Epilepsy Association Scholarship Program
Epilepsy Association of WNY, Inc.
339 Elmwood Avenue

Buffalo, New York 14222

(716) 883-5396

www.epilepsywny.org

The Epilepsy Association Scholarship Program is payable through the Epilepsy Fund of WNY, Inc. and made possible by a generous donation from the estate of Mr. Dennis Durfee who had epilepsy and lived, worked and attended school in Western New York. Two $1500.00 scholarships will be awarded annually.
Eligibility

To be eligible the applicant must be diagnosed with Epilepsy/seizure disorder, reside in one of the Western New York counties served by the Epilepsy Association of WNY, Inc. and be enrolled/accepted in a two year or four year college/university or in graduate school on a full time or part time basis (at least 6 Credit hours).
Type of Scholarship                                                                      

A scholarship of $1500.00 will be awarded to two individuals who have epilepsy/seizure disorder based on the individual’s motivation to accomplish his/her educational and career goals, potential for scholarship, academic achievement and financial need. 
Application Procedure
Please contact the Epilepsy Association at 716-883-5396 for an application after March 1, 2025
The completed application must be postmarked and mailed to the Association office no later than May 15th. 

Two recommendations are required, one personal (ex. Teacher, employer) and one from the physician attending the individual.  Recommendation forms are included with the application and must be returned to the Association no later than May 15th.  

Selection Procedure

The Scholarship Committee of the Epilepsy Association of WNY, Inc. will review all applications, conduct personal interviews and select the award recipients. The Executive Director will approve the recommendation and the award recipients will be notified by mail. 

Award

The scholarship of $1500.00 will be paid directly to the individual upon verification of the recipient’s enrollment/acceptance in school.  Individuals may re-apply each year.  Being selected as an Epilepsy Scholarship recipient in a specific academic year does not guarantee you will be selected in subsequent years. 

Application Deadline
May 15, 2025.  

Epilepsy Association Scholarship Program

Application

Thank you for your interest in submitting an application for the Epilepsy Association Scholarship. We congratulate you on continuing your education by attending college.  The Epilepsy Association’s Scholarship awards are provided to individuals diagnosed with epilepsy/seizure disorders and are based on academic achievement, motivation, potential to achieve educational/career goals and financial need.

Please complete this application in its entirety. An incomplete application will not be considered.  All of the information collected is strictly confidential and will be used exclusively for making scholarship award decisions. A personal interview may be required as part of the decision process. Applicants selected to receive a scholarship will be notified in writing by June 15, 2025.

PLEASE PRINT OR TYPE RESPONSES AND COMPLETE ALL SECTIONS

Student Name:  _______________________________________________________________________

                           
Last 


First


Middle

Permanent Address:  ___________________________________________________________________

City:  __________________________   State:  ____________________   Zip Code:  _________________

Social Security #:  __________________   Age Diagnosed With Epilepsy:  ________________________

Parent or Guardian Name:  _______________________________________________________________

(if under 18)
High School:  ______________________________   Date of Graduation:  ___________________

Educational Institution You Will Attend:  ___________________________________________________

Extracurricular Activities

Please list any activities in which you have participated in and indicate year(s) involved.

School/Community Activities
                 Year(s)



Office Held

________________________________      ____________________     
_________________________

________________________________      ____________________     
_________________________

________________________________      ____________________     
_________________________

________________________________      ____________________     
_________________________

________________________________      ____________________           _________________________

Honors/Awards Received                                                                                                      Year
____________________________________________________________ 

_____________

____________________________________________________________ 

_____________

____________________________________________________________ 

_____________

If you were unable to participate in extra-curricular activities for any reason that you would like the committee to consider as they review your application, please indicate reasons in the space provided.  No attachments please.

Work Experience

List your paid work experience during the past four years.

Position


Employer




Date of Employment

__________________          ___________________________________     ___________________

__________________          ___________________________________     ___________________

__________________          ___________________________________     ___________________

Financial Information

Estimate of anticipated annual educational expenses:

Tuition & Fees:  ______________________

Books & Supplies:  ____________________

Room & Board:  ______________________

How do you anticipate meeting your educational expenses?  Please list amount in terms of percentages and not actual dollar amounts:

Personal Savings:  _______________%

Family Resources:  _______________%

College Financial Aid:  ____________%

Outside Employment:  _____________%
Please list additional scholarships for which you have applied:

Scholarship




Amount



Received/Pending

_____________________________  ______________________________  _____________________________

_____________________________  ______________________________  _____________________________

_____________________________  ______________________________  _____________________________

If there is additional information that you would like the committee to consider as they review your application, please explain in the space provided.  No attachments please:  __________________________

Essay:  Please write an essay of 500 words or less in which you describe your personal aspirations and career

             goals.   (Type or handwrite on a separate page and attach to application form.  Write your name on the

             page.)

Letters of Recommendation:  Applicants are required to submit two references, one personal (ex. Teacher, employer) and one from your attending physician.  Recommendation forms are provided and should be returned by your references directly to the Epilepsy Association by May 15th.

