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Application for Educational Assistance

Name: _____________________________________________      SS#: ________________________

Address: _________________________________  City: ______________ State: ______Zip: _______

Years at Current Address: ________

Years of residence in Taylor County: __________

Phone number: ____________________________
Date of Birth: __________________ 


Are you a present or former DMH employee or volunteer? _________ If yes, indicate position and dates of service: ____________________________________________________________________________

	Education

	Name and Location of School
	Course of Study Completed
	Year Graduated
	Grade Point Average

	
	
	
	

	
	
	
	

	
	
	
	


List any Extracurricular Activities:  __________________________________________________________

Program you are applying for: ____________________ School: ______________   Location: ____________

Have you applied to the program? __________  Have you been accepted? ___________

Length of Program: __________  Tuition Costs: __________

Professional or Academic References (List Two)

Name: ____________________________  Address: ________________________ Phone: ___________

Name: ____________________________  Address: ________________________ Phone: ___________
I hereby authorize any person, firm, organization, or entity to divulge and release, whether in writing or by verbal communication, information to DMH's authorized personnel concerning my background, including, but not limited to a criminal background check, employment record, and academic record. I understand that making false statements on this application will make me ineligible for this program. 

Applicant's Signature: ___________________________________ 

Date: ______________________
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