THE EVANGELICAL NETWORK

SCHUBERT/SHEARS SCHOLARSHIP FUND APPLICATION

A Scholarship for People Living with HIV/AIDS

Name: ________________________________________________________________
Address:_______________________________________________________________

Phone: _____________________ Cell Phone: _________________________________
Email Address (please print clearly): ________________________________________ 
Preferred method of contact: _______________________________________________
Church you currently attend: _______________________________________________

Church Function/Position (if any) ___________________________________________
The date of the conference you plan to attend?  _________________________________

Please provide a statement about why you want to attend The Evangelical Network Conference:  

Please explain your primary obstacles to attending the conference:
________________________________________________________________________________________________________________________________________________

Estimated cost for you to attend:
Airfare: 



_____________ 
Hotel (50% room cost possible): 
            _____________  (We will assist with roommate selection if needed.  If you need this, please check here:          )
Registration (waived if approved): 
_____________ 
Incidentals:



_____________

Total Estimate: 


_____________

Amount you can afford toward expenses:  
____________________

Amount you are seeking as scholarship:  
____________________

Do you require a Handicap accessible Room:       Yes – (If yes, please provide a letter from your physician stating that a Handicap accessible room is required.)
 (Please realize we will not be able to cover all expenses, but if approved will notify you of the approved assistance amount.)

Date diagnosed as HIV Positive:  _____________ If not previously submitted, please provide medical documentation.
Applicant’s Signature:___________________________________ Date  __________

********** The following to be completed by your Pastor ****************

(If you do not have a pastor that can complete the following – either because you do not have a home church or are not in a position to reveal your HIV status to your pastor, please add a statement to that effect and submit this application.  The committee will be in touch with you for any additional information that is needed to consider your application.)

Pastor’s Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pastor Signature: _______________________________

Pastor’s Contact Information:

***********************************************************************

Please mail this form to:

TEN

P O Box 324
Pacifica, Ca.

Or fax to:  (415) 494-5780
***********************************************************************

Committee Review Date: ___________________ Committee Approval______________ 

Approved Dollar Amount: __________________

Date Applicant Notified: ___________________

Date Funds Disbursed: ____________________

Be sure to have your pastor complete the following page.


