
 

MISHICOT SCHOOL DISTRICT 

MISHICOT HIGH SCHOOL SCHOLARSHIP 

PAYMENT REQUEST 

 
DATE: __________________________________________________________ 

 

RECIPIENT’S NAME: ______________________________________________ 

 

RECIPIENT’S EMAIL ADDRESS: ____________________________________ 

 

RECIPIENT’S SCHOOL ID NUMBER:_________________________________ 

 

NAME OF COLLEGE RECIPIENT IS ATTENDING: 

 

__________________________________________________________________ 

 

ADDRESS THAT CHECK SHOULD BE MAILED TO: 

 

__________________________________ 

__________________________________  

__________________________________ 

__________________________________  

 

AMOUNT OF SCHOLARSHIP PAYMENT: _____________________________  

 

HIGH SCHOOL PRINCIPAL’S APPROVAL:  

 

_______________________________________  

 

NOTE: A COPY SHOWING PROOF THAT YOU ARE ENROLLED AS A 

FULL-TIME STUDENT FOR THE UPCOMING SEMESTER MUST BE 

ATTACHED TO THIS FORM.  

 

 

 

 

 

 


