
DR. DALE MONTGOMERY SCHOLARSHIP 
 

This scholarship is $1,000 and will be awarded once per year. Award through a Blind Selection Process. Qualified applicants must 
demonstrate satisfaction of the following scholarship and application criteria: 
 
SCHOLARSHIP CRITIERIA: 

1. Tri 8, 9 or 10 student in the spring 2013 trimester 
2. GPA of 3.0 or higher  
3. Evidence of clinical activity and service beyond required minimums (Tri 8’s- 100 or more patient visits/Tri 9’s- 150 or more 

patient visits/Tri 10’s-250 or more patient visits) 
4. Passage of National Boards Part I  
5. Registration/and or passage of Part 2 of National Boards 
6. Present or previous Chiropractic Political Activity (Local, State or National Assn.) 
7. Must be able to attend awards ceremony and lunch on Tuesday, February 26, 2013 
                                                                                                                                                      

APPLICATION CRITERIA: 
1. Completed application in full detail 
2. Professional Resume 
3. Completed letter of recommendation from the supervising outpatient clinician and from a faculty member, excluding an 

outpatient clinician 
 
Completed applications (including all of the above) must be received by Friday, February 1, 2013 by 3 p.m.  Scholarship recipients will 
be required to write a personal letter of thanks to the individual or group that made this scholarship available.  
 
NAME_______________________________________________________________________________TRI. #_________________ 
 
STUDENT IDENTIFICATION NUMBER_________________________________________________________________________ 
 
LOCAL 
ADDRESS__________________________________________________________________________________________________ 
 
CITY__________________________________________________________________________STATE________ZIP____________ 
 
LOCAL                                                           CELL 
PHONE NUMBER______________________________________PHONE_______________________________________________ 
 
EMAIL_____________________________________________________________________________________________________ 
 
NAMES OF INDIVIDUALS RESIDING AT PERMANENT 
ADDRESS__________________________________________________________________________________________________ 
 
PERMANENT ADDRESS______________________________________________________________________________________ 
 
CITY____________________________________________________________________STATE____________ZIP______________ 
 
PERMANENT PHONE NUMBER_______________________________________________________________________________ 
 
NUMBER OF PATIENT VISITS________________________________________________________________________________ 
 
SIGNATURE____________________________________________________________________________DATE_______________ 
 
____________________________________________________________________________________________________________ 
FOR OFFICE USE ONLY: 
 
TRI:________     GPA:__________    CLINICAL ACTIVITY (Number of patient visits)____________________ 
 
 NATIONAL BOARDS PART I:________    PART II:_______     POLITICAL ACTIVITY___________________________   
 
 RECOMMENDATIONS:   FACULTY____                 CLINICIANS ____    
 
THANK YOU LETTER__________________________________PHOTOGRAPH_______________________________________                                                                        


