HFMA  MEMBERSHIP  SCHOLARSHIP  
APPLICATION
Name:_______________________________________________________________________________
Employer:____________________________________________________________________________
Company Address:_____________________________________________________________________
Company Phone Number:_______________________
Title:________________________________________________________________________________
Have you ever been a member of HFMA?   ___Yes    ___No    ​If yes, what years: __________________
How many years have you been in the healthcare industry? ________

When was the last HFMA luncheon meeting you attended? _________________________________
Briefly summarize why you are requesting this scholarship

____________________________________________________________________________________
____________________________________________________________________________________

___________________________________________________________________________________
Please provide a copy of your hospital’s policy (or comparable documentation) regarding reimbursement for trade association memberships.  

Does your company currently pay for any association memberships?    ___Yes    ___No
I understand that the deadline to submit my application for this scholarship is April 15.

I understand that if I am awarded this scholarship I would be responsible for $35.00 toward the scholarship and I am expected to serve on one of HFMA’s committees (of my choice) during the duration of the membership year. 

CRITERIA FOR SCHOLARSHIP

Non Student

Provider

Demonstrates Need

Please  fax  to  713.776.1308  or  mail  to  P. O. Box 631206,  Houston,  TX  77263-1206

