
missouri department of health and senior serVices
health professional student loan proGram
p.o. box 570, jefferson city, mo  65102 paGe 1 of 2
NURSE STUDENT LOAN APPLICATION must be typed or printed

APPLICANT INFORMATION
last, first, middle name sexsocial security number

male  female

maiden name or other names used birthdate

NURSING DEGREE FOR WHICH YOU ARE CURRENTLY ATTENDING SCHOOL

practical nurse (pn) diploma nurse (dn) associate deGree (adn)
bachelor deGree (bsn) masters deGree (msn) adVanced practice nurse (apn)
doctoral (dnp)

ADDRESS WHILE IN SCHOOL
street telephone number cell number

city state zip code county

e-mail address

PERMANENT ADDRESS (IF DIFFERENT FROM ABOVE)
street

city state zip code county

alternate e-mail address

are you a missouri resident? if yes, for hoW lonG?

yes    no years: months:

REQUIREMENTS

You must include the following documentation for your application to be complete:
• Proof of Missouri residency (e.g., a copy of your current Missouri driver’s license, a Missouri state-issued identification card, or a

Missouri voter identification card).
• Include a copy of your current FAFSA Student Aid Report

CONFLICTING SERVICE OBLIGATION

• Applicants will not be selected if they have another existing/remaining service obligation as a health professional, or any other service
obligation, to the Federal government (e.g., an active duty military obligation, an NHSC Scholarship Program obligation, a NURSE Corps
Scholarship or Loan Repayment Program obligation).

APPLICANT SIGNATURE

I certify the information contained in this application is true, complete, and correct to the best of my knowledge. I understand the Department
will not process incomplete applications. I agree to notify the Department if any information in this application changes.

APPLICANT SIGNATURE DATE

mo 580-1968 (11-16) an equal opportunity/affirmatiVe action employer – services provided on a nondiscriminatory basis
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ENROLLMENT AND TUITION INFORMATION - This section must be completed by a financial aid officer of the educational institution.
name of educational institution

street

city state zip code county

financial aid officer name telephone number 

financial aid officer e-mail address fax number

student’s current proGram year (i.e., freshman, sophomore, etc.) total proGram cost for this academic year

start date of the academic year end date of the academic year anticipated Graduation date (required)

enrolled

full-time    part-time

FINANCIAL AID OFFICER SIGNATURE

I certify that the information in the Enrollment and Tuition Information section is complete and true to the best of my knowledge.

financial aid officer siGnature date

MAILING ADDRESS

missouri department of health and senior serVices
office of primary care & rural health

nurse student loan proGram
po box 570 

jefferson city, mo  65102-0570

mo 580-1968 (11-16)
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