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Pediatric Oncology Student Training (POST) Program


�








POST Mentor Name:


Phone:


Email:





POST Program Institution Name:





POST Student Name:





POST Student Status (circle one):





Undergraduate			Graduate School		Medical School





Certification and Acceptance:





We, the undersigned, certify that the statements contained in the attached grant application are true and complete to the best of our knowledge. 





We agree to conform to the policies and rules governing this award, including the provision that no indirect costs will be paid by this grant.





We agree to accept and administer the stipend on behalf of the student named above.





Signature of POST Mentor _________________________________________ Date ___________





Signature of Official ______________________________________________ Date ___________


Authorized to Sign for Institution 





Print Name and Title of Authorized Official __________________________________________





______________________________________________________________________________





Please contact Patty Ohlott at (610) 649-3034 if you have any questions or send an email to Grants@AlexsLemonade.org
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