I certify that all information on this form is true and complete to the best of my knowledge:

Applicant’s Signature:  _____________________________   Applicant’s Name (Print):  ________________________________

Mail to: Scholarship Committee

               Epilepsy Association of WNY, Inc.

               339 Elmwood Avenue

               Buffalo, New York 14222

____________________________________________________________________________________________________________

Epilepsy Association of WNY, Inc. Scholarship Program
Epilepsy Association of WNY, Inc.
339 Elmwood Ave. 

Buffalo, New York 14222

Phone:  (716)883-5396   Fax:  (716)883-5403
__________________________________________________________________________________________

Physician’s Reference Form

Applicant’s Name:  _______________________________________________________

I authorize my physician, ________________________, to release the information, as requested, on this form to complete my scholarship application for the Epilepsy Association Scholarship Program.

_________________________________________________

  Applicant’s Signature   

The above applicant is applying for the above-named scholarship.  Your recommendation is needed as part of the application process.  All recommendations are kept strictly confidential by the Association.

Please complete this form and return directly to the Association office before the May 15th deadline.  Failure to meet the deadline may jeopardize the applicant’s opportunity to be considered for a scholarship.

Application Deadline:  May 15th
Physicians:  This scholarship is awarded to students who have been diagnosed with epilepsy.  Please verify below that this applicant has been diagnosed with epilepsy.

[     ]   Yes, this applicant has been diagnosed with epilepsy/seizure disorder.

[     ]   No, this applicant has not been diagnosed with epilepsy/seizure disorder.

If yes, how long have you been treating patient for this condition?  ___________________________

If you feel you know your patient’s achievements and goals, please provide additional comments referencing why this applicant would make a good candidate for this scholarship.  (Please use reverse side if necessary.)

Physician’s Signature:  _________________________________________

Physician’s Name (Please print):  _________________________________

Address:  ____________________________________________________

Phone:  _______________________________

If you have any questions, please contact the Epilepsy Association of WNY, Inc. 716-883-5396.

Please return this sheet to the following address:  Scholarship Committee EAWNY
                                                                                339 Elmwood Avenue

                                                                                Buffalo, New York 14222




________________________________________________________________________________________

Epilepsy Association Scholarship Program

Epilepsy Association of WNY, Inc.

339 Elmwood Avenue

Buffalo, New York 14222

Phone: (716) 883-5396   Fax: (716) 883-5403

Reference Form

Applicant’s Name:  __________________________________________________

This applicant is applying for the above-named scholarship.  Your recommendation is needed as part of the application process.  All recommendations are kept strictly confidential by the Association.

Please complete this form and return directly to the Association office before the May 15th   deadline.  Failure to meet the deadline may jeopardize the applicant’s opportunity to be considered for a scholarship.

Application Deadline:  May 15th

1. How long have you know the applicant?  ________________________________

2. How have you become acquainted with the applicant?  ______________________________________

3. Applicant Appraisal

The applicant’s achievements reflect his/her ability:

[     ]   Extremely Well   [     ]   Very Well   [     ]   Moderately Well   [     ]   Not Well

The applicant’s ability to set realistic and attainable goals is:

[     ]   Excellent   [     ]   Good   [     ]   Fair   [     ]   Poor

4. What qualities make this applicant a good candidate for this scholarship?  (Please use reverse side if needed.)

5. Additional Comments – Please add any information which you feel might assist the selection committee.

Your Name:  ______________________________________   Title:  ____________________________

Address:  _________________________________________   Phone:  ___________________________

Signature:  ________________________________________

Please return this form to: Scholarship Committee

                                              Epilepsy Association of WNY, Inc.

                                              339 Elmwood Ave.

                                              Buffalo, New York 14222

__________________________________________________________________________________________

Epilepsy Association Scholarship Program
Epilepsy Association of WNY, Inc.
339 Elmwood Avenue

Buffalo, New York 14222

Phone: (716) 883-5396   Fax: (716) 883-5403

Reference Form

Applicant’s Name:  __________________________________________________

This applicant is applying for the above-named scholarship.  Your recommendation is needed as part of the application process.  All recommendations are kept strictly confidential by the Association.

Please complete this form and return directly to the Association office before the May 15th   deadline.  Failure to meet the deadline may jeopardize the applicant’s opportunity to be considered for a scholarship.

Application Deadline:  May 15th
6. How long have you know the applicant?  ________________________________

7. How have you become acquainted with the applicant?  ______________________________________

8. Applicant Appraisal

The applicant’s achievements reflect his/her ability:

[     ]   Extremely Well   [     ]   Very Well   [     ]   Moderately Well   [     ]   Not Well

The applicant’s ability to set realistic and attainable goals is:

[     ]   Excellent   [     ]   Good   [     ]   Fair   [     ]   Poor

9. What qualities make this applicant a good candidate for this scholarship?  (Please use reverse side if needed.)

10. Additional Comments – Please add any information which you feel might assist the selection committee.

Your Name:  ______________________________________   Title:  ____________________________

Address:  _________________________________________   Phone:  ___________________________

Signature:  ________________________________________

Please return this form to: Scholarship Committee
                                              Epilepsy Association of WNY, Inc.

                                              339 Elmwood Ave.

                                              Buffalo, New York 14222

