
BOSTON COLLEGE STUDENT LOAN PROGRAM
Request for Temporary Total Disability Deferment

Section I: To be completed by the borrower
To be eligible for temporary total disability, the following must apply:
• Your loan must have been advanced prior to July 23, 1992, AND
• Your physician must certify that you are unable to work or attend school due to an injury or illness, OR

You are caring for a spouse or dependent who is totally disabled, and requires continuous services.

Consent for release of information: I authorize any physician, hospital, or other institution having records pertaining to the disability
for which I am requesting a deferment to make information from such records available to Boston College for the purpose of deter-
mining my claim for disability.

Borrower Signature: _____________________________________________________ Date: ___________________________

Borrower Name Social Security Number

Address

City ZipState

Telephone Number

Section II: To be completed in its entirety by the certifying physician

When did the disabled person’s present illness or injury begin? _____________________________________________________

Date disabled person became unable to work: ___________________________________________________________________

Disabled person is: _____ ambulatory _____ bed confined

_____ in a rehabilitation program _____ house confined

If disabled person is hospitalized or in a rehabilitation program, give the institution’s name: _______________________________

Prognosis: Is the condition static? _____ Yes _____ No

If no, what optimum improvement can be expected: ______________________________________________________________

________________________________________________________________________________________________________

Diagnosis of disabled person’s present medical condition: _________________________________________________________

________________________________________________________________________________________________________

I certify that in my best professional judgment, ___________________________ is unable to engage in any substantial gainful

activity because of a medically determinable impairment that is expected to continue until ___________ (month) __________ (year).



I am legally authorized to practice in the state of: _______________________________

I am affiliated with the following medical institution (if not applicable, please indicate): ________________________________

Physician Name:

Address:

Physician Signature: Date:

WARNING: Criminal Penalties
Any person who knowingly and willfully embezzles, misapplies, steals or obtains by fraud, false statement, or forgery, any
funds, assets, or property provided or insured under Part IV of the Higher Education Act of 1965, as amended shall be fined
not more than $10,000 or imprisoned for not more than five years, or both; but if the amount so embezzled, misapplied, stolen
or obtained by fraud, false statement, or forgery does not exceed $200, the fine shall be not more than $1000 and imprisonment
shall not exceed one year, or both.

Return completed form to:
Boston College

Office of Student Services
Lyons Hall

140 Commonwealth Avenue
Chestnut Hill, MA  02467

For more information, call us at 800-294-0294 or visit our website at http://www.bc.edu/bc_org/avp/enmgt/stserv/fin/


