NEW YORK STATE ACADEMY OF FAMILY PHYSICIANS

260 Osborne Road

Albany, NY 12211

Phone:(518) 489-8945 or 800-822-0700 (in state only)

518-489-8961 (Fax)
HIGH SCHOOL SCHOLARSHIP APPLICATION

Open only to high school seniors who are considering a career in Family Medicine.  This application must include a written letter by the applicant stating why he/she wants to be a Family Physician, a letter of recommendation from his/her high school counselor, a copy of high school transcript and a nomination from a Family Physician who is a member of the New York State Academy of Family Physicians.   All applications and recommendations must be received at the above address no later than March  20, 2012.

Please Type or Print Clearly

Student's Name: ____________________________________ Age: _______________

Address: ___________________________________________________ Phone: _________________

City: _____________________________ State: _________   Zip code: ____________

Student’s E-Mail:_______________________________________________________
High School: ____________________________________________________________

Address: _________________________________________ Phone: _______________

City: _____________________________ State: __________   Zipcode: _____________

Grade Point Average as at Jan. 2012: _______________________

Please list school and community leadership involvement (Class Officer, Clubs, Sports, Volunteer Work, Community Work, etc.)

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Colleges/Universities Applied To: ___________________________________________ _______________________________________________________________________

College/University you plan to attend: ________________________________________________

Have you received acceptance? ______________________________________________________

Name of High School Counselor: _____________________________________________________

Counselor's Signature: ____________________________________________________

A LETTER OF RECOMMENDATION FROM HIGH SCHOOL COUNSELOR MUST ACCOMPANY THIS APPLICATION.

Where do you hope to practice medicine:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Has any one person influenced your desire to be a Family Physician?

_______________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Are any members of your family involved in the field of medicine?

If "yes", please list:

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Father's Name:




Occupation: __________________

Mother's Name:




Occupation:





Applicant's Signature: __________









Date:













Nomination by a Family Physician (who is a member of the New York State Academy of Family Physicians*). Nominating Physician should note some type of discussion with the applicant regarding what it is to be a Family Physician.

Physician's Name: 











Physician’s AAFP Membership Number*:____________________________________

Physician’s Address:











City:




State:


Zip code:




Phone Number:



____________

Statement of Nomination:











































































Physician's Signature:










Please feel free to contact the NYSAFP Office if you have questions or require additional information (518) 489-8945 or 800-822-0700 (in state only)
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