
AUTHORIZATION TO RELEASE INFORMATION

Financial AidLoma Linda University

LLU ID# or Social Security Number: 
Name: Last     First      Middle     

Please check the school you will attend:
Allied Health Dental Hygiene Dentistry Medicine Nursing Pharmacy Public Health
Interdisciplinary Studies Religion Science & Technology      

I authorize Loma Linda University, Office of Financial Aid to release information regarding my 
Financial Aid to the following Individuals:
Name: Name:
Relationship: Relationship:

Initial each line:
I understand that this authorization will become effective on the date signed.

I understand that this authorization will remain in effect until I request in writing to have the authorization withdrawn.

I understand that this authorization is for the Office of Financial Aid only.

A separate authorization is needed to release any other University held information (i.e. Office of Student Finance/Cashier, Office of 
University Records, etc...).

If you have any questions please email Finaid@llu.edu or call (909) 558-4509
LOMA  LINDA  UNIVERSITY

AID YEAR: 08/09STUDENT INFORMATION

AUTHORIZATION TO  RELEAS E INFORMATION

I affirm that all information supplied is factual and correct.
Student’s Signature:      Date:  /  / 

Return Form to:
Loma Linda University
Office of Financial Aid

Loma Linda, CA 92350
or FAX to: (909) 558-4879
Attn: Office of Financial Aid

REQUIRED  SIGNATURE


