
 

 

Brownsburg Youth Substance Use Treatment Scholarship 
APPLICATION 
 
Funds 

• The Town of Brownsburg has committed a majority portion of its share of the National Opioid 
Litigation Settlement Funds to support this scholarship program in direct partnership with The 
Willow Center, a DMHA-certified substance use treatment and mental health counseling 
provider located in Brownsburg, Indiana. 

 
Eligibility 

• Applicant must be ages 13-17 years old. 

• Applicant must reside at a Brownsburg address. 

• Applicant must be uninsured or underinsured in regards to coverage for substance use treatment 
services. 

• Applicant must be either currently experiencing or at a high risk of experiencing problematic 
substance use. 

• Applicant, Applicant’s parent/guardian, or a school staff member with direct involvement with 
the Applicant must submit the following Application. (*NOTE – Must have parent/guardian 
support regardless of who submits application.) 

 
Scholarship Process 

• Upon submission, the application will be reviewed by The Willow Center leadership committee 
within 7 business days for eligibility and verification. 

• Within 14 business days of submission, the applicant, the applicant’s parent/guardian, and/or 
the school staff member with direct involvement with the applicant will receive an email and/or 
phone notification of the committee’s decision. 

• Following notification of a successful award, The Willow Center’s administrative team will reach 
out to the applicant, the applicant’s parent/guardian, and/or the school staff member with direct 
involvement with the applicant to schedule the applicant’s initial clinical assessment. 

 
Applicant Information 
 
 
____________________________     ______________________________ 
First Name            Last Name 
 
 
________________     __________________________         ___________________________________ 
Date of Birth  Phone Number            Email Address 
 
 
 
_____________________________________________________________________________________ 
Residential Address (Street, Ste/Apt #, Town, State, Zip Code) 
 



 

 

 
Is the Applicant Covered by Any Health Insurance Plans? 
 
 Yes  No 
 
 
If “Yes,” Please Explain the Applicant’s Current Coverage Plan – Does It or Does It Not Cover Substance 
Use Treatment?  
 
 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 
 
Is the Applicant currently experiencing or at a high risk of experiencing problematic substance use? 
Please explain. 
 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 
 
What is Your Relationship to the Applicant? 
 
 Self  Parent/Guardian School Staff Member with Direct Involvement 
 
 
 
Parent/Guardian or School Staff Member with Direct Involvement Information (If Applicable) 
 
____________________________     ______________________________     ___________________ 
First Name            Last Name            Role 
 
 
__________________________         ___________________________________ 
Phone Number            Email Address 
 
 
_____________________________________________________________________________________ 
Residential Address (Street, Ste/Apt #, Town, State, Zip Code) 
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