
 
Bob Cardona Northern Light Mercy Hospital Scholarship Application 

 
 

 
 
 
Please tell us why the Bob Cardona Scholarship would be impactful to you, your education, and 
your career.  (250 words or less)   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please complete the following information: 
 
Name:__________________________________________________________________________ 
 
Address:__________________City:____________________ State:_______ ZIP Code:__________ 
 
Cell Number:____________________________ Email address:____________________________  
 
    
 
_________________________________________________________________________________ 
For Mercy Hospital Foundation Use Only: 
 
Date received: ____________________ Approved:       Yes       No 
 
Amount Awarded $_________________ 
 
Signed & approved:  ___________________________________________ 


