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 Section A - Release (To be completed by the recipient)____________________________________ 

Last four SSN: ____ ____ ____ _____ Date of birth: _________/_________/__________  

Last name:  _______________________________________First name:  _____________________________ MI: ______   

 Address:  ________________________________________ City/State: ________________________Zip ____________ 

I authorize my employer to provide the employment information the Office of Student Financial Assistance requested.  

Applicant's signature   Date  

Section B - Employment (To be completed by employer)______________________________________ 

The above named employee was a recipient for a service obligation grant/scholarship with the Office of Student Financial 

Assistance.  Please complete the following section and return it to the employee.    

Job title of employee:  Dates of employment:       /     _/__     to  / _/_____

Or Currently Employed _______ 

If Teacher, Area of Certification: _____________________________ Name of School: 

**Number of hours worked per week: _________               Employment status: ______ Full-time ______ Part-time 
**Important

Name of organization: __________________________________Employer federal tax-exempt number: ______________

Address:_______________________________

Brief summary of employee's responsibilities:______________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________

                                 Date 

__________________________________________________ 

Signature of Employer/HR Rep

I certify that the information provided   above is true and complete the best of my knowledge. 

Title: ______________________________________________ Printed name: _______________________________________  

Telephone number :(______) ___________________________ E-mail:  ___________________________________________

Under provisions of the Americans with Disabilities Act, the material is available in alternate formats.  Please call (410) 767-3124, (800) 974-0203 or (800)735-2258 (TTY /Voice).  1/2025 
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