                                 Due May 16

FINANCIAL ASSISTANCE APPLICATION
Kansas City Metropolitan Healthcare Council

MSN Nursing Faculty Financial Assistance 
Greater Kansas City Healthcare & Healthcare Information Technology Careers Grant

The MSN Nursing Faculty Financial Assistance Grant provides funding for nurses pursuing their master’s degree in nursing to become qualified nursing faculty at Kansas City metropolitan area nursing schools. This financial assistance program is made possible through the Greater Kansas City Healthcare & Healthcare Information Technology Careers Grant, which has been funded by the American Recovery and Reinvestment Act (ARRA) through the U.S. Department of Labor-Employment and Training Administration. Program Administrator is the Full Employment Council, (FEC). To apply for this grant, an applicant must meet the following criteria:
· be a resident of Johnson, Leavenworth or Wyandotte counties in Kansas or a resident of Cass, Clay, Jackson, Platte or Ray counties in Missouri 
· attend a regionally accredited institution that awards the master of science in nursing degree
· be able to complete the degree by December 2012
AWARD AMOUNT
The MSN Nursing Faculty Financial Assistance amount will be $5,000  based on part-time enrollment of at least nine credit hours per year (both semesters combined). Awards are made for one year. 
APPLICATION PROCESS
An applicant must provide all of the following. 
1. completed Greater Kansas City Healthcare & Healthcare Information Technology Careers Grant application (a copy of your driver's license and social security card and proof of address will be required if you are awarded the financial assistance)
2. completed MSN Nursing Faculty Financial Assistance application

3. resume

4. transcript from all the institutions the student attended for any registered nursing programs and MSN nursing programs

5. Recommendation Form A, completed by the immediate supervisor

6. Recommendation Form B, completed by the employer’s human resources department
Note: This recommendation form is not required if the applicant is not currently employed by a hospital.
DUE DATE 

Mail application and supporting documents postmarked by Monday, May 16, 2011, to:


Janet Ruby


Kansas City Metropolitan Healthcare Council


Suite 150


7015 College Boulevard


Overland Park, KS  66211

SELECTION 
All nurses with recent hospital experience who aspire to work as clinical faculty are encouraged to apply. The selection committee will base its decisions on the applicant’s potential to make contributions to the field of nursing as clinical faculty. The following factors will be reviewed as part of the selection process. 
· personal statement

· recommendations

· participation in the Clinical Faculty Academy (The total amount of the award will be reduced by the cost of the Clinical Faculty Academy Training.)
· experience teaching one or more semesters as hospital-employed clinical adjunct faculty
Preference will be given to candidates who are low-income individuals, minorities, dislocated workers, veterans or new MSN students and individuals from auto impacted communities of Clay County in Missouri and Wyandotte County in Kansas. Funds will be distributed to the remaining counties to ensure geographical balance.

Please note that lack of attendance at the Clinical Faculty Academy, prior teaching experience or meeting the preferences will not exclude an applicant from consideration.

USE OF FINANCIAL ASSISTANCE FUNDS
Financial assistance can be used for the following expenses.
· tuition costs not covered by other scholarships or outside funds

· utilities, including  electricity, gas or water, but not phone
· child care
· books, lab fees or related educational costs for college classes

· uniforms, shoes or related expenses for clinical work that is part of college classes
WHO IS ELIGIBLE?
To be eligible for this financial assistance award, applicants must meet the following criteria.
· complete their master’s degree by December 2012 

· are a resident of Clay, Platte, Cass, Ray or Jackson counties in Missouri or Johnson, Leavenworth or Wyandotte counties in Kansas  
· attend a school with a regionally accredited MSN program. Kansas City area nursing schools offering an MSN degree include but are not limited to the following:
· Graceland University

· Research College of Nursing

· University of Central Missouri

· University of Kansas School of Nursing

· University of Missouri-Kansas City

· Webster University
SERVICE OBLIGATION
A recipient must sign a contract affirming that he/she will serve as a nurse faculty at a Kansas City metropolitan area institution for an ADN or BSN nursing degree program by doing the following.
· Work one year as a full-time nurse faculty member for each year the award was received; or

· Work two years as a part-time nurse faculty for each year the award was received. One full clinical rotation for one semester meets the part-time teaching requirements for one year. So, two clinical rotations would fulfill the requirements for working two years as a part-time nurse faculty. If the award is received for both years of the grant, the service obligation would be four full clinical rotations. 
· Service must begin within six months of graduation. 
AWARD
This award is contingent upon the applicant being accepted to a regionally accredited MSN program. Funds will be dispersed by the Full Employment Council, which will serve as the fiscal agent for both Kansas and Missouri applicants. Recipients have the responsibility to keep the Full Employment Council advised, in writing, of any changes in address, telephone number, school enrollment, number of credits taken or funding sources for educational purposes. 

