
 

Max i n e  L yma n  
D i ab e t es  
S ch o l a r sh i p  F u n d  

Diabetes Care & Education Center 
Robinson Memorial Hospital 

6847 N. Chestnut Street 

Ravenna, OH 44266 

Phone: (330) 297-2552 

Fax: (330) 297-2537 

www.robinsonmemorial.org 

Ma x i ne  L ym a n  D i a be te s  
S c ho l a r s h i p  Fu n d  

 
Ap p l i c a t i on  

Maxine Lyman 

Diabetes 

Scholarship 

Fund 

 

Application 

R o b i n s o n  
M e m o r i a l  
H o s p i t a l   

 
D i a b e t e s  C a r e  &   

E d u c a t i o n  C e n t e r  
 

If you have diabetes 

you should work        

together with your   

doctor on ways to   

manage it. This will 

help you to feel your 

best and lower the 

chances of having  

other problems. 



In 1994 Lucius B. Lyman, Jr. 

made a gift to the Robinson     

Memorial Hospital Foundation to 

establish the Maxine Lyman   

Diabetes Scholarship Fund. His 

gift, along with donations from 

hospital employees, local         

foundations, and others,            

assist people in receiving the care 

and education they need to     

manage their diabetes. 

____________________________ 

 

If your insurance will not 

cover this service, or if you 

have no insurance, you may 

qualify for a scholarship. 

 

Upon receiving and reviewing your 

application, a Patient Financial 

Counselor will contact you. If you 

wish, you may call (330)297-2912. 

 

To apply, please complete the following information. 

Patient name: _______________________________________________________________ 

Responsible party: ___________________________________________________________ 

Relationship: ________________________________________________________________ 

County of residence: _________________________________________________________ 

Address: ____________________________________________________________________ 

Phone number: ___________________________ E-Mail: ___________________________ 

Total number of people in household: __________________________________________ 

Monthly household income: ___________________________________________________ 

Source of income: 

 

 

 This financial information is complete, accurate and truthful. 

 

 Applicant signature: _____________________________________ Date: ___________________ 

 

 Please return this information in the enclosed envelope or mail to: 

Robinson Memorial Hospital 

Patient Financial Counseling  

6847 N. Chestnut St. 

Ravenna, OH 44266 

This application is also available at: 

 www.robinsonmemorial.org/DiabetesScholarship 

 ___Social Security 

 ___Unemployment 

 ___VA Benefits 

 ___Child support 

 ___Employment 

 ___Disability 

 ___Alimony 

 Other _________________ 


