribute this request for applicants:

Scholarship applications are now available for the 2008 – 2009 Elsa Barton Educational Scholarship Fund.

The completed application must be received at the APAA office no later than 

April 15, 2008.

The purpose of the fund is to provide financial assistance for the post secondary educational needs of a spouse/partner or dependent of an impaired, disabled or deceased physician who is unable to provide family income. The spouse, partner, widow or child should exhibit a need for additional financial resources in acquiring 

a post secondary education or vocational training.

All information will remain strictly confidential.

Applications and additional information may be obtained from:

APA Alliance website    www.ApaAlliance.org

Angela Poblocki, Executive Director, APA Alliance, 

P.O. Box 285, N. Boston, NY 14110

Telephone: (703) 907-7304

E-mail:  GOTOBUTTON BM_2_ ang3689@aol.com
Tax deductible charitable donations payable to the “APAA Elsa Barton Scholarship Fund” may be sent to the APA Alliance, address above.

American Psychiatric Association members may now include a contribution to the APAA Elsa Barton Scholarship Fund when completing his/her dues statement.

ELSA BARTON SCHOLARSHIP APPLICATION

American Psychiatric Association Alliance

Completed Application to be received
on or before April 15, 2008
(Please print or type.  Complete both sides of application)

Name of Applicant ______________________________________________________________




Last



First



MI

Permanent Address  _____________________________________________________________



          Street  


                  _______________________________________________________________



          City


   State

Zip                  E-mail address

Telephone: Home (       )_______________________   Work (       )_______________________

Birth date: ____________________   SS# __________________   Marital Status: S   M   W   D

Ages of dependent children, or if a dependent, give name of parents below.  Include address/ telephone if different from above:__________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

If college applicant is a high school senior complete the following:

_____________________________________________________________________________

   High School




Street Address

_____________________________________________________________________________

   City


State

Zip

   Current grade
   GPA
     Telephone

Name, address and telephone of college(s)/institution(s) which you attend or to which you have applied:_______________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Accepted in program:   Yes   No      Acceptance notification date(s):_______________________

Circle one:   undergraduate
postgraduate
   full-time
part-time

Year in college/program ________________   Expected graduation date ___________________ 

Major GPA ________ Cumulative GPA __________   Degree/certificate __________________

Previous degrees/certifications:____________________________________________________

_____________________________________________________________________________

Current employment (including work/study) Circle one: full-time     part-time       not employed

   employed now, but not when in school       Hours per week_________   Salary ____________

Job description:________________________________________________________________

_____________________________________________________________________________  Place of employment____________________________________________________________

____________________________________________________________(      )_____________

   Street



   
City

State
Zip

Phone

Supervisor/employer____________________________________________________________




Name






Phone

Continued on reverse
Name of physician, spouse, parent or guardian who is impaired, disabled or deceased:

______________________________________________________________________________

Name




Relationship

APA Membership # if applicable

______________________________________________________________(___) ___________

    Street  Address




State/zip 



Phone



His/her medical specialty and present occupation:  _____________________________________

Is he/she presently receiving disability?  Yes   No   Disability insurance identification number:  ______________________________________________________________________________

Names of disability insurance carriers

______________________________________________________________________________

   City



State

Zip


Phone

If yes, state the amount and for how long a period:____________________________________


____________________________________________
______________________

   Signature








  
 Date




Application must be received by April 15, 2008
Mail completed application with listed requirements to:

Elsa Barton Scholarship 

American Psychiatric Association Alliance

P.O. Box 285

N. Boston, NY 14110

For inquiries regarding the scholarship application process, additional applications and brochures for the APAA Elsa Barton Scholarship Fund contact:  

Angela Poblocki, Executive Director,

APA Alliance, P.O. Box 285, N. Boston, NY 14110

APAA Telephone: (703) 907-7304, E-mail:  GOTOBUTTON BM_4_ ang3689@aol.com
American Psychiatric Association Alliance website:  www.ApaAlliance.org


The above application must be accompanied with: 


A brief statement (300 words or less) written by the applicant. Include professional/vocational goals, explanation of your financial situation, amount of funding needed and purpose.  List financial aid or scholarships or aid which you receive or will be receiving;  


Verification of financial need: CSS Financial Aid Profile, or FAFSA, and applicant’s Federal Income Tax returns for years 2006 and 2007.  If applicant is a child of a physician, also include copies of both parents’ Federal Income Tax Returns for years 2006 and 2007;


Proof of physician’s inability to practice or a death certificate; 


Applicant’s relevant high school, university or course of study transcripts.





Completed Application Deadline:  April 15, 2008


Please attach additional paper if needed.


All information provided will be kept strictly confidential








