
Dear FBSP Applicant:

Thank you for your interest in the Fighting Back Scholarship Program (FBSP). Our mission is to provide 
scholarships to individuals who have sustained life-changing injuries, illnesses, or disabilities and have 
endured that experience through courage, desire and perseverance. Scholarships support 1:1 personal 
fitness training –delivered at our gym in Malvern, PA or virtually.

Our scholarship awardees are a very special group of people. We invite you to apply for a scholarship and 
join that special team. Please complete the enclosed application for payment assistance and the personal 
profile. The application includes:

● Basic Information Section
● A Personal Profile
● Financial Information
● Two (2) Letters of Reference

Instructions:

There are a couple of ways to complete this application. 

• You can download and complete this application as a fillable form. Letters of reference can be
downloaded and returned separately.

• You can also print and complete this application.

Completed applications and letters of application can be returned either by email: mj@fightingbacksp.org 
or by mail.

Mail to: 
Scholarship Committee
c/o Fighting Back Scholarship Committee
PO Box 141
Malvern, PA 19355

Need Assistance with your application?

Please contact us at (610) 688-8868 or email our Health Coordinator, MJ Schmidt, at mj@fightingbacksp.org



FIGHTING BACK SCHOLARSHIP PROGRAM

Application for Payment Assistance

Please answer all questions completely and write or type as clearly as you’re able.

Applicant’s Name __________________________________ Age _________
Address ____________________________________________________
___________________________________________________________
Telephone Number (home) __________________ (cell) ________________
Email Address: __________________________________________________

Have you ever served in the US Military? ___Yes ___No

If you are applying for a friend or relative, please add your contact information below:
Name ________________________________________ Age _________
Address ____________________________________________________
___________________________________________________________
Telephone Number (home) __________________ (cell) ________________
Email Address: __________________________________________________

The applicant _____ is or _____ is not currently a member of the Fighting Back Program.

How did you hear about Fighting Back? ___________________________________
___________________________________________________________________

Brief statement of your medical diagnosis/disability:

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________



PERSONAL PROFILE

Please answer the following questions. These questions can be answered on paper or video. There are
no right answers or preparation that is needed: simply tell your story. (Family or friends may answer the
questions if the applicant is unable.)

With reference to your disability or injury, why do you need the services of The Fighting Back Program?

Please describe any major improvements you have made toward your recovery.

What is the biggest obstacle to your recovery and how do you approach it?

What are your short-term goals for your recovery?

What are your long-term goals for your recovery?

Do you see yourself as a role model for other people?

Anything else you would like to share?



FINANCIAL PROFILE

Please provide some basic financial information below.

Insurance Information

Company Name _________________________________________________ 

Policy Number __________________________________________________ 

This insurance is Medical Assistance  __Yes*        __No

Address _______________________________________________________ 
Phone Number _________________________________________________ 
Point of Contact ________________________________________________

My insurance      __will  __ will not pay for a Fitness Program.
*If you are on Medical Assistance, the rest of the Financial Information requested is not needed.

Are you able to contribute financially to your fitness training?
__ Yes  __No

If so, how much are you able to pay out of pocket per week?

   _    _$25     __ $50  __$75     __ $100

Were you required to file a federal tax return last year?

__  Yes (complete next page) __No (You do not need to complete the next page)

Were you considered a dependent on a relative’s tax return last year?      

__   Yes (Have relative complete next page)

__   No (Your relative does not need to complete the next page)



FINANCIAL INFORMATION

APPLICANT:

INCOME: EXPENSES:

Total income
from Federal
tax return

Gifts Housing

Nontaxable
interest and
dividends

Transportation

Nontaxable
disability
income

Medical

Nontaxable
social security
income

Other

Other

Total income Total Expenses

ASSETS: LIABILITIES:

Checking Credit cards

Savings Car Loans

Securities Loans secured
by residence

Personal
residence

Real estate
loans

Real estate Business loans

Privately held
businesses

Other personal
loans debt

Retirement
Assets

Total Assets Total Liabilities



RELATIVE
Complete only if the
relative claims the
applicant as a dependent

NAME

INCOME: EXPENSES:

Total income
from Federal
tax return

Gifts Housing

Nontaxable
interest and
dividends

Transportation

Nontaxable
disability
income

Medical

Nontaxable
social security
income

Other

Other

Total income Total Expenses

ASSETS: LIABILITIES:

Checking Credit cards

Savings Car Loans

Securities Loans secured
by residence

Personal
residence

Real estate
loans

Real estate Business loans

Privately held
businesses

Other personal
loans and debt

Retirement
Assets

Total Assets Total Liabilities

Check the box to the left if you are not required to file a
tax return
Check the box
to the left if you
are claimed as
a dependent on
another’s tax
return



FBSP LETTER OF REFERENCE

Letters of reference can be sent in separately to:

email: mj@fightingbacksp.org

Mail:Scholarship Committee
c/o Fighting Back Scholarship Program

PO Box 141, Malvern, PA 19355

The Fighting Back Scholarship Program recognizes and provides scholarships for individuals who have 
suffered a life-changing injury, illness, or disability and have transformed their lives through that 
experience by means of courage, desire and perseverance, to become better people and role models for 
the rest of us to improve our own lives.

______________________________ has applied for scholarship money from the Fighting Back 
Scholarship Program to assist in his/her rehabilitation through 1:1 personal fitness training. In order for 
us to evaluate each candidate, we need to learn more about them.

How long have you known the candidate? _____________________________

Please provide insight into the candidate’s character (demonstrating courage, desire and perseverance) 
and any other information that would help us know _____________________________ and why he/she 
is deserving of this scholarship.

Your name ________________________________ Email Address: _________________   

__  Medical/Healthcare Reference __Personal Reference



LETTER OF REFERENCE

Letters of reference can be sent in separately to:

Email: mj@fightingbacksp.org

Mail: Scholarship Committee
c/o Fighting Back Scholarship Program

PO Box 141, Malvern, PA 19355

The Fighting Back Scholarship Program recognizes and provides scholarships for individuals who have 
suffered a life-changing injury, or disability and have transformed their lives through that experience by 
means of courage, desire and perseverance, to become better people and role models for the rest of us 
to improve our own lives.

______________________________ has applied for scholarship money from the Fighting Back 
Scholarship Program to assist in his/her rehabilitation through 1:1 personal fitness training. In order for 
us to evaluate each candidate, we need to learn more about them.

How long have you known the candidate? _____________________________

Please provide insight into the candidate’s character (demonstrating courage, desire and perseverance) 
and any other information that would help us know _____________________________ and why he/she 
is deserving of this scholarship.

Your name ____________________________Email Address ____________  

_ _ Medical/Healthcare Reference __Personal Reference
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