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Dependent Student Scholarship Application for MDCC
Name of Applicant:______________________ Social Security #__________________

Relationship to Employee________________ Telephone Number _________________

Employee_____________________________ DSU 900 #___________________

Semester/Year Attending:____________________ No.# of Hours__________________

This application needs to be submitted 6 weeks before semester/year applying for:

________________________________________________________________________

Student







Date
________________________________________________________________________

Employee







Date
Human Resource Use Only:

____Approved

_____Disapproved

Date Received__________________

_______________________________________________________________________

Human Resources Representative




Date Approved
