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Please complete all fields of this form
	Mr / Miss / Mrs / Ms / Dr (Please Circle)
	Full

Name
	
	D.O.B
	

	Contact Number
	
	Email
	

	Address
	

	Place of employment
	

	Job Title
	

	Name of course
	

	Tertiary provider
	

	Course start date
	
	End date
	
	The Course Is NZQA Accredited
	Yes/No

	Course Tuition Fees only:  $



GST: $



Total Cost: $



Your Organisation Contribution: $__________________

Please attach a GST registered invoice for course fees to:  


Applicant to Complete 

Have you applied for HWNZ funding within the 12 months?


Yes / No  
(please circle)
(1) Māori applicant seeking to increase clinical/non clinical or administration capability


Iwi: 












Hapū: 













By completing these studies what added value will your future work have for the health sector, or more broadly in the Maori community?
Manager to Complete 
Please provide an explanation on how the applicant will be supported by your organization to a) complete the course and b) continue to engage in a career pathway into health.
NAME OF Manager: 



SIGNATURE OF MANAGER: 


DATE:  



EXCLUSION CRITERIA:

(1) Attendance at conferences in New Zealand and overseas will not be considered. It is recommended that applicants apply for conference funding from their line managers. 

(2) Retrospective applications will not be considered.
I have read the Eligibility Guidelines. I agree to:

· provide the HVDHB a report on the training course within the year of completion. I will also forward a copy of the report to my Head of Department / Manager.

· my information being shared pursuant to the Privacy Act 1993

· participation in any promotion activities associated with the scholarship

· return the full amount of the scholarship to HVDHB if I do not complete the course without agreement from the Hauora Maori Scholarship Coordinator  or 
· notify my employer/sponsor of the outcome
	DECLARATION

	I............................................................. (full name) declare that to the best of my knowledge the answers provided in this application form and any other information provided to Hutt Valley District Health Board in support of my application is correct and I understand that if any false or deliberately misleading information is given, or any material suppressed, my application will not be considered. 

	Signature
	
	Date
	/    /


OFFICE USE ONLY

FUNDING:



APPROVED
 FORMCHECKBOX 

DECLINED
 FORMCHECKBOX 



TITLE:   
Hauora Maori Scholarship Coordinator

SIGNATURE:


   DATE: 



TITLE:   Director Maori Health



SIGNATURE:


   DATE: 
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