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Financial Aid Office 
Phone: (920) 832-6583 

Fax: (920) 832-6582 
financial.aid@lawrence.edu 

COVID-19 SPECIAL CIRCUMSTANCE REQUEST FORM 
STUDENT’S NAME LU ID or DOB 

This form should be completed when a family has experienced a significant change in financial circumstances due 
to COVID-19. In order to reevaluate your financial aid eligibility, please answer the following questions: 

1. Have you experienced loss of employment/reduced income due to COVID-19?

 YES

1. First day of unemployment/closure of business: _______________________________

2. Weekly income lost: __________________

3. Loss of employment/reduced income is: Temporary Permanent 

4. Did you apply for unemployment benefits? Yes No 

a. If yes, amount of benefits received per week: ___________________

b. If no, please explain why: ______________________________________________________

______________________________________________________________________________

 NO 

2. In the space below or on a separate page, explain the financial impacts COVID-19 has had on your family.

Carefully read the following before signing this form: 
I/we understand that submission/review of this form does not guarantee a change in the student’s financial aid eligibility. I/we 
affirm that the information provided in my appeal and the attached documentation is accurate and complete to the best of my/our 
knowledge. I/we understand that if any of the information used in my appeal changes, I must contact the Financial Aid Office 
immediately in writing with the corrected information. I/we understand that future financial aid awards may be reduced if income 
estimates are significantly underestimated in my appeal. I understand that false statements or misrepresentations may be cause 
for denial, reduction, withdrawal or repayment of financial aid. I/We understand that appropriate adjustments may be made to 
student’s FAFSA information based on the documentation submitted.  

___________________________________________ 
Student Initials or Signature

___________________________________________ 
Parent Initials or Signature 

_____________
Date

_____________
Date
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