
SCHOOL OF DENTAL MEDICINE
Emergency Short-Term Loan Request

Name: SS#: ______________________Year: _______________

Local Address: Telephone Number: _____________________________

City: ___________________________________ State: Zip Code: ___________________

Loan Purpose:
______________________________________________________________________________________

___________________________________________________________________

Resources for Loan Payment:

______________________________________________________________________________________

____________________________________________________________________

Please answer Yes or No to the following: Yes No

Are you a student in good standing? _____ _____
Are previous short-term loans paid? _____ _____
Are tuition and fees paid for the prior term? _____ _____

I agree to repay the full amount of the short-term loan on or before the due date or present payment in full
prior to the disbursement of any financial aid.

Amount Requested Student Signature
($400 Maximum)

For Financial Aid Office Use Only:

Prior Unpaid Loan: _____________________ Special Circumstances: __________________________

Prior Delinquency: ______________________ _____________________________________________

Amount Loaned: ________________________ Program: _____________________________________

Approval: _______________________________________________________
Assistant Dean

PDF Creator - PDF4Free v2.0                                                    http://www.pdf4free.com

http://www.pdfpdf.com/0.htm

