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New York Black Nurses Association, Inc.

P.O. Box 3635

New York, N Y 10163

LAURA COOPER DOE
NURSING SCHOLARSHIP AWARD
This award is given in recognition of the many contributions made by the late Laura Cooper Doe who enjoyed a great quality of life for 110 years (with good physical and mental health).  Mrs. Laura Doe was a midwife, community activist, a farmer, a teacher, a warrior, a protector. She utilized knowledge of herbs, plants and physics for promotion of health and healing. These are the qualities that the granddaughter of Mrs. Laura Doe (Dr. Richardeanea Theodore) would like for future generations of nurses to embrace.
Eligibility Criteria:

1.  Candidate must be a senior nursing student enrolled in a 4 year BSN School of Nursing Accredited Program.

2.   Demonstrates an interest and curiosity of disease prevention and health promotion.

3.   Involvement in volunteer activities at local, regional or state level in areas of health education and health screening in the community.
4. Candidate must have a Cumulative Grade Point Average (GPA) of 3.0 or higher. 

5.   Candidate must have at least one full year of school remaining.
6.   Each application must be accompanied by:
A.  Official transcript from an accredited School of Nursing

            B. An essay of 500 words typed margin 1”, 12 Font and double space about your-
                 self, future goals in nursing and any particular qualifications for this award.
            C. Your involvement in volunteer activities within the community and other 
                 activities as described above, program/project, letters and certificate awards.

             D. Two (2) letters of recommendation: One from School of Nursing and
                  Dean/Professor on your school’s letterhead.
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APPLICATION FORM FOR SCHOLARSHIP AWARD
LAURA COOPER DOE
Deadline October 15th of Each Year

Name……………………………………………………..……………F/M...…………….

Current Address……………………………………………………………………………
City……………………Zip Code…………………Telephone#......................……………            
Date of Birth.....................................Social Security #.........................................................
Do You Currently Hold a Nursing License? ...Yes/No…………………………………….

If “Yes” Give License #............................................State…………………………………
Name of Nursing School………………………………………………………………….

Address……………………………………………………………………………………
City…………………………………………….Zip Code……………………………….

Dean/Director of Nursing Program……………………………………………………….

Telephone#.........................................................................................................................

Expected Graduation Date………………………………………………………………..

Extracurricular/Community Activities (List) …………………………………………….

…………………………………………………………………………………………….

……………………………………………………………………………………………..

I hereby affirm that all the information provided is true. Any false statement will forfeit the award.

Signature…………………………………………………..Date………………………….

Send completed Application to:  New York Black Nurse Association, Inc.

Grand Central Station

P.O. Box 3635

New York, NY 10163 
Or Send electronically to info@nybna.org
_1757519373.bin

