
The Susan Peters Nursing Scholarship 
2024 Scholarship Applica8on Form 

Applica8on Deadline:     July 15, 2024 
Scholarship Awarded By: August 15, 2024   

Submit completed applica8on to dona8ons@shsny.com or by mail to:  
Samaritan Medical Center Founda>on 
A?n: Beth Fipps 
830 Washington Street 
Watertown, NY  13601  

The Susan Peters Nursing Scholarship was established to assist with the educa>on costs for a Registered
Nurse (RN) who is con>nuing his or her educa>on, and specifically pursuing a Nurse Prac>>oner degree
The scholarship will be awarded to two (2) scholarships in the amount of $2,000 each year.   

 
.  

Eligibility Criteria: 

1. Must be an RN and have a minimum of two (2) full years’ working experience.  RN’s currently 
working for Samaritan Medical Center preferred, but not mandatory. 

2. Medical/Surgical experience preferred, but not necessary. 
3. Must be a resident of either Jefferson County, New York or Lewis County, New York 
4. Eligible to apply a\er successful comple>on of first semester with at least a “B” average (last two 

transcripts required).    

 

Contact Informa8on: 

Name: ______________________________________________ Year licensed as RN ___________ 

Address: _____________________________________________________________________________ 

Phone: ___________________________Email: ______________________________________________  

Your signature: __________________________________________________Date: _________________ 

Please answer the following informa8on: 

Why do you want to become a Nurse Prac>>oner?  
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________      

Where are you pursuing the Nurse Prac>>oner degree?  
_____________________________________________________________________________________ 

_____________________________________________________________________________________  

Do you have financial needs?  Please explain: ________________________________________________ 
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_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Which RN program did you graduate from? _________________________________________________ 

What nursing experience do you have, please explain: ________________________________________ 

_____________________________________________________________________________________ 

Required Informa8on: 
∗ Please aJach two (2) leJers of recommenda8on with this applica8on to support your pursuit of a  
   Nurse Prac88oner degree. 

* Please aJach your transcript for the last 2 semesters. 

Form dated 5-2-2024
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