
AES / GRANTS SPECIAL PROGRAMS
Temporary Total Disability Deferment Request

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

Section3 - Borrower Authorizations, Understandingsand Certifications

BorrowerName
Address:
TelephoneNumber(

AccountNumber:
Zip CodeStateCity

AlternateTelephoneNumber( -)-)

Section1 - DefermentRequest- Must becompletedby the borroweror borrowers representative(arepresentativemaycomplete
and sign this sectionon the borrowers behalf if the borrower is unable to do sobecauseof a disability)

I meetthequalificationsfor aDisability DefermentandrequestthatAES deferrepaymentof my loan(s).
Defer(postpone)repaymentof my accountwhile I amTEMPORARILY TOTALLY DISABLED (Maximumeligibility is threeyears.
Eligibility mustberecertifiedby my physician, usingthis form, everysix months.)
Defer(postpone)repaymentof my accountwhile I cannotsecureemploymentby reasonof thecarerequiredfor my spouse,child or
parentwho is disabled.(Maximumeligibility is 12 months.) Completethefollowing section:

Nameof DisabledSpouse,Child or Parent RelationshipTo Borrower

You arebeingaskedto completeandsignthis form to certify that the disabledpersonis temporarilytotally disabled. You may completethis

conditionmeetsthe definitions in the precedingcover letter. Pleasecompleteall requestedinformation,you may attachadditional pagesif
necessary.Pleaseenterall datesasMM-DD-YY.

Thedisabledpersonbecameunableto work andearnmoney,attendschoolor requiredcontinuousnursingor similarcareon / /
andthe disablingconditionor continuouscareis expected to continueuntil / / . I certify that I am a doctor of medicineor
osteopathyandlegallyauthorizedto practiceandthatin my bestprofessionaljudgment,thedisabledpersonnamedaboveis unableto work and
earnmoneybecauseof amedicallydeterminedimpairment.

Physicians Signature/Date

Physicians Name

Address

I authorizeanyphysician,hospitalor otherinstitutionhavingrecordsaboutthedisability for which I amrequestinga defermentof paymentsto
makeinformationfrom theserecordsavailableto AmericanEducationServices(AES).

I understandthat: (1) My defermentwill beginno more than six monthsbeforethe dateAES receivesthis requestor the datethe deferment
conditionbegan,whicheveris later. (2) My defermentwill last no longerthansix monthsafterthedatemy physiciancertifies this request;(3)
AES will notgrantthis defermentrequestunlessall applicablesectionsof this form arecompleted;and(4) Principalandinterestpaymentswill
be deferred. Under the conditionsof deferment,I understand that I may receivemonthly interestaccrual/capitalizationstatements,howeverI
am not requiredto pay the interestfrom the defermentperiod. At the end of this period, the accruedinterestwill be written off. (5) I am
responsiblefor keepingthe accountcurrentuntil the defermentis applied,and(6) Negativecredit reportingwill not be removed,evenif the
defermentis is appliedretroactively.

I certify that:(1) The informationprovidedin Section1 aboveis true andcorrect;(2) I will provideadditionaldocumentation,as
required,to AES to supportmy continueddefermentstatus; (3) I will notify AES immediatelywhentheconditionthatqualifiedme
for thedefermentends;and(4) I haveread,understand, andmeettheconditionsof thedefermentfor which I haveapplied.

Borrower/RepresentativeSignature Nameof RepresentativeDate

Addressof Representative Relationshipto Borrower

•

•

• •

Section2 - Physicians Certification- Pleaseprint or type

form only if you area doctor of medicineor osteopathy, legally authorizedto practice. Sign the certificationonly if the disabledpersons

Pleasereturnform to: AmericanEducationServices P.O.Box 2461 Harrisburg,PA 17105-2461
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