BUCYRUS HOSPITAL WOMEN’S AUXILIARY SCHOLARSHIP APPLICATION

DEADLINE: Wednesday, April 17, 2026   - Delivered to the High School Guidance Counselor by this date.
Bucyrus City School District, Colonel Crawford School District, Buckeye Central School District or Wynford School District,

DATE: ___________________________________________________________________________________________
APPLICANT NAME: ________________________________________________________________________________
HOME ADDRESS: _________________________________________________________________________________
_________________________________________________________________________________________________
PHONE NUMBER:   HOME_____________________________________CELL _________________________________
EMAIL: __________________________________________________________________________________________
DATE OF BIRTH: __________________________________________________________________________________
CHOICE OF MEDICAL/DENTAL, ALLIED MEDICAL/DENTAL CAREER: ______________________________________
EXPERIENCE IN YOUR CHOSEN ALLIED MEDICAL/DENTAL FIELD: _______________________________________
           PAID EMPLOYEE: ____YES ____ NO                                VOLUNTEER: ____ YES   _____NO    
AT BUCYRUS COMMUNUITY HOSPITAL?  _____ YES   _____ NO
IF NOT, AT WHAT LOCATION _______________________________________________________________________
DATE OF VOUNTEER SERVICE/EMPLOYMENT: ________________________________________________________
HIGH SCHOOL ATTENDED _________________________________________________________________________
YEARS ATTENDED _______________________________________________________________________________                           
LIST ORGANIZATIONS IN WHICH YOU HAVE BEEN INVOLVED (SCHOOL, CHURCH, ETC) AND ANY OFFICES OR AWARDS HELD OR RECEIVED (You may use a separate sheet if necessary):  _________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

LIST OF EMPLOYERS                                                  DATE OF EMPLOYMENT                     WEEKLY GROSS INCOME

_____________________________________            ______________________                   ______________________

_____________________________________            ______________________                   ______________________

AMOUNT OF PERSONAL SAVINGS TO FURTHUR YOUR EDUCATION: (Must be filled out even if zero) ____________


	
DEADLINE: Wednesday, April 17, 2026   - Delivered to the High School Guidance Counselor by this date.

NAME AND AMOUNT FROM ANY INDIVIDUAL/ORGANIZATION CONTRIBUTING TO YOU FINANCIALLY DURING THE NEXT YEAR.  INCLUDING SCHOLARAHIPS, GRANTS, LOANS, INERITANCE AND/OR GIFTS.
(Must be completed, even if nothing):  __________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

TO WHICH UNIVERSITIES HAVEYOU BEEN ACCEPTED? ________________________________________________
_________________________________________________________________________________________________

WHERE DO YOU PLAN TO ATTEND? _________________________________________________________________
ANTICIPATED COST TO COMPLETE YOUR DEGREE AT THIS UNIVERSITY_________________________________
_________________________________________________________________________________________________

IF DEPENDENT STUDNT, PLEASE LIST PARENT(S)/GUARDIAN(s)
FATHER’S NAME, ADDRESS ________________________________________________________________________
MOTHER’S NAME, ADDRESS _______________________________________________________________________
GUARDIAN’S NAME, ADDRESS ______________________________________________________________________
TOTAL OF PARENT(S)/GUARDIAN’S GROSS ANNUAL INCOME ___________________________________________
THIS INFORMATION IS MANDATORY - WITHOUT IT YOUR APPLICATION WILL BE REJECTED.
NUMBER OF SIBLINGS AND THEIR AGES _____________________________________________________________
NUMBER OF SIBLINGS ENROLLED IN COLLEGE _______________________________________________________

LIST THREE WRITTEN LETTERS OF RECOMMENDATION (PERSONS UNRELATED TO YOU):

NAME				ADDRESS					PHONE

___________________________    _________________________________________    _________________________

___________________________    _________________________________________    _________________________

___________________________    _________________________________________    _________________________

· COMPLETE THE ON-LINE APPLICATION ON THE AVITA HEALTH SYSTEM WEBSITE.
· PRINT OFF COMPLETED APPLICATION
· ATTACH FIRST PAGE OF STUDENT AID REPORT (SAR) FROM THE FASFA.
· ATTACH 3 WRITTEN LETTERS OF RECOMMENDATION OF THE PERSONS LISTED ABOVE TO APPLICATION
· ALL INFORMATION MUST BE COMPLETED OR THE APPLICATION WILL BE REJECTED
· DELIVER APPLICATION, WRITTEN REFERENCES, AND OFFICIAL HIGH SCHOOL TRANSCRIPT TO YOUR HIGH SCHOOL GUIDANCE OFFICE BY THE DEADLINE.  REMEMBER YOUR GUIDANCE COUNCELOR NEEDS TIME TO CHECK YOUR APPLICATION BEFORE THE DEADLINE.
· YOU WILL BE NOTIFIED OF THE SCHOLARSHIP INTERVIEW DATES 

CANDY CHRISTIAN – 419 569 6920   OR   NANCY CLUTTER – 419 689 6301
BUCYRUS HOSPITAL WOMEN’S AUXILIARY SCHOLARSHIP CHAIRS
AGREEMENT

This Agreement made and entered into this _____ day of _______, 20___ by and between the BUCYRUS HOSPITAL WOMEN;S AUXILIARY hereinafter known as the FIRST PARTY and ___________________________hereinafter known as the SECOND PARTY.

