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PAYMENT PLAN PROPOSAL
Please complete the form and return to Student Accounts by email
 studentaccounts@samuelmerritt.edu 

Date:			_______________________

Student Name: 	_______________________

Student ID #: 		_______________________	

1. PROGRAM:
□ ABSN	□ BSN		□ CM		□ CRNA	□ DNP		
□ DPM		□ DPT		□ ELMCM	□ ELMFNP	□ FNP
□ OTD		□ MPA		□ SPECIAL STATUS		□ RN TO BSN
2. SCHOOL YEAR: ________________
Semester: 	□ Fall		□ Spring	□ Summer

3. WILL YOU RECEIVE FINANCIAL AID*? 	□ Yes	□ No
*Refer to the Financial Aid Portal for awarded funds, per term. 
If Yes, how much is anticipated this current term*:	$____________________

4. WILL YOU REQUIRE SMU HEALTH INSURANCE COVERAGE? 	□ Yes	□ No
If Yes, what kind: ________________________________

5. BASED ON YOUR PROGRAM/CLASS: HOW MANY MONTHS WOULD YOU LIKE TO SIGN UP FOR?
**The number of months of the Payment Plan depends on the length of the semester.
SPECIAL STATUS/BASIC SCIENCE
□ 2		□ 3
ABSN, CM, CRNA, DNP, DPM, DPT, ELMCM, ELMFNP, FNP, OTD, MPA, RN-BSN
□ 2		□ 3		□4
BSN ONLY
□ 2		□ 3		□ 4		□ 5

6. WHAT DAY OF THE MONTH WOULD YOU LIKE TO SET AS YOUR PAYMENT DATE?	
□ 1st 		□ 5th 		□ 10th 		□ 15th		□ 20th		□ 25th 	
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