NAVY HPSP ACADEMIC YEAR STATEMENT (AYS)

In order to establish an exact benefit start date, the student and the school registrar must complete the information below.
All information should be filled in and the form sent to the Navy Medicine Accessions Department. If received without
proper school endorsement, signatures, orincomplete fields, tuition and/or benefit payments may be affected and it will be
sent back to the student for completion. Please email completed form, as well as any questions to:
USN.OHSTUDENT@HEALTH.MIL. PLEASE PRINT CLEARLY!

Student Information

Full Name of Student Last Four of Social E-mail Address
Security Number

Program: Medical Dental Optometry Podiatry Clinical Psychology Physicians Assistant

Disclosure Agreement: As a participant in the Armed Forces Health Professions Scholarship Program, | hereby authorize my
university to release all information concerning myacademicperformance and/orenroliment statusto the Navy Medicine
Accessions Department, Bureau of Medicine and Surgery, ifrequested.

STUDENTS SIGNATURE: Date:
STUDENT PHONE #: | OceL OQnome O Work
STUDENT SECONDARY PHONE #: IOceLL O Home O WORK
School Name:

School Address:

(Street, City, State. and Zip Code

NOTE: The Navy HPSP will pay tuition ONLY for classes/semesters required for the professional degree (MD, DO, DDS, DMD,
OD, PA, DPM, Psy.D, Ph.D., etc.). Optional summer semesters and classes required for a SECOND DEGREE WILL NOT BE

PAID BY THE NAVY.
School Registrar Information

NOTE: Please be precise when entering the below dates. An errorcould resultin loss of pay and/or
benefits for this student. Please don’t include periods of orientation.

Exactbeginning date of student's currentacademicyear:
(MM/DD/YYYY)

Exact date when the student will meet all requirements to receive

their medical degree and graduate from medical school?: (MM/DDIYYYY)

Is this student considered a state resident for tuition purposes? OYES O NO

Registrar Printed Name:
Date:

Registrar Signature:

Phone: Fax:

[
Email:
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