
Wisconsin Academy of Physician Assistants Foundation 
 

Ben Lawton, MD Scholarship Application  
 
Please print or type 
 
SECTION I:  DEMOGRAPHICS 
 
Last Name: _______________________ First Name:_____________________ Middle:_______________ 
 
Home Address:_______________________________________________________________________________  
 
City:_____________________________ State:__________________________ Zip:___________________  
 
Phone: (Area Code) Number:  (______)_________________________ 
 
E-mail address:_______________________________________________________________________________ 
 
Local/School Address and Phone:_________________________________________________________________  
 
Number of Dependents:______________________ 
 
_____________________________________________________________________________________________ 
 
SECTION II:  FINANCIAL NEED 
 
The Financial Need Statement Report that is attached as part of this application must be completed with the 
assistance of your school's financial aid office and signed by your financial aid counselor/officer. 
 
 
Please use the space below to make a statement supplementing or expounding upon the facts contained in the 
Financial Need Assessment. 
_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  



_____________________________________________________________________________________________  

SECTION III:  SUPPLEMENTARY INFORMATION 
Please use the space below to address factors other than financial need that may be important in reviewing your 
application.  Please cover one or more of the following points:  academic achievement; extracurricular activities – 
school, profession, or community; your goals as a physician assistant. 
 

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

_____________________________________________________________________________________________  

 

Submitted by:  Signature:_____________________________________________ Date:___________________  

 



Return to WAPA, PO Box 1109, Madison, WI  53701-1109 
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