STATE UNIVERSITY OF NEW YORK
SUNY STATE COLLEGE OF OPTOMETRY
NYSOA SCHOLARSHIP

APPLICATION FORM

Name

last first middle

Class Year

E-Mail Address Phone #

After graduation do you intend to practice in New York State:
Yes No

After graduation do you intend to remain a member of the AOA/NYSOA:
Yes No

Please list your involvements in professional organizations (on
campus, state-wide, nationally) while at SUNY State College of
Optometry:

Signature Date
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