DISBURSEMENT PROCEDURE
Disbursement procedures are established by the FEC and will be reviewed with the scholarship recipient once the award is made. Requested expenditure reimbursements must be supported by copies of invoices and copies of checks as proof of payment.
TAX IMPLICATIONS
This award may have tax implications for recipients. Recipients are urged to seek advice from their tax advisor.

QUESTIONS
For questions regarding this application, contact Kathy Nadlman at knadlman@aol.com or call 913/681-5525.
APPLICATION FOR THE MSN NURSING

FACULTY FINANCIAL ASSISTANCE GRANT

2011 Application Form
Please type or print.

	APPLICANT INFORMATION 

	Name (First, Middle Initial, Last)


	Telephone

(          )

	Current Mailing Address (Street)


	City



	State


	Zip


	E-mail Address

	Current Employer



	ENROLLMENT

	Name of nursing school you are attending for your MSN


	Expected date of graduation for your MSN (month/year)



	How many credit hours will you take during each of the next two semesters or (if your school is not on a semester calendar) the credit hours during the academic year?



	How many credit hours have you completed towards your MSN degree?


	If you attended the Clinical Faculty Academy, what date did you attend (month/year)?



	How did you learn about the MSN Nursing Faculty Financial Assistance grant?



	PERSONAL STATEMENT

	Write a response to the following two prompts on a separate sheet.  Do not exceed one single-speced typewritten page for each.

1. Reflect on your personal goals in nursing.

2. How would these funds help you attain your goals?  What other sources of funds will you use to complete your MSN?


	RESUME

	Attach your resume.  Include employment and education history, any teaching experience, extracurricular, community or health care activities and indicate the scope of each activity and your level of participation.



	TRANSCRIPTS

	Attach a transcript from all the institutions you have attended for any registered nursing programs and MSN nursing programs.



	RECOMMENDATIONS

	Ask the appropriate individuals to complete the recommendation forms and then include them in sealed envelopes with the rest of your application.  Please do not open the recommendation letters that they give you.

1. Recommendation Form A — to be completed by our supervisor

2. Recommendation Form B — If you are a hospital employee, ask human resources to complete this form.

3. Optional Recommendation Form C — You may use this form for a recommendation from a co-worker, a student or a nursing school.



	APPLICANT

	Complete and mail application and supporting documents postmarked by Monday, May 16, 2011, to:

Janet Ruby


Kansas City Metropolitan Healthcare Council


Suite 150


7015 College Boulevard


Overland Park, KS  66211


	I certify the information contained in this application is true, complete and correct to the best of my knowledge and that all funds will be used for tuition expenses and academic fees in the current academic year.  



	Signature of Applicant


	Date



Recommendation Form A
MSN Nursing Faculty Financial Assistance Grant

	TO BE COMPLETED BY APPLICANT

	Applicant Name (please print)


	The applicant must complete and sign the following statement before submitting this form to the reference.  This request is in compliance with Federal Law P.L. 93-380 (Family Educator Rights and Privacy Act of 1974).
(  I waive my right to access this letter of recommendation.
(  I do not waive my right to access this letter of recommendation.



	Signature of Applicant


	DIRECTIONS

	Complete the above information and give this form to your supervisor.  You may want to provide your supervisor with a self-addressed envelope.


	TO BE COMPLETED BY APPLICANT’S SUPERVISOR 

	Please complete the recommendation.  Place it in an envelope, seal, and sign your name across the seal of the envelope.  Return the form to the applicant.


	How long have you known the applicant?


