
Work Study Office Contact Information 
 

Please provide our office with the following information. 

All information is confidential. 

 

 

 

Name: _________________________________ 

 

 

Chapter:     16         30      31     33     35 

 

 

Address: _______________________________ 

               _______________________________ 

               _______________________________ 

 

Phone: _________________________________ 

            _________________________________ 

 

 

E-Mail: ________________________________ 

             ________________________________ 

 

Have you applied for work study before at Portland/Vancouver Medical Center:  

 

Yes  No  

 

If Yes, When: ____________________________ 

 

 

School/Academic Program: _____________________________ 

                                             _____________________________ 

                                             _____________________________ 

 

 

Job Placement Interests: ________________________________ 

                                        ________________________________ 

                                        ________________________________ 
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