




















We ask that you complete the demographic data which are collected for reporting purposes only, but you 
are not required to provide this information. 
 

NEBRASKA LOAN REPAYMENT PROGRAM 

Demographic Questionnaire 

 

Gender    

 Male   Female 

 

Age 

 20 and under   41-50 

21-30    51-60 

31-40    61 and over 

 

Ethnicity 

Hispanic   NonHispanic 

 

Race 

White     

 

Black/African American  

 

American Indian or Alaskan Native 

 

Asian/Pacific Islander 

 

Other 

 

State of current residence ____________________________ 
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