SC-NGDS-PSL1-06

AES / GRANTS SPECIAL PROGRAMS
Temporary Total Disability Deferment Request

Pleasecompleteall sectionsof this form. Your requestmay be deniedif the form is not completed
correctly.

BorrowerName AccountNumber:
Address: City State Zip Code
TelephoneNumber( ) - AlternateTelephoneNumber(_ ) -

Sectionl - Deferment Request- Must be completedby the borrower or borrower's represeiative(arepresentativenaycomplete
and sign this sectionon the borrower's behalf if the borrower is unable to do sobecauseof a disability)

| meetthe qualificationgfor a Disability DefermentandrequesthatAES deferrepaymenof my loan(s).

* Defer(postponeyepaymenbf my accounwhile | amTEMPORARILY TOTALLY DISABLED (Maximumeligibility is threeyears.
Eligibility mustberecertifiedby my physician, usingthis form, everysix months.)
Defer (postponeyepaymenbf my accountwhile | cannotsecureemploymenby reasorof the carerequiredfor my spousechild or
parentwho is disabled (Maximumeligibility is 12 months) Completethefollowing section:

Nameof DisabledSpouseChild or Parent Relationshipro Borrower

Section2 - Physiciars Certification- Pleaseprint or type

You arebeingaskedto completeandsignthis form to cetify thatthe disabledpersonis temporarilytotally disabled. You may completethis
form only if you are a doctor of medicineor osteopathy legally authorizedto practice. Sign the certificationonly if the disabledpersors
condition meetsthe definitionsin the precedingcover letter. Pleasecompleteall requestednformation, you may attachaddtional pagesif
necessaryPleaseenterall datesasMM-DD-YY.

Thedisabledpersonbecamainableto work andearnmoney,attendschoolor requiredcontinuoushursingor similar careon / L
andthe disablingconditionor continuouscareis expecte to continueuntil / / | certify that! am a doctor of medicineor
osteopathyndlegally authorizedo practiceandthatin my bestprofessionajudgmentthe disabledpersonnamedaboveis unableto work and
earnmoneybecaus®f a medicallydeterminedmpairment.

Physiciars Signature/Date Address

Physiciars Name

Section3 - Borrower Authorizations, Understandingsand Certifications
| authorizeany physician hospitalor otherinstitutionhavingrecordsaboutthe disability for which | am requestinga defementof paymentgo
makeinformationfrom theserecordsavailableto AmericanEducationServiceJAES).

| understandhat: (1) My defermenwill beginno morethan six monthsbeforethe date AES receivesthis requestor the datethe deferment
conditionbeganwhicheveris later. (2) My defermentwill lastno longerthansix monthsafterthe datemy physiciancertifiesthis request(3)
AES will notgrantthis defermentequesunlessall appicablesectionsof this form arecompletedand(4) Principalandinterestpaymentswill
be deferred. Underthe conditionsof deferment] undersandthat| may receivemonthly interestaccrual/capitalizatioataements howeverl
am not requiredto pay the interestfrom the defermentperiod. At the end of this period, the accruedinterestwill be written off. (5) | am
responsiblefor keepingthe accountcurrentuntil the defermenis applied,and (6) Negativecredit reportingwill not be removed,evenif the
deferments is appliedretroactively.

| certify that: (1) Theinformationprovidedin Sectionl aboveis true and correct;(2) | will provide additionaldocumerdtion, as
required,to AES to supportmy continueddefermenstatus (3) | will notify AES immediatelywhenthe conditionthatqualified me
for thedefermenends;and(4) | haveread,understandandmeetthe conditionsof thedefermenfor which | haveapplied.

Borrower/Representativ&gnature Date Nameof Representative

Addressof Representative Relationshipgo Borrower
Pleaseeturnform to: AmericanEducationServices. P.O.Box 2461 . HarrisburgPA 17105-2461




