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You can now advance your career by taking advantage of the Washington Hospital Center 
(WHC) and Trinity educational partnership which affords all Washington Hospital Center 
employees the opportunity to enroll in Trinity’s undergraduate and graduate programs at a 
discounted rate.  If you are in the nursing program Trinity will bill Washington Hospital 
Center directly for the amount of your education benefit each semester up to the amount of 
tuition.  In order to receive this special incentive you must complete this form and return it 
to the Trinity’s Office of Enrollment Services each semester at the time of registration. 
 

 

Name: (F) __________________________   (MI) _____   (L) ___________________________ 
 

Trinity ID # or SSN: __________________    Email: ___________________________________ 
 

Address: ______________________________________________________________________ 
 

Day Phone: ___________________________    Evening Phone: _________________________ 
 

Program of Interest: _____________________________________________________________ 
 

Semester of Interest: ____________________________________________________________ 
 

WHC Employee ID number: ______________________________________________________ 
 

 

I understand this form must be completed each year before the start of class to receive a 

discounted rate.  I understand that I am responsible for all charges that are not paid by the 

Washington Hospital Center.  I give Trinity permission to share information about my 

enrollment and financial status with the WHC Benefit Coordinator. 
 

 

_________________________________________________________  ___________________________ 

Student Signature        Date 
 
_________________________________________________________  ___________________________ 

WHC Tuition Manager Signature      Date 
 
 
Nursing Students:   Amount of WHC Tuition Benefit:  $__________________ 
 


