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BURSARY PROGRAM APPLICATION FORM 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the space provided below, please explain how your enrollment in this post secondary program will 
contribute to you achieving your life goals. 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

APPLICANT INFORMATION 

Surname: ________________________  Given Name(s): _____________________________ 

Date of Birth: _____________________  Telephone: (___) ____________________________ 

Home Address: _____________________________________________________________________ 

Mailing Address (if different from above): ______________________________________________ 
________________________________________________________________________________ 

Email Address: ____________________________________________________________________ 

Applicant Signature: _____________________________  Date: _______________________ 

EDUCATIONAL INFORMATION 

Year graduated from Caledonia Regional High School: ____________________________________ 

Educational Institution enrolled: _____________________________________________________ 

Educational Institution address: ______________________________________________________ 
________________________________________________________________________________ 

Course of Study: __________________________________________________________________ 

Program Duration: ________________________________________________________________ 

Tuition Fee: _____________________ 
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_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

The Bennett and Albert County Health Care Foundation's vision is to have a positive impact on the health 

and wellness for the people served by the Albert County Health and Wellness Centre with the support of 

our community.  In the space provided below, explain how your participation in this educational 
program will contribute to improving the health and wellness of individuals. 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Completed forms are to be submitted to the Bennett and Albert County Health Care Foundation in one 
of two ways: 

By mail to: Bennett and Albert County Health Care Foundation 
 8 Forestdale Road, PO Box 28 
 Riverside-Albert, NB 
 E4H 3Y7 
 
By email to: bachfoundation@horizonnb.ca 
 

mailto:bachfoundation@horizonnb.ca

