Chil/dhood

CANCER FOUNDATION

2009 SCHOLARSHIP APPLICATION

First Name:

Family Name:

Address:
City/Town: Province: Postal Code:
Phone Number: Email address:

Type of childhood cancer:

Are you currently being treated for cancer? OYes [ONo

Name of High School you will be graduating from:

Name of college / university you hope to enter or in which you are currently

enrolled: City:

Program you will enroll in: Year:

Are you currently accepted into the program:

O Yes (Please attach letter of acceptance)

OO No (Please forward letter of acceptance when available)
How did you hear about Scholarship Program:

0 Website [ Support Group / Hospital
O Newsletter [ Other organization [ Other (please specify)

*NOTE: If your application is successful the Foundation will subsequently require your S.1.N# for tax
purposes

National Office: 1300 YONGE ST.. Suite 405, Toronto, Ontario M4T 1X3
P: (416) 489-6440 Toll-free: 1-800-363-1062 F: (416) 489-9812 e-mail: sasgari@childhoodcancer.ca



