“PERCY W. WADMAN, M.D." SCHOLARSHIP

Franklin District Medical Society

Medical Student Application Form:

[Please type or print]

Dear Applicant:

Thank you for your interest in the “Percy W. Wadman, M.D." Scholarship.  The following criteria must be met and/or submitted for you to be considered for this scholarship:

· One or both parents or guardians must live in Franklin County.

· A letter of matriculation must be submitted from your medical school.

· A copy of your parent’s or guardian’s 1040 Federal Tax Form for the last tax year.

· A copy of the letter of recommendation from your undergraduate school to the medical school must be submitted.

All applicants will be notified of the Society’s decision in writing.
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Applicant's Name: 
_______________________________________________________________




First



Middle



Last



Mailing Address: 
_______________________________________________________________






Street



City



Zip

Legal Residence: 
_______________________________________________________________




Street



City



Zip

Phone:


_______________________
E-mail Address:  ______________________

Medical School:
_______________________________________________________________

Full Name and Location




Graduation Year

Parent/Guardian:  
________________________________________________________________




First



Middle



Last

Mailing Address: 
________________________________________________________________




Street



City



Zip

Legal Residence: 
________________________________________________________________




Street



City



Zip

Student Signature:
______________________________________


_____________

Signature






Date

 Please submit applications to Franklin District Medical Society, c/o Massachusetts Medical Society, West Central Regional Office, 85 Post Office Park, Suite 8518, Wilbraham, MA 01095. 

APPLICATION DEADLINE: April 30, current year
