BOSTON COLLEGE

REQUEST FOR CANCELLATION OF PERKINS LOAN

NURSING, MEDICAL TECHNICIAN, AND ALLIED HEALTH PROFESSION

Please note: To qualify you must be employed as a full-time registered nurse or allied health professional working in a field such as
therapy, dental hygiene, medical technology, or nutrition.

PART | - TO BE COMPLETED BY THE BORROWER

Borrower’s Name Social Security Number
Home Address

City State Zip Telephone Number
Job Title Email Address

Job Description

Name of Service Agency

Address of Service Agency

City State Zip Telephone Number

> O I am requesting deferment. (Loans will be deferred until 12 months of service has been completed.
No payment is necessary during deferment.)

0 I am requesting cancellation for service as a full-time registered nurse or medical technician/allied
health professional as certified below for the previous 12 months of full-time service just ending.

P Period of employment or service beginning and ending
(For the previous year only.) Month Day Year Month Day Year

P Registered nurses and medical technicians must provide board and licensing dates below.

State Board Medical Technician/Registered Nurse License

Date Date

P Ifapplying for cancellation for the year just ending, check below if you intend to complete another 12 months
of employment:

0 [ intend to complete another year of employment to
Date

Borrower’s Signature Date
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PART Il - TO BE COMPLETED BY THE EMPLOYER

NURSING

p Is the borrower employed full-time as a licensed practical nurse or registered
nurse licensed by an appropriate state agency to provide nursing services? Yes No

P What is the borrower’s job title?

(Please attach an official, detailed job description and
a copy of your professional license for certification.)
MEDICAL TECHNICIAN OR ALLIED HEALTH PROFESSIONAL
p s the borrower certified, registered, or licensed by the governing agency in

the state where you provide service? Yes No

P Is the borrower employed as a full-time allied health professional working in a
field such as therapy, dental hygiene, medical technology, or nutrition?
Please note that this does not include physicians or dentists. Yes No

P Does the borrower assist, facilitate, or complement the work of physicians or
other specialists in the health care system? Yes No

P What is the borrower’s job title?

(Please attach an official, detailed job description and
a copy of your professional license for certification.)

Name and Title of Certifying Official

Signature of Certifying Official

Telephone Number Date

Cancellation forms can be mailed or faxed to:
Boston College
Office of Student Services, Lyons Hall

140 Commonwealth Avenue
Chestnut Hill, MA 02467

Attn: Mark Schuman
Fax: 617-552-4889
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