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               )DFXOW\�                                    7LPH�FODVV�PHHWV�  �������������
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[Variances are granted only for documented instances of hardships. Please explain the circumstances amounting to the 

³KDUGVKLS´�WKDW�ZRXOG�MXVWLI\�\RXU�YDULDQFH�UHTXHVW�LQ�WKH�VSDFH�EHORZ��,I�\RX�DUH�UHTXHVWLQJ�DQ�XQGHUORDG, or an overload, 

you must indicate how many hours you wish to take. Incomplete forms will not be processed.]  

 

NAME: _________________________________________________    Barry ID#:____________________ 

 

DIVISION: ____Full-time   _____Part-Time CURRENT STATUS: _____ 1L _____ 2L _____ 3L _____ 4L 

�
LOCAL ADDRESS: ______________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

PERSONAL EMAIL: _____________________________________________________________________ 

 

TELEPHONE Work: _____________________________ Home/Cell: _____________________________ 

�
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