
 
SOUTHSIDE VIRGINIA COMMUNITY COLLEGE 
FINANCIAL AID OFFICE 
109 CAMPUS DRIVE ▪ ALBERTA, VA  23821 ▪ 434/949-1094  
200 DANIEL ROAD ▪ KEYSVILLE, VA  23947▪ 434/736-2091 
 

Satisfactory Academic Progress Appeal Form 
 

 
___________________________________ ______________________  _______________  
Name             SSN/Student ID         Phone  
 
___________________________________ ________________ ____ __________ 
Current Mailing Address   City   State Zip Code 
 

 
1. Indicate the semester for which you are applying: ______________________________ 
2. Indicate the mitigating circumstances that have contributed to your inability to maintain 

Satisfactory Academic Progress: 
  Serious illness or injury to student or immediate family member (parent, spouse, sibling, child) 

that required extended recovery time. 
  Death of an immediate family member (parent, spouse, sibling, child). 
  Significant trauma in a student’s life that impaired the student’s emotional and/or physical 

health. 
  Other unexpected documented circumstances beyond the control of the student. 

3. In the space below, please provide a brief explanation of the circumstances that led to failure of 
the SAP rule. Including when it occurred and why these circumstances are no longer affecting 
your academic performance.  If the condition has not improved, the appeal will be denied. Please 
type or print legibly using black ink. Attach additional sheets if necessary.  

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 ________________________   _______________________ 

 Signed        Date Submitted 
 

REQUEST FOR REINSTATEMENT OF FINANCIAL AID ELIGIBILTIY 
 



This student has written a statement (see reverse) to the Financial Aid Office requesting that 
he/she be reinstated for financial aid eligibility. He/she is not currently eligible because: 
 
________  GPA rule 
 
________  67% rule 
 
________ 150% rule 
 
RECOMMENDATION: 

______ I recommend that the student be reinstated for financial aid eligibility under the following 
circumstances. 
 

______The student must complete all credit hours attempted during subsequent 
semesters until he/she is making satisfactory academic progress. 
 
______ The student must maintain a cumulative GPA of 2.0 by the end of the semester 
stated above. 
 
______ The student must obtain a semester GPA of 2.5 by the end of the semester stated 
above. 
 
______ Other:  

_________________________________________________________________________

_____________________________________________________________ 

______ I recommend that the student’s request for reinstatement be denied. 

 Reason:___________________________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________ 

 

___________________                     __________________________ 
   Date          Financial Aid Director 
 

___________________                     __________________________ 
   Date    Dean of Enrollment 
 
 

 

________________Updated Database                     ________________Message to Student 
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