
Eligibility 
Applicants must be a cancer survivor, aged 17 to 30, diagnosed with cancer prior to the age of 

21 and living within a 50 mile radius of Children's National Medical Center, Georgetown 
University Hospital, Johns Hopkins, Inova Fairfax Hospital, National Institutes of Health, 
or Walter Reed National Military Medical Center. Applicants must have a GED or be a 
high school graduate as of June 30, 2024, and be currently enrolled or accepted for 
enrollment at a two- or four-year college, vocational, technical or graduate school. A 
vocational or technical school program may be less than two years. Due to the limited 
number of awards, previous scholarships recipients are not eligible to receive another 
scholarship.  

Application materials 
1. A 250 – 500 word essay about your cancer journey and educational or vocational

goals;
2. Proof of acceptance or enrollment in a college or vocational program; AND
3. Documentation of treatment for cancer prior to age 21 (e.g., letter from healthcare

professional, hospital bill or insurance statement).

Please complete the following: 

Name: _______________________________   Phone: _________________________ 

Address: ______________________________________________________________ 

Email: ________________________________  Received Treatment: ______________ 

Date of Birth: ________________    Age at Diagnosis: _____     Current Age:_________ 

Diagnosis: ________________________________  Date of Last Treatment: _________ 

College/University/Vocational/Technical School or Program: 
______________________________________________________________________ 

Date of Acceptance: ___________   Month/Year Class Begins: ____________________ 

Major/Field of Study: _________________   Anticipated Date of Completion: _________ 

Mission: Enhancing the lives of families of children with cancer by providing education and 

advocacy, emotional and practical support, and most of all…..HOPE 

2026 Survivor Scholarship Application

Please email the completed application along with substantiating receipts to:
dccandlelighters@gmail.com.

Revised January 2026
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