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P.O. Box 672237 

Bronx, NY 10467-02371 

 

APPLICATION FOR CANDICE’S SICKLE CELL FUND SCHOLARSHIP 
Please type or print all information 

 

 

NAME:  __________________________, _____________________________ ______________ 

   Last     First   Middle Initial 

 

DATE OF BIRTH: __________________________________________________________________ 

 

ADDRESS:  ______________________________________________________________________ 

      Number, Street and Apt. 

 

  ____________________ ___________________ ______________________ 

   City    State    Zip Code 

 

 

PHONE NUMBERS:   Home__________________________   Cell____________________________ 

 

EMAIL ADDRESS: _________________________________________________________________ 

 

 

MEDICAL INFORMATION 

 

HAVE YOU BEEN DIAGNOSED WITH SICKLE CELL DISEASE: Y_________   N_________ 

 

NAME OF DOCTOR’S OFFICE OR CLINIC AFFLIATION:  

 

__________________________________________________________________________________ 

Address 

 

__________________________________________________________________________________ 

Phone Number 

 

 

 

DOCTOR: __________________________________  __________________________________ 

   Doctor Print name     Doctor’s Signature 

http://www.google.com/url?sa=i&rct=j&q=candices sickle cell fund&source=images&cd=&cad=rja&docid=VXLMtyNHoyAYoM&tbnid=wmMvARRBMFTIdM:&ved=0CAUQjRw&url=https://twitter.com/CSCFInc&ei=KAclUqr3M5i84AOm7IDACA&bvm=bv.51495398,d.cWc&psig=AFQjCNEgGepJtLXMSW5ePRwkMy0xcMrkkw&ust=1378244771532633
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EDUCATIONAL INFORMATION 

 

 

I, ___________________________________________, authorize my high school or college 

counselor to furnish the following information: 

 

 Copy of previous term’s sealed transcript. 

 Expected graduation date ____________________________ 

 

 

Signature of Principal, Guidance Counselor or College Counselor:  

 

__________________________________________________________________________________ 

   Name      Title 

 

 

 

________________________________________  __________________________________ 

Applicant’s signature      Date 

 

 

 

College(s) or Post High School Training to which you have applied: 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

College(s) or Post High School Training to which you have been accepted: 

__________________________________________________________________________________

__________________________________________________________________________________ 

Intended major: ___________________________________________________________________ 

 

Expected date of enrollment or current enrollment: ______________________________________ 

 

Extracurricular Activities: ___________________________________________________________ 

__________________________________________________________________________________ 

 

Community Service (Name of facility and dates of service): 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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REFERENCES:  Each applicant must submit two reference letters in a sealed envelope to be 

considered for scholarship.  

 

ESSAY: Each applicant must submit a 250-word essay typewritten in double-spaced format to 

include how the Sickle Cell Disease has affected their life and education. Each applicant should 

also include what their educational goals are and how they expect to achieve them , in addition, 

what person has been instrumental in their lives to help them persevere. 

 

 

VOLUNTEER COMMITMENT TO CANDICE’S SICKLE CELL SCHOLARSHIP FUND:  

Every Scholarship winner is required to commit at least 5 hours minimum of their time towards 

one of the various Candice’s Sickle Cell Fund activities during the year they receive their 

scholarship.  

 

 

Entries must be postmarked no later than April 14 of the scholarship year and submitted to Ms. 

Candice Young-Deler, P.O. Box 672237, Bronx, NY 10467. Candidates will be notified of decisions 

by email. Winner must be present at the Candice’s Sickle Cell Scholarship Luncheon in June of the 

scholarship year to receive the scholarship award. We look forward to hearing from you. 

 

I hereby agree to the terms of the Candice’s Sickle Cell Scholarship Fund and state that the above 

information is truthful and current to the best of my knowledge. 

 

________________________________________ 

Applicant Signature 

 

________________________________________ 

Date 

 

 


