Central Illinois Society of Gastroenterology

 Nurses and Associates (CISGNA)

Scholarship Application

(refer to CISGNA Scholarship Policy)

_____________________________________RN, LPN, CGRN, Tech, Other________________

(Name and Title)

(Hospital/Employer)

(Address)

(City)




(State)



(Zip)

Home

Work

Home Phone (____)______________

Work Phone  (____)______________

Are you a member of CISGNA / SGNA?    Yes

No

Please answer the following questions:   (You may use the back of this form if more is space needed.)
1. How have you demonstrated support for SGNA / CISGNA in function and philosophy?

2. What national and /or regional SGNA offices or committee positions have you held?

3. What are your goals and objectives for attending this conference?

4. Please list all other sources, if any, of financial support you are receiving to attend this conference.

5. Which Volunteer Opportunity are you choosing?

Return this form to any CISGNA Executive Board Member no later than eight weeks prior to the Multi Regional conference.
