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To be completed by the applicant
Student Name_________________________________________________________________________
High School____________________________________School Counselor_________________________
School Address________________________________________________________________________
Reference Requested From:______________________________________________________________
I freely & voluntarily waive my rights of access to any and all information contained in this recommendation, and I agree that any comments below will remain confidential.
Student Signature_____________________________________	Date____________________________
                                                                                                                                                                                         To be completed by the individual providing the reference
Name________________________________________________________________________________
 How long have you known this student and in what capacity?__________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
The above named applicant is applying for the Triangle North Healthcare Foundation Scholarship (TNHF).  Your experience with the student, including academic performance, intellectual promise, and personal qualities will greatly help in the evaluation of this candidate.
Evaluate the applicant based on the following characteristics and in comparison with other students whom you have known at similar stages in their academic career.
	
	Outstanding
(top 1%)
	Excellent
(next 5%)
	Above Average
	Average
	Below Average

	Demonstrated Leadership
	
	
	
	
	

	Academic Motivation & Performance
	
	
	
	
	

	Interaction with Peers
	
	
	
	
	

	Emotional Maturity
	
	
	
	
	

	Initiative
	
	
	
	
	

	Community Awareness & Involvement
	
	
	
	
	

	School Activity Participation
	
	
	
	
	

	Overall Impression/Recommendation
	
	
	
	
	



Are there any special circumstance, background information, financial circumstances, or other factors (positive/negative) that affected his/her performance in school or that should be taken into consideration?________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
To your knowledge, how does the applicant’s post-secondary plans support the mission of TNHF, to encourage, support and invest in quality efforts that measurably improve health in the region which includes Franklin, Granville, Vance, and Warren counties, and its vision, to live in a health community? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please include any additional information about this applicant.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your Name___________________________________________Position__________________________
[bookmark: _GoBack]Academic Institution____________________________________________________________________
Signature____________________________________________Date_____________________________







Please complete and return this form in a sealed envelope to the school counselor at the high school listed above.
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