HHS SCHOLARS’ TRAVEL FUND APPLICATION

A. APPLICANT INFORMATION

Last name ____________________________   First name  ______________________ Middle Initial __
Email _______________________________________	Telephone _______________________
Indicate Rank:	___Professor   ___Associate Professor   ___Assistant Professor 	___AP (Assoc.or Asst.)
Dept. Name ______________________________  Campus Address ________________________

The following demographic information is completely voluntary; it is requested to support equity audits of the HHS OOR internal funding programs:
	What is your sex?		Female____	Male ___	Prefer not to disclose ___
	Are you Hispanic or Latino?	Yes ___		No ____	Prefer not to disclose ___
	Please specify your race (select all that apply).	
▢ American Indian or Alaska Native  
▢ Asian
▢ Black or African American
▢ Native Hawaiian or Other Pacific Islander
▢ White
▢ Prefer not to disclose
    		   									
B. CONFERENCE INFORMATION

Name of Conference ___________________________________________________________________
Sponsoring Organization(s) ______________________________________________________________
Official Dates of Conference  _____________________________________________________________
Location of Conference _________________________________________________________________	   		City				State			Country, if outside USA




Purpose of Travel (check at least one)
____	Present research, scholarship or creative activity (Attach an abstract of the presentation and official notice of acceptance)  
	Title of paper(s) __________________________________________________________________
____	Serve as chairperson (Attach a description of the committee including your responsibilities and an official invitation or documentation of your participation)
____	Participate as panelist (Attach a description of the panel including your responsibilities and an official invitation or documentation of your participation)
____	Other (Attach a description of the activity including your responsibilities & official documentation of your participation)

C. FINANCIAL SUPPORT INFORMATION

The Scholars’ Travel Award is for $750 and requires a $375 match from other sources. If travel expenses are less than $1,125 ($750 + $375), you will need to match the prorated portion.
	$
	 
	
	Total Estimated Cost of Trip
	
	
	

	
Each matching contribution must be initialed below by the individual with authority to commit funds for the match.

	Amount of Match
	
	Source of Match
	
	
Initials of Authorizing Official

	
$
	 
	
	College/School Contribution         
	
	Dean

	
$
	 
	
	Department Contribution                
	
	
	Dept. Chair/Head

	
$
	 
	
	External Grant Contribution  
	
	
	PI

	
$
	 
	
	
Other (please describe; this can be 
personal funding)
	
	
	Other




D. SIGNATURES

[bookmark: _Hlk143074527]Applicant  _________________________________________ Date ____________________________

Dept. Chair _________________________________________ Date ____________________________
			

Email fully completed and signed application to Lisa Walker, HHS Assistant Dean for Research Finance and Operations, at lbwalke2@uncg.edu.

Be certain to attach an abstract of your presentation 
and official notice (email, letter, etc.) of acceptance.
HHS Office of Research
Updated 8/2025
