	Medical Withdrawal Request Form
Morehead State University

	This form must be accompanied by a typed original, signed letter from your health care provider (on your health care provider’s letterhead stationery and submitted in a sealed envelope), responding to all the issues specified in the Medical Withdrawal policy. Additionally, the student must attach a typed letter explaining how the illness or condition affected their ability to maintain their status as a student at the University and why withdrawing from courses through the regular process was not an option. NOTE:  A medical withdrawal is a complete withdrawal from the University and may only be done one time during your undergraduate/graduate academic career.  See UAR 130.03: Medical Withdrawal for details.

	Name (Last, First, MI.)

	MSU ID
	Phone #: (      )

	Permanent Address (Number, Street, Apt.)

	City, State, Zip


	MSU Email Address:
	

	ALL students applying for a medical withdrawal must consult with both Accounting and Financial Services and Financial Aid to determine how a medical withdrawal may affect them. Completed consultation forms must be included with the medical withdrawal request information being submitted to Undergraduate Education and Student Success.

	Are you an International Student with an F1 or J1 visa? (Check One)           Yes*                   No  
*Serious immigration consequence may result from withdrawing or dropping below full-time enrollment status.  You should meet with your advisor in International Student Services before processing this form.  The signed form must be included with the medical withdrawal request information submitted to Undergraduate Education and Student Success.

	Semester (Check One):        Fall              Winter           Spring              Summer
	
	Year:

	College/Academic Department:

	Provide a complete list of all classes in which you are currently enrolled (sample class provided)

	Course Prefix & Number:
ENG 100
	Section No.: 002
	Day and Time Class Meets:
MWF 8 am
	Course Name:
English Composition
	Bldg.& Room:
CB 201
	Instructor’s Name:
Smith, Linda
	Last Date Attended:
Feb. 3, 2018

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	I request a medical withdrawal as indicated above and supported by documentation from my health care provider(s). Permission is granted to contact any of the documentation/information providers. If my request is approved, I agree to allow the University to notify all pertinent parties that a withdrawal has been approved.  I confirm that the information provided is accurate and complete, and I understand that falsification may result in disciplinary action up to and including suspension or expulsion from the University. An approved medical withdrawal cannot be reversed.

	Student Signature (I acknowledge that I understand the above statement):
	Relationship (If not student)
	Date:

	For Caudill Health Clinic (CHC) Use Only

	The Caudill Health Clinic        recommends          does not recommend the approval of a medical withdrawal for this student.
	Date:

	Comments:

	Authorized Signature for CHC:
	Please Print Name:

	Associate VP Undergraduate Education and Student Success Use Only

	The Associate Vice President Undergraduate Education and Student Success           approves  or       does not approve  

a medical withdrawal for this student.
	Date:

	Comments:



	Associate Vice President Undergraduate Education and Student Success Signature:

	Distribution:  All medical documentation provided with this form is retained by the Caudill Health Clinic and is not copied or forwarded to any other office or department.

	If the request is approved, notification may be sent to:
	Student
	

	
	Academic Advisor
	Housing

	
	Accounting and Financial Services
	International Education 

	
	File Copy
	Caudill Health Clinic

	
	Financial Aid
	Registrar
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