	Please rate the applicant’s achievement and potential by entering an “X” in the appropriate spaces below:

	Skill
	Exceptional
	Above Average
	Below Average
	Not able to Respond

	Decision-making ability
	
	
	
	

	Organizational skills
	
	
	
	

	Communication skills - written
	
	
	
	

	Communication skills – oral
	
	
	
	

	Adaptability to stress
	
	
	
	

	Positive attitude
	
	
	
	

	Integrity
	
	
	
	

	Interpersonal sensitivity
	
	
	
	

	Leadership ability
	
	
	
	

	Ability to complete a goal
	
	
	
	

	In addition to the ratings, please give your evaluation of the applicant.  You may want to indicate your perception of the applicant’s strength and weaknesses.



	If applicable, please give an example(s) of applicant’s skill as a teacher or preceptor.



	Please give an example that demonstrates the applicant’s desire and ability to impact the nursing profession.



	My recommendation is:    ( highly recommended          ( recommended          ( do not recommend 

	Signature of person making recommendation


	Date



	Printed Name


	Phone Number

(    )

	Employer and Position




Recommendation Form B
MSN Nursing Faculty Financial Assistance Grant
	TO BE COMPLETED BY APPLICANT

	Applicant Name (please print)


	The applicant must complete and sign the following statement before submitting this form to the reference.  This request is in compliance with Federal Law P.L. 93-380 (Family Educator Rights and Privacy Act of 1974).

(  I waive my right to access this letter of recommendation.

(  I do not waive my right to access this letter of recommendation.



	List the jobs and dates of employment you have had with this employer.


	List any tuition reimbursement or other financial assistance you will receive from your employer for your MSN degree.


	Signature of Applicant


	DIRECTIONS 

	After completing the above information, give this form to your employer’s human resources department.  You may want to provide your supervisor with a self-addressed envelope.


	TO BE COMPLETED BY APPLICANT’S EMPLOYER’S HUMAN RESOURCES DEPARTAMENT

	Please complete this form.  Place it in an envelope, seal, and sign our name across the seal of the envelope.  Return the form to the applicant



	The employment and tuition assistance information listed above is correct.
(  Yes
(  No; please explain:



	The applicant’s supervisor will also be submitting a recommendation.  Based on your knowledge of the applicant, please provide any additional information that would be helpful in evaluating this applicant.


	My recommendation is:    ( highly recommended          ( recommended          ( do not recommend

	Signature of person making recommendation


	Date



	Printed Name


	Phone Number

(    )

	Employer and Position




Recommendation Form C
MSN Nursing Faculty Financial Assistance Grant

	TO BE COMPLETED BY APPLICANT

	Applicant Name (please print)



	The applicant must complete and sign the following statement before submitting this form to the reference.  This request is in compliance with Federal Law P.L. 93-380 (Family Educator Rights and Privacy Act of 1974).

(  I waive my right to access this letter of recommendation.

(  I do not waive my right to access this letter of recommendation.



	Signature of Applicant



	DIRECTIONS

	Complete the above information and give this form to a co-worker, student, or nursing school.  You may want to provide a self-addressed envelope.



	TO BE COMPLETED BY PERSON GIVING THE RECOMMENDATION 

	Please complete the recommendation.  Place it in an envelope, seal, and sign your name across the seal of the envelope.  Return the form to the applicant.



	How do you know the applicant?



	How long have you known the applicant?



	Please rate the applicant’s achievement and potential by entering an “X” in the appropriate spaces below:

	Skill
	Exceptional
	Above Average
	Below Average
	Not able to Respond

	Decision-making ability
	
	
	
	

	Organizational skills
	
	
	
	

	Communication skills - written
	
	
	
	

	Communication skills – oral
	
	
	
	

	Adaptability to stress
	
	
	
	

	Positive attitude
	
	
	
	

	Integrity
	
	
	
	

	Interpersonal sensitivity
	
	
	
	

	Leadership ability
	
	
	
	

	Ability to complete a goal
	
	
	
	

	In addition to the ratings, please give your evaluation of the applicant.  You may want to indicate your perception of the applicant’s strength and weaknesses.



	If applicable, please give an example(s) of applicant’s skill as a teacher or preceptor.



	Please give an example that demonstrates the applicant’s desire and ability to impact the nursing profession.



	My recommendation is:    ( highly recommended          ( recommended          ( do not recommend 

	Signature of person making recommendation


	Date



	Printed Name


	Phone Number

(    )

	Employer or School Position 



The Full Employment Council is an Equal Opportunity Employer | Auxiliary Aids and Services are available upon request to individuals with disabilities.