WITNESSETH

WHEREAS, the First Party desires to attract qualified medical professionals for the Bucyrus Hospital service, and

WHEREAS, in pursuance of said objective, it has established a scholarship fund for residents of Bucyrus City School District, Colonel Crawford School District, Buckeye Central School District or Wynford School District, to be selected regardless of race, color, creed or sex, who have been accepted into an accredited medical training program or show sincere intent to apply to an accredited medical training program as soon as eligible for such application and who have been chosen by the Scholarship Committee of the Bucyrus Hospital Women’s Auxiliary, and

WHEREAS, the SECOND PARTY qualifies as such a trainee, and has been selected as a recipient of said scholarship as herein provided,

NOW THEREFORE:
1. That the First Party hereby grants unto the Second Party a scholarship of an amount not to exceed $1,000, depending on funds available.
2. This scholarship is granted on a year-to-year basis, but there is no obligation on the part of the First Party to extend an annual scholarship to the Second Party.
3. The Second Party agrees, that in consideration hereof, to attempt to gain employment at Bucyrus Community Hospital for a period of at least one (1) year after graduation from medical training.
4. The Second Party further agrees that, upon failure to complete his/her medical training education, as above provided, the Second Party will repay to the First Party the full amount granted by the First Party within one year following cessation of said training.

IN WITNESS THEREOF, the parties hereto set their hands to duplicates hereof the day and year first above written.

BUCYRUS HOSPITAL WOMEN’S AUXILIARY

__________________________________________
SCHOLARSHIP CHAIR - FIRST PARTY

__________________________________________
SCHOLARSHIP RECIPENT - SECOND PARTY





	
Bucyrus Hospital Women’s Auxiliary Scholarship Interview
(Revised 2/10/2025)

Please be aware that you can expect about a five to ten minute interview and that you can choose to communicate any experience you think may impress the Committee.  This is your interview - Own it!

Suggestions for making a favorable impression during an interview include the following:
1. Shake hands with people interviewing you as you introduce yourself prior to your interview and as you thank them at the close of your interview.
2. Dress “up” conservatively – dress pants or skirt/dress for women or dress pants and buttoned shirt for guys.
3. No gum chewing
4. Maintain eye contact.

Questions you may encounter during your interview include the following:
1.  Why did you choose your particular medical, dental, or allied medical career?
2. Has any particular event or person affected you so significantly that you would like to mention it or him/her?
3. Has any event, academic, athletic, or non-school related affected you significantly in your decision to choose this particular career?
4. Have you done any volunteer work in your particular pre-medical or allied medical field?  Job shadowing is strongly encouraged.
5. What do you see yourself doing in five years? (Or whenever you plan on finishing your education?).  In ten years (or when you see yourself settled in your career?).
6. If you feel that the SAR if the FASFA may inadequately reflect your financial need, you should bring this to our attention during your interview.

Try practicing your interview with a family member or close friend.












TO: Bucyrus Hospital Women’s Auxiliary Scholarship Applicants
        Scholarship Community Members
        Bucyrus Hospital Women’s Auxiliary Executive Board

As of the Bucyrus Hospital Women’s Auxiliary Meeting on 2/7/2005, all Scholarship Recipients are expected to abide by the following regulations:

1. Bucyrus Hospital Women’s Auxiliary Scholarship Applicants -  must be Buckeye Central High School, Bucyrus High School, Colonel Crawford High School, or Wynford High School graduating seniors interested in medical, dental, or allied medical careers.  Applicants must complete the attached application form.  The applicant’s financial needs are highly considered by the Scholarship Committee and the applicant’s parent(s) or guardian(s)’ annual income must be rejected.  The applicant’s grade point average, official school transcripts, and three written letters of recommendations are required.  Each applicant will be interviewed by the Scholarship Committee, composed of one member from each of the school districts.  Applicants will be contacted concerning the date and location (within the hospital) of their interview.   After the interview process is completed, each applicant will be notified promptly in writing of the Committee’s decision.  The application, including three written letters of recommendation and an official high school transcript must be delivered to the high school guidance office by the deadline.  The Scholarship Chair will pick up completed applications from the guidance counselor’s office.

2. Full-Time Student Status – All scholarship recipients are expected to remain full-time students at their respective college(s)/university(ies).

3. Maximum Four Years – Scholarships are potentially renewable for the duration of the student’s allied medical/dental/pre-medical or pre-dental program or to a maximum of 4 years or to $4,000.

4. College/University G.P.A. – All scholarship recipients are expected to maintain a 2.30 minimum G.P.A.

5. Official Transcripts – With the exception of the initial $500 payment, the Scholarship recipient is expected to send an official college transcript before receiving the next $500 payment.  For the first college year, the scholarship recipient will receive the first $500 payment before beginning fall quarter or semester, and he/she will receive the second $500 payment after sending the Scholarship Chair an official transcript of the entire previous academic year fall/winter/spring quarters or fall/spring semesters.  Renewal scholarship applicants will receive their next scholarship payment only after the Scholarship Chair has received their official transcripts and their signed Scholarship Agreements.  Transcripts downloaded from the internet or copies are not official and are unacceptable.

6. Allied Medical/Allied Dental/Pre-Medical/Pre-Dental Careers – As soon as eligible at his/her college or university, the scholarship recipient is expected to apply to his/her intended allied medical/allied dental/pre-medical or pre-dental program.

7. BH Employment – Post-graduation from his/her program the scholarship recipient is encouraged to apply for employment at BCH/Avita Health System.

8. Scholarship Agreement – Before receiving a Bucyrus Hospital Women’s Auxiliary Scholarship, the Scholarship Recipient must sign the Scholarship Agreement form.

Any inquiries should be directed to the Scholarship Chair.

Respectfully submitted by,



Candy Christian
Scholarship Chair
Bucyrus Hospital Women’s Auxiliary
419-569-6920
	
REVISED:  March 2026
