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OHI Scholarship Program 
Application 

Summary: The Optimum Health Institute has received funding through generous donations from 
individuals who feel their lives were transformed—or even saved—by their experience at the 
institute. Motivated to give back, they support others on their healing journeys. Through this 
support, individuals in need can access meaningful assistance through the OHI Scholarship 
Program. These funds are designated for first-time attendees who can demonstrate financial 
hardship and have a life-threatening diagnosis confirmed by a medical professional.   

Following are the necessary documents in order to move forward in consideration: 

1) Scholarship Application Form: The application must be submitted and approved a minimum
of two weeks prior to the reservation being made.

2) Proof of financial hardship: (provide one or more of the following)

• 1040 Tax Return

• State Disability

• Unemployment

• SSI Form

• Medicare

Physician’s Letter: A letter from a licensed physician outlining your diagnosis and prognosis. It 
must be submitted on official letterhead or as a printed email from the physician, include the 
physician’s license number, and clearly state that your condition is “life-threatening.” 

Qualifications: 
• The first week’s payment is the responsibility of the scholarship recipient. The following two

consecutive weeks may be covered through the scholarship program. OHI reserves the
right to award one or two weeks of scholarship support based on available funds.

• Scholarship recipients are required to attend all classes during their stay.
• The scholarship must be used for consecutive weeks.
• OHI reserves the right to award one or two weeks of scholarship support based on available

funds.
• Individuals who have previously completed three full weeks at either the San Diego or

Austin campus of Optimum Health Institute are not eligible.

Send your completed application and all supporting documents via email or regular mail: 

Email: 
scholarshipprogram@optimumhealth.org 

Mailing Address: 
Optimum Health Institute- Scholarship Program 
6970 Central Ave. 
Lemon Grove, CA 91945 
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Applicant’s Name: ______________________________________  Date: ________________ 

HomeAddress:__________________________________________________________________   

Email Address: __________________________________________________________________ 

Home phone: ____________________________             Cell phone: _______________________ 

Applicant’s Household Income: __________________________________   

Physician’s Name: ____________________________________________ 

Physician’s Office Number: ______________________________________ 

 Preferred date of arrival to OHI:___________________________________ 

 Preferred Campus: Austin______   San Diego ______ 

 Emergency Contact Name: ______________________________________ 

 Relationship: _________________________________________________ 

 Home phone: ____________________  Cell phone: _______________________ 

Reason you feel you are a good candidate for scholarship: 
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Expected results from participation in the OHI Program: 
 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
__________________________________                ___________________ 

Applicant Signature                         Date 
 
 
____________________________________                __________________ 
Program Manager Signature                        Date 
 
 
____________________________________                ___________________ 
Executive Director Signature                        Date 
 
 
 
 
 
 
 
 

FOR OFFICE USE ONLY 
 
__ Application Received and Complete ______ 
  Initials 
__ Medical Records Received   ______ 
  Initials 
__ Financial Statement Received  ______ 
  Initials 
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