
 Name: _____________________________________

Nurse Practitioner Healthcare Foundation
Improving Health Status and Quality of Care through Nurse Practitioner Innovations

1. Applicant:
Name _____________________________________________________________________________
 First MI Last Degree/Certification
Mailing Address for All Correspondence:
 __________________________________________________________________________________
 __________________________________________________________________________________
 __________________________________________________________________________________

 City State Zip Code

Social Security #  _____ - ____ - __________
Day Phone ( ______ ) ______ - __________ Evening Phone  ( ______ ) ______ - __________
Cell Phone ( ______ ) ______ - __________ E-mail __________________________________

2. Status:   Student  Practicing Nurse Practitioner
 Complete only the section that relates to your status, student or practicing NP.

3. Student:
• Name of Educational Program ________________________________________________________
 School/College of Nursing ___________________________________________________________
 Address of Program ________________________________________________________________
 _________________________________________________________________________________
 _________________________________________________________________________________

 City State Zip Code
 Name of Program Director ___________________________________________________________
 Year of Entry into Program ___________________________________________________________
   Full-time   Part-time (number of credit hours) _______
 Expected Date of Completion _________________________________________________________

• NP Program Specialty
  Acute Care NP  Geriatric NP  Psych/Mental Health NP
  Adult NP  Neonatal NP  Women’s Health NP
  Family NP  Pediatric NP  Other ____________________________

• Program Leads to Advanced Degree of (check one)
  Master of Science in Nursing (MSN or MS)  Doctor of Nursing Practice (DNP)
  Master of Nursing (MN)  Doctor of Nursing (DN)
  Master of Arts (MA)  Other ____________________________

Applicant Identification Information

2009 NPHF/AstraZeneca Diversity Scholarships Program



 Name: _____________________________________

Nurse Practitioner Healthcare Foundation
Improving Health Status and Quality of Care through Nurse Practitioner Innovations

• Program of Study/Transcript
 Submit one (1) copy of your NP program of study, showing all required graduate courses. 
 Submit one (1) copy of an official transcript.  If an official transcript is not available,  
 a printed grade report signed by your program director is acceptable.

• Program Director Reference
 Have the Director of your NP program complete the Program Director Verification Form.

• Professional Reference
 Include two references          

• Abbreviated CV: Attach curriculum vitae using the Abbreviated CV Format.

• In projects where an Institutional Review Board (IRB) is required, include a copy of the  
 IRB approval.

4. Practicing Nurse Practitioners:
• Area of Practice ____________________________________________________________________
 Name of Practice ___________________________________________________________________
 Address of Practice _________________________________________________________________
  _________________________________________________________________________________
  _________________________________________________________________________________

 City State Zip Code

• Professional Reference
 Include two references, one from a supervisor and the second from a peer.
 Please use the NPHF Reference Form.

• Abbreviated CV: Attach curriculum vitae using the Abbreviated CV Format.

• Letter of support from institution, clinic, or agency where project is performed.  
 Needs to include title of project, your name, and relate an understanding of your project.

• In projects where an Institutional Review Board (IRB) is required, include a copy of the  
 IRB approval.

2009 NPHF/AstraZeneca Diversity Scholarships Program

from a supervisor or instructor. Please use the NPHF Reference Form.
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