2016-2017 IDHA Scholar Society Application for $500 Scholarship
[bookmark: _GoBack]Directions: Applicant must be a SADHA member to apply for scholarship. They will also need to complete the first two parts of application and have three additional parts completed by others to turn in.  Please type if possible and have all returned by June 15, 2016 to Attn: LISA KALLIS, RDH, BS, 1200 Network Centre Dr, Effingham, IL 62401.  This Scholarship will be given at IDHA Annual Session in November and recipient will be notified prior.
Part 1: COMPLETED BY APPLICANT
NAME: ________________________________________________________________________
ADDRESS: _____________________________________________________________________
CITY: _________________________________ STATE: ________________ZIP:_______________
PHONE: _______________________ E-MAIL:_________________________________________
NAME OF PROGRAM ATTENDING: _________________________________________________
NUMBER OF CREDIT HOURS COMPLETED IN DENTAL HYGIENE SCHOOL___________________
CUMULATIVE GRADE POINT AVERAGE: _____________________
OFFICIAL TRANSCRIPT AND COPY OF SADHA MEMBERSHIP CARD MUST BE SUBMITTED 
I AM RECEIVING A: LOAN______ SCHOLARSHIP_____ GRANT_______
THIS INFORMATION CONTAINED IN THIS APPLICATION IS TRUE AND CAN BE USED FOR PUBLICATION
PURPOSES.   __________________________________________________________
				   SIGNATURE
 Part 2: COMPLETED BY APPLICANT
List positions and responsibilities held in your school’s SADHA organization.
_______________________________________________________________________________
How do ADHA and IDHA play a part in your career and future goals?
_______________________________________________________________________________
List the activities you are currently participating in (community, civic, church, etc.) and ones that you 
have participated in for the past four years. 
________________________________________________________________________________
List the certificates, degrees and awards you have received in the last four years?
_________________________________________________________________________________

FORM 1: TO BE COMPLETED BY SOMEONE OTHER THAN A FACULTY MEMBER (PERSONAL REFERENCE) AND RETURNED TO SCHOLARHSIP CHAIRPERSON.
NAME OF APPLICANT_________________________________________________________
DENTAL HYGIENE SCHOOL_____________________________________________________
	
	SUPERIOR
	ABOVE AVERAGE
	AVERAGE
	BELOW AVERAGE
	INADEQUATE OPPORTUNITY TO OBSERVE

	ATTITUDE TOWARDS AUTHORITY FIGURES
	
	
	
	
	

	RELIABLITY


	
	
	
	
	

	INITIATIVE


	
	
	
	
	

	ATTITUDE TOWARDS PEERS
	
	
	
	
	

	NEATNESS AND APPEARANCE

	
	
	
	
	

	INVOLVMENT IN COMMUNITY AFFAIRS
	
	
	
	
	



UNDER WHAT CIRCUMSTANCES DO YOU OBSERVE THIS APPLICANT? _____________________________________________________________________________________________

EVALUTIONS COMPLETED BY:
NAME: _______________________________________________________________________________________
SIGNATURE: ___________________________________________________________________________________

ADDRESS: _____________________________________________________________________________________
RELATIONSHIP TO APPLICANT: ____________________________________________________________________________________

PLEASE RETURN TO: 
LISA KALLIS, RDH, BS,  1200 Network Centre Dr, Effingham, IL 62401
FORM 2: TO BE COMPLETED BY AN ACADEMIC DENTAL HYGIENE FACULTY MEMBER AND RETURNED TO SCHOLARHSIP CHAIRPERSON. 
NAME OF APPLICANT_________________________________________________________
DENTAL HYGIENE SCHOOL_____________________________________________________
	
	SUPERIOR
	ABOVE AVERAGE
	AVERAGE
	BELOW AVERAGE
	INADEQUATE OPPORTUNITY TO OBSERVE

	ATTITUDE TOWARDS AUTHORITY FIGURES
	
	
	
	
	

	RELIABLITY


	
	
	
	
	

	INITIATIVE


	
	
	
	
	

	ATTITUDE TOWARDS PEERS
	
	
	
	
	

	NEATNESS AND APPEARANCE

	
	
	
	
	

	INVOLVMENT IN COMMUNITY AFFAIRS
	
	
	
	
	



UNDER WHAT CIRCUMSTANCES DO YOU OBSERVE THIS APPLICANT? _____________________________________________________________________________________________

EVALUTIONS COMPLETED BY:
NAME: _______________________________________________________________________________________
SIGNATURE: ___________________________________________________________________________________

ADDRESS: _____________________________________________________________________________________
RELATIONSHIP TO APPLICANT: ____________________________________________________________________________________

PLEASE RETURN TO: 
LISA KALLIS, RDH, BS, 1200 Network Centre Dr, Effingham, IL 62401
FORM 3: TO BE COMPLETED BY A CLINICAL DENTAL HYGIENE FACULTY MEMBER AND RETURNED TO SCHOLARHSIP CHAIRPERSON. 
NAME OF APPLICANT_________________________________________________________
DENTAL HYGIENE SCHOOL_____________________________________________________
	
	SUPERIOR
	ABOVE AVERAGE
	AVERAGE
	BELOW AVERAGE
	INADEQUATE OPPORTUNITY TO OBSERVE

	OVERALL  CLINICAL SKILLS-INSTUMENTATION
	
	
	
	
	

	RELIABLITY


	
	
	
	
	

	ATTITUDE TOWARDS AUTHORITY FIGURES
	
	
	
	
	

	ATTITUDE TOWARDS PEERS

	
	
	
	
	

	NEATNESS AND APPEARANCE

	
	
	
	
	

	PATIENT EDUCATION AND COMMUNICATION
	
	
	
	
	



UNDER WHAT CIRCUMSTANCES DO YOU OBSERVE THIS APPLICANT? _____________________________________________________________________________________________

EVALUTIONS COMPLETED BY:
NAME: _______________________________________________________________________________________
SIGNATURE: ___________________________________________________________________________________

ADDRESS: _____________________________________________________________________________________
RELATIONSHIP TO APPLICANT: ____________________________________________________________________________________

PLEASE RETURN TO: 
LISA KALLIS, RDH, BS, 1200 Network Centre Dr, Effingham, IL 62401


