
West Central Georgia Medical Managers Association 
Award 

 
The eligibility requirements are as follows:  
(1) Must be enrolled in any allied health program 
(2) Must be a U.S. citizen 
(3) Must maintain a minimum GPA of 3.0 on a 4.0 scale 
(4) Must maintain a 2.0 work ethics grade 
(5) Must be enrolled in a minimum of eight hours per semester 
 
The monetary award will be designated for testing fees, uniforms, supplies, and 
insurance. 
 
Name __________________________________________________________________ 
 
Address ________________________________________________________________ 
 
Home Telephone _______________________   Work ____________________________ 
 
U.S. Citizen   Yes  No 
 
Employment Status  Yes  No 
 
If yes, number of hours worked per week ____________________ 
 
Address ________________________________________________________________ 
 
Telephone _______________________________________________________________ 
 
Program Area ____________________ 
 
Grade Point Average ____________________ 
 
Marital Status:  Single  Married Separated Divorced 
 
Number of persons in immediate family ____________________ 
 
Number of dependents (those of whom you provide 50% or more support) ___________ 
 
College attended ____________________      Semesters attended___________________ 
 
Anticipated graduation date ____________________ 
 



Awards, grants or scholarships received while attending college (include PELL and 
HOPE information)._______________________________________________________ 
 
Please describe your desired medical career path, financial situation, why you are 
applying for this award, and how you will benefit. 
 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

By signing this application, I acknowledge that the information provided is true and 
complete to the best of my knowledge.  I understand that this application will be given 
every consideration, but is not a guarantee that I will receive the award. 
 

Signature of applicant: _____________________________________________________ 

Date:    ____________________ 

 


