
REQUEST FOR LEAVE OF ABSENCE FORM

NAME____________________________________________ DATE____________________

E-MAIL___________________________________    PROGRAM___________________________

ADDRESS_____________________________________________________________________ 

______________________________________________________________________________ 

Date of initiation of leave ___________________________ 

Expected date of return_____________________________

Reason for request:_______________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

I have not received any extensions or readmission to this Program. I understand that this 
leave will not extend the time limit for completion of this Program.

DATE_________________ Student Signature__________________________________ 

 FOR OFFICE USE ONLY

_____APPROVED by Administrator
_____DENIED by Administrator

________________________________ 
Administrator Signature

________________________________ 
Director of Nursing Signature

_______________ 
Date 

_______________ 
Date 

______________________ 
Refund Issued: Yes or No

______________________ 
Refund Amount 
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