BOONE COUNTY MEDICAL SOCIETY SCHOLARSHIP

P.O. Box 1028
Jefferson City, MO 65102
SCHOLARSHIP APPLICATION 
(Presented by Boone County Medical Society and Missouri State Medical Association)

Name ____________________________________________________________

School Year Address ________________________________________________
Home Address           ________________________________________________



____________________________________________
Daytime Telephone ______________________ e-mail______________________
EDUCATION

	            School
	   Location                        
	 Attendance
	   Degree
	   GPA
	       Notes

	
	
	From           
	  To
	
	
	

	High School
	
	
	
	
	
	

	College
	
	
	
	
	
	

	College
	
	
	
	
	
	

	Med. School
	
	
	
	
	
	


EMPLOYMENT

	          Company
	  Location
	     From
	      To
	      Position
	         Duties

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please answer the following questions. (Use additional sheets, if desired)
1. What are your goals in the healthcare field?
2. What role in organized medicine have you had?

3. How would you spend the $2,000 scholarship?

4. What volunteer activities have you participated in while in medical school?

Please name three character references, their address, telephone number and email address.  

1.

2.

3.

I certify that the above statements are true to the best of my knowledge.  I would be available to meet with the BCMS Scholarship Committee for a personal interview if it was deemed necessary.






Signature _____________________________






Date________________
Submit 
· Application 

· Letter of support from the Dean of Students or other appropriate medical school official 
· Two letters of recommendation 
· Photo

TO:   Boone County Medical Society  
P.O. Box 1028 Jefferson City, MO 65102 
Or via email to: bcms@socket.net

Application Period:  June 1-September 1
