
 

 

 

 

 
 

 

Scholarship Grant Application 

FACULTY REFERENCE 

 

 

 

Applicant’s Name:  _________________________________________________________ 

 

Applicant’s Signature: _________________________________________________________ 

 

 

 

I hereby certify that the above applicant is enrolled at our school as stated in this application and is in 

good academic standing. 

 

 

____________________________________________________  _____________________ 

Program Director or Academic Advisor   Date 

 

 

Comments: 

 

 

 

 

 

 

 

 

 

 

Program Director or Academic Advisor:  Please email/scan or mail this form directly to: 

Email: LMK@WSMA.org 

Fax: 206-441-5863 

 

Mail:  

SCMS Scholarship Committee 

1215 Fourth Ave. Suite 1901, Seattle, WA 98161 

www.SnohomishMedical.org |  2024 Resident Grant App and Guidelines 
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