
Healthcare Human Resources Association of Minnesota Scholarship 

(Please Print or Type) 

Name: 
-------------------------------

Address: _____________________________ _ 

City, State and Zip: __________________________ _ 

Phone: ____________ Email: ________________ _ 

E-mail Address:
----------------------------

Please Check One: HHRAM Member: 

HHRAM Member's Dependent Child: __ 

HHRAM Member's Co-worker: 

Undergraduate Information: 

Schools Attended Year(s) 

Current Academic Information: Junior: Senior: 

# of Credits or Degree Received 

Post-Graduate: 

School or Program Attending: _____________________ _ 

Degree or Certification Pursuing: _____________________ _ 

Expected Graduation/Completion Date: __________________ _ 
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