Allied Health Kruse Tuition Assistance Program Application

All information must be typed/printed.

	Date
	     


	Name
	     
	     
	     

	
	(Last)
	(First)
	(Middle or Maiden)


	Present Address
	     
	     

	
	                            (Street)
	                             (Apt #)

	     
	  
	     
	     

	(City)
	(State)
	(Zip Code)
	(Phone)

	Permanent Address
(If different)
	     
	     

	
	                            (Street)
	                             (Apt #)

	     
	  
	     
	     

	(City)
	(State)
	(Zip Code)
	(Phone)


	     
	
	

	Cell Phone Number
	
	


	     
	
	     

	E-mail address
	
	Expected Graduation Date


	     

	Current Program Enrolled


	Foreign Applicants:  Designate Immigration Status
	     
	Expiration Date:
	     


	Grade Point Averages:
	     
	
	
	     

	
	Overall Undergraduate


	
	
	Overall Graduate 

(If applicable)


Education:  List all colleges or universities attended, with most recent listed first.

	College/University
	Address 

(City/State)
	Start and End Dates

(Month/Year)
	Degree

	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 



Recommendations:  List the names of the 2 individuals, one faculty member and one clinical instructor, who will complete your recommendation forms.

	Name
	Title
	Address
	E-mail and Phone

	     
	     
	     
	Email:      
Phone:      

	     
	     
	     
	Email:      
Phone:      


Honors and/or extracurricular activities after beginning college:  List organizations, appointed or elected offices held, scholarships, honors, and certifications received.  Include dates for honors 

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     


Professional Organization Memberships:  List professional organizations of which you are a member.  

	     

	     

	     

	     

	     

	     

	     


Have you been convicted of a felony?   _____ Yes     _____ No

If Yes, please explain:______________________________________________________________________________
Have you ever been debarred from participating in Federal Health Care Programs?   _____ Yes     _____No

If Yes, please explain:______________________________________________________________________________
Will you receive any other assistance this academic period?  _____ Yes     _____No

If Yes, please delineate:______________________________________________________________________________
Do you have any other commitments that might preclude you form fulfilling the work commitment? ___Yes    ___No

If Yes, please explain:______________________________________________________________________________

Signature:_____________________________________________________________   Date:_______________________

Mail to: 

Allied Health Education Council

Division of Education

The Cleveland Clinic

9500 Euclid Avenue NA22

Cleveland, Ohio  44195

 Recommendation Form

Please rate the applicant on the qualities you feel you can judge on the grid below.  Indicate your perception of the student’s readiness to function in an allied health education program at this time.  Provide comments of ratings and your signature on next page. 

	Student’s Name
	     
	   Actual or Expected Date of Graduation  
	     


   O – Outstanding; MS - More than Satisfactory; SAT – Satisfactory; NI - Needs Improvement, U - unsatisfactory
	
	O
	MS
	SAT
	NI
	U
	Unable to 

Evaluate

	Application of Knowledge
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Analytical Skills/Problem Solving
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Conceptual Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communication Skills

Oral
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Written
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interpersonal Skills

Peers/Co-Workers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Teachers/Supervisors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Initiative/Motivation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Punctuality
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Adaptability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Reaction to Stress
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Perseverance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Creativity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Organizational Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Works Independently
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Responsibility/Maturity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Overall Potential as an Allied Health Professional
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Relationship to Applicant:
	Advisor:  FORMCHECKBOX 

	Teacher:  FORMCHECKBOX 

	Work Supervisor:  FORMCHECKBOX 

	Other:  FORMCHECKBOX 



	If Other, please indicate relationship:
	     


	How long have you known applicant?
	     


	How well do you know applicant?
	     


	Do You:
(Check appropriate box.)
	Highly Recommend
	
	Recommend
	
	Not Recommend

	
	5  FORMCHECKBOX 

	4  FORMCHECKBOX 

	3  FORMCHECKBOX 

	2  FORMCHECKBOX 

	1  FORMCHECKBOX 



Additional Information:  Use to amplify or add to characteristics rated on previous page.  Indicate applicant's strengths and those qualities that require further development.  (May use a separate sheet or letter.)

	Strengths:      


	Qualities that Require Further Development:        



	Name 
	     


	Signature
	
	Date
	     


	Position 
	     


	Place of Employment
	     


	Address
	     

	     

	     


	Phone
	

	E-mail 
	     


Mail to:
Allied Health Education Council




Division of Education




The Cleveland Clinic




9500 Euclid Avenue NA22




Cleveland, Ohio  44195
Page 5 of 5

October 